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PHYSICIANS  WANTED 


ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation,  signing  bonus, 
and  malpractice  insurance.  Benefit  package 
available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Ino.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


Two  orthopedists  needed  full  time  for  my  clinics  in  New 
York  State  to  perform  Orthopedic  Disability  Evaluations. 

Kick  the  hassle  of  Practice,  Hospitals,  Etc.  Enjoy 
banker’s  hours  and  maintain  high  income. 

Write  with  CV—H.  Lewis,  M.D. 

Riverfront  Medical  Services 
3155  Eggert  Rd. 

Tonawanda,  NY  14150 
phone:  (716)  832-9600 


PHYSICIANS  WANTED— CONT’D  PHYSICIANS  WANTED— CONT’D 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  In 
Michigan  1-800-632-3496. 


WESTERN  NEW  YORK:  Seeking  full-time  and 
part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


LEWIS  COUNTY  GENERAL  HOSPITAL  seeks  an 
Internist  for  a growing  community  in  the  foothills 
of  the  Adirondack  Mountains.  120  beds,  fully 
equipped  and  well  staffed.  Generous  guaran- 
tee and  benefits.  Office  adjacent  to  hospital. 
Call  315-686-2434  or  send  resume  to  Joseph 
Kehoe,  RR1,  Box  363,  Clayton,  N.  Y.  12624. 


CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice,  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career.  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford.  Direc- 
tor of  Physical  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 


NYS  UNIFIED  COURT  SYSTEM  seeking  Board 
Certified  Psychiatrists  on  a fee  basis  to  conduct 
psychological  evaluations  for  pre-employment 
and  in-service  employees.  If  interested,  please 
call  (212)  587-4404 — Janice  Johnson  for  addi- 
tional information  and  application. 


ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  full  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 


OTOLARYNGOLOGIST  needed  to  join  busy  prac- 
tice in  beautiful  area  of  WNY.  A large,  new 
computerized  office  with  facilities  and  staff  for 
general  ENT,  allergy  and  complete  audiological 
services.  Well  equipped  350  bed  hospital.  Ex- 
cellent compensation  leading  to  full  partnership 
in  1-2  years.  Call  716-664-3299. 


ALL  THE  ADVANTAGES  AND  NONE  OF  THE 
HEADACHES  OF  A SOLO  PRACTICE. 

Planned  Parenthood  of  Tompkins  County  is 
opening  a new,  comprehensive  Ob-Gyn  service. 
You’ll  be  free  to  practice  medicine  while  we 
manage  administration  and  personnel.  We 
have  a reputation  for  excellence  and  an  estab- 
lished patient  base.  New  facility,  competitive 
salary,  and  excellent  benetits  including  mal- 
practice. Beautiful  Finger  Lakes  region,  home 
of  Cornell  University,  Ithaca,  New  York.  Board 
eligible  or  certified,  NYS  licensed,  begin  fall 
1990.  Send  CV  to  Executive  Director,  Planned 
Parenthood  of  Tompkins  County,  314  West 
State  Street.  Ithaca,  New  York  14850. 


ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  is  offering  a generous 
financial  package  for  Internists,  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Thomas  J.  Dowd, 
Executive  Director,  Nathan  Littauer  Hospital,  99 
East  Street.  Gloversville,  NY  12708  (518)  725- 
8621. 


FULL  TIME  TRAVEL  REQUIRED  (one  year  mini- 
mum). Health  research  organization  needs 
Physicians  for  National  Health  and  Nutrition  Ex- 
amination Survey  sponsored  by  the  U.  S.  Public 
Health  Service.  Individuals  will  be  part  of  a 
large  medical  team  conducting  health  examina- 
tions in  government  examination  centers  travel- 
ing to  88  areas  of  the  U.  S.  through  1 993.  Phy- 
sicians must  be  licensed  in  one  state  and 
specialized  in  internal  or  family  medicine. 
Competitive  salaries,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat,  Inc.,  Rockville,  Mary- 
land. EOE/M/F/V/H. 


INTERNAL  MEDICINE/FAMILY  PRACTICE  PHY- 
SICIAN. Busy  ambulatory  health  care  facility 
seeks  additional  physician  to  begin  immediately. 
Wide  variety  of  adult  and  pediatric  patients. 
Guaranteed  salary  with  incentive  bonus.  Mal- 
practice insurance  plus  excellent  benefits. 
Practice  high  quality  care  in  a community  ideal 
for  family  living.  Please  send  current  c.v.  to  S. 
M.  Pepper.  Executive  Director,  Groton  Commu- 
nity Health  Care  Center,  Inc.,  .120  Sykes  Street, 
Groton,  NY  13073. 


ANESTHESIOLOGIST  BE/BC  needed  for  181  bed 

hospital  with  modern  equipment,  25  minutes 
from  major  metropolitan  area  in  N.Y.  Fee  for 
service  group.  No  neuro/open  heart,  limited 
OB.  Good  salary,  benefits,  community,  recrea- 
tion, schools,  working  environment.  Send  C.V. 
to  Dept.  491  c/o  NYSJM. 


PHYSICIANS  WANTED— Unique  Opportunity, 
PT/FT,  Tri-State  Area.  Physicians  needed  for 
physical  examinations  on  site  at  Health  Clubs. 
Unlimited  income  potential.  Call  Now  for  an 
appointment,  Mr.  Douglas,  (914)  723-9191. 


EXECUTIVE  DIRECTOR,  BOARD  OF  MEDICAL 
PRACTICE,  STATE  OF  DELAWARE.  Coordi- 
nates all  activities  of  Board — licensure,  profes- 
sional discipline,  regulations,  legislation,  etc. 
MD/DO,  five  years  current  practice  experience. 
Contact:  S.  L.  Grossman,  First  Resource,  Inc., 
7 Great  Valley  Parkway,  Suite  110,  Malvern,  PA 
19355  (800)  842-2050. 
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MEETINGS  AND 
LECTURES 


1 attend  the  Hopkins 

W Conference  on  AIDS,  April  1—4, 
1990  in  Baltimore?  Professionals  who  deal 
with  AIDS  from  a patient  care  or  research 
standpoint. 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


FEBRUARY  1990 
AROUND  THE  STATE 


MANHATTAN 

Feb  I . Calcium  and  the  Cardiovascular 
System.  2 Cat  I Credits.  Helmsley  Ho- 
tel. Contact:  New  York  Cardiological 
Society,  Inc,  68 1 Lexington  Ave,  Suite 
310,  New  York,  NY  10022.  Tel:  (212) 
888-5595. 

Feb  10.  Cornea  and  Astigmatism 
Course.  Manhattan  Eye,  Ear  & Throat 
Hospital.  Contact:  Francine  Leinhardt, 
Course  Coordinator,  Manhattan  Eye, 
Ear  & Throat  Hospital,  210  E 64th  St, 
New  York,  NY.  Tel:  (212)  838-9200, 
ext  2776. 


Why?  Because  internationally-recognized 
experts  will  present  information  in  areas  as 
diverse  as  clinical  care,  pediatrics,  virology 
and  ethics. 


Feb  26-28.  Temporal  Control  of  Drug 
Delivery.  Sheraton  Centre.  Contact: 
Conference  Director,  The  New  York 
Academy  of  Sciences,  2 E 63rd  St,  New 
York,  NY  10021.  Tel:  (212)  838-0230. 


AROUND  THE  NATION 


How?  In  three  plenary  sessions,  eight  sym- 


ARIZONA 


posia,  12  workshops  and  poster  sessions.  An 
elegant  buffet  banquet  also  will  give  partici- 
pants an  opportunity  to  network  informally. 

What’s  the  price?  The  $295  registration  fee 
includes  all  sessions,  opening  reception, 
three  continental  breakfasts,  the  banquet 
and  all  coffee  breaks.  Register  before  Feb.  1, 
1990  and  save  $45. 


Feb  19-21.  Third  Annual  Congress  of 
the  North  American  Society  of  Phlebol- 
ogy.  The  Pointe  at  Squaw  Peak  Resort, 
Phoenix.  Contact:  Helane  Fronek,  MD, 
Division  of  Thoracic  and  Vascular  Sur- 
gery— SW  208,  10666  N Torrey  Pines 
Rd,  La  Jolla,  CA  92037. 

CALIFORNIA 

Feb  1-3.  Duplex  Imaging.  16  Cat  I 
Credits.  Le  Meridian  Hotel,  Coronado. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077.  Tel:  (404)  641-9773. 

Feb  3-4.  The  Third  Bay  Area  Vascular 


For  information  or  to  register  call  1-800-447 -2702. 


(continued  on  p lOA) 
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NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

January  1990  • Volume  90,  Number  1 


The  New  York  State  Journal  of  Medicine  enters  its 

90th  year 


With  this  issue,  the  Journal  enters  its  90th  year  of  publi- 
cation. As  such  it  ranks  among  the  oldest  continuously 
published  medical  journals  in  the  country.  During  its  nine 
decades  of  existence,  the  Journal  has  been  guided  by  1 2 
editors  and  several  publications  committees  and  has  un- 
dergone numerous  changes  in  both  design  and  format.' 

While  design  and  format  have  changed,  the  commit- 
ment to  excellence  has  been  constant  since  the  first  Jour- 
nal issue  appeared  in  January  1901 . This  commitment  has 
earned  the  Journal  a current  place  among  the  30  leading 
medical  journals  in  the  world. ^ The  significance  of  this 
ranking  is  underscored  by  the  fact  that  some  5,000  medi- 
cal journals  are  published  in  the  world  today,  of  which 
2,400  are  listed  in  Index  Medicus.  Among  the  latter,  the 
leading  112  are  indexed  by  Index  Medicus  in  its  rapid 
abridged  listing.  The  Journal  is  among  this  select  112. 
The  Journal’s  standing  with  readers  remains  very  high.  A 
readership  survey  conducted  for  the  Journal  in  1987  by 
Health  Research  Industries  demonstrated  high  levels  of 
reader  satisfaction.^ 

The  Journal,  which  has  been  published  by  the  Medical 
Society  of  the  State  of  New  York  (MSSNY)  since  1906, 
actually  began  publication  five  years  earlier,  in  January 
1901,  under  the  auspices  of  the  New  York  State  Medical 
Association  (NYSMA).  The  latter  organization  was 
founded  by  disaffected  MSSNY  members  in  1884.  The 
impetus  for  the  schism  was  the  adoption  in  1882  by  the 
MSSNY  of  a code  of  ethics  which  was  at  variance  with 
that  of  the  American  Medical  Association  (AM A).  The 
MSSNY’s  code  stated  that  “members  of  the  Medical  So- 
ciety of  the  State  of  New  York,  and  of  the  medial  societies 
in  affiliation  herewith;  may  meet  in  consultation  legally 
qualified  practitioners  of  medicine. This  position  was  a 
very  liberal  one  compared  to  that  of  the  AM  A,  which  stat- 
ed that  “. . . no  one  can  be  considered  as  a regular  or  fit 
associate  in  consultation,  whose  practice  is  based  on  exclu- 
sive dogma  . . The  NYSMA  drew  to  itself  a large  fol- 
lowing, organized  itself  into  district  branches  at  the  local 
level,  and  affiliated  itself  with  the  AMA.  Kelly  has  writ- 
ten an  insightful  summary  of  the  formation  of  the 
NYSMA  and  of  the  slightly  more  than  two-decade  period 
in  which  it  simultaneously  existed  with  MSSNY.'' 


During  the  first  year  of  its  founding,  NYSMA  pub- 
lished an  annual  volume  known  as  the  Transactions  of  the 
New  York  State  Medical  Association.  This  was  patterned 
on  the  Transactions  of  the  Medical  Society  of  the  State  of 
New  York  which  was  first  published  in  1807.  The  council 
of  the  NYSMA  voted  on  October  18,  1900,  to  suspend 
publication  of  the  Transactions  and  to  instead  publish  a 
monthly  journal  to  be  called  the  New  York  State  Journal 
of  Medicine.^  The  first  issue  appeared  in  January  1901 
under  the  editorship  of  a publications  committee  headed 
by  James  Hawley  Burtenshaw  of  New  York  City.  An  un- 
signed editorial  in  this  first  issue  set  out  the  aims  of  the 
Journal,  which  included  the  presentation  of  “. . . scientific 
papers  . . . news  items,  letters  of  correspondence,  notices 
of  removals,  marriages  and  deaths,  and  an  occasional 
short  sermon,  perhaps  on  the  needs  of  the  Association  or 
of  the  profession  at  large  throughout  the  State.”  The  edi- 
torial went  on  to  say,  “The  Journal  will  not  lend  itself  to 
unnecessary  controversy.”^  Redway  made  a cogent  obser- 
vation when  in  1951  he  wrote  that  “.  . . it  may  be  re- 
marked that  the  Journal  today  follows  the  objectives  of 
fifty  years  ago  . . .”'  These  objectives  have  of  course  been 
modified  over  time.  Yet  the  commitment  to  excellence  has 
always  remained. 

In  1905  the  MSSNY  and  the  NYSMA  voted  to  join 
together  and  were  then  unified  under  the  name  “Medical 
Society  of  the  State  of  New  York.”  The  MSSNY  discon- 
tinued publication  of  its  Transactions  with  the  1905  issue 
and  adopted  the  New  York  State  Journal  of  Medicine  as 
its  official  publication.  The  first  issue  of  the  Journal  pub- 
lished under  MSSNY  auspices  appeared  in  January  1906. 
The  aims  of  the  Journal  were  presented  in  detail  in  an 
editorial: 

The  New  York  State  Journal  of  Medicine  will  continue  as  the 
official  organ  of  the  Society.  Every  endeavor  will  be  made  to 
make  it  attractive,  interesting  and  worthy  of  the  profession  ...  It 
will  publish  news  items  . . . book  reviews,  and  valuable  original 
articles.  Its  aim  will  be  to  promote  the  best  interests  of  the  profes- 
sion, to  advance  the  science  of  medicine,  to  elevate  the  standard 
of  medical  advertising  and  to  assist  in  every  way  in  upholding  the 
honor  and  dignity  of  the  Medical  Society  of  the  State  of  New 
York.6 
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These  objectives,  while  broader  than  those  put  forth  in 
1901,  were  essentially  similar  and  also  strove  to  achieve 
excellence. 

Prior  to  1906,  the  Journal  was  edited  by  a publication 
committee.  However,  in  early  1906,  James  Peter  War- 
basse,  MD,  a prominent  Brooklyn  surgeon  and  distin- 
guished medical  writer,  was  appointed  editor.  He  held  this 
position  until  December  8,  1908,  when  he  resigned.  War- 
basse  moved  the  Journal  forward  in  its  pursuit  of  excel- 
lence. In  a lead  editorial  published  in  March  1906  he 
wrote: 

With  this  number,  the  New  York  State  Journal  of  Medicine  en- 
ters the  field  of  medical  journalism  under  new  conditions  and 
with  new  aims  . . . This  journal  will  be  devoted  to  what  we  regard 
as  the  best  interests  of  medicine.  It  will  present  original  articles 
which  are  the  products  of  original  investigation  and  thought.  It 
will  cull  and  digest,  for  the  benefit  of  readers,  the  important 
things  from  the  current  medical  literature  of  the  world  ...  Its 
editorial  columns  will  be  devoted  to  the  fostering  of  the  high 
ideals  which  we  know  to  be  so  dear  to  the  heart  of  our  profession.^ 

This  exposition  of  editorial  objectives  elaborated  and  re- 
fined those  previously  laid  out  by  the  Journal’s  publica- 
tion committee.  In  large  measure  they  were  achieved  by 
Warbasse  and  those  editors  who  followed  him. 

The  Journal’s  pages  for  the  past  90  years  document 
most  of  the  medical  progress  of  the  20th  century.  In  addi- 
tion, they  chronicle  the  multiplicity  of  medical  care  issues 
which  have  confronted  and  which  still  confront  the  medi- 
cal profession.  The  scope  and  magnitude  of  these  issues 
have  greatly  increased  in  the  past  decade  and  constitute 


the  larger  canvas  against  which  medical  progress  has  tak- 
en place.  These  issues  are  a major  focus  of  concern  of  vir- 
tually all  physicians  and  as  such  have  been  extensively 
covered  in  the  Journal  in  recent  years.  Some  major  medi- 
cal and  professional  issues  have  been  the  subject  of  special 
thematic  issues  of  the  Journal  or  thematic  groupings  of 
papers.  In  recent  years  subjects  that  have  received  this  in- 
depth  coverage  include  the  acquired  immunodeficiency 
syndrome,  cigarette  smoking,  geriatrics,  human  abuse, 
medical  malpractice,  minorities  in  medicine,  the  offshore 
medical  schools,  and  sports  medicine.  In  March  of  this 
year,  the  Journal  will  publish  its  fourth  thematic  issue  on 
the  acquired  immunodeficiency  syndrome  and  later  in  the 
year  a special  issue  on  current  perspectives  on  women  in 
medicine.  The  Journal  enters  its  ninth  decade  on  a firm 
footing,  carrying  forward  its  past  traditions  of  excellence 
while  prepared  to  meet  the  inevitable  scientific  and  pro- 
fessional challenges  of  the  next  century. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 
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Topical  low-dose  thrombolytic  therapy 


Over  the  past  decade,  thrombolytic  therapy  has  become 
the  primary  nonsurgical  approach  to  the  treatment  of  pa- 
tients with  life  threatening  intravascular  thrombosis  or 
embolism.  By  activating  the  systemic  fibrinolytic  system, 
the  functional  integrity  of  the  circulation  can  be  improved 
or  restored.  However,  the  incidence  of  significant  hemor- 
rhagic complications  with  systemic  thrombolytic  therapy 
remains  high,  necessitating  an  alternative  approach  in  pa- 
tients who  experience  a massive  thrombosis  in  the  pres- 
ence of  concomitant  active  bleeding.  In  this  issue  of  the 
Journal,  Drs  Nakao  and  Brandstetter  report  similar  ap- 
proaches in  two  patients  with  life  threatening  clotting  and 
coexistent  hemorrhage,  who  were  treated  with  a local  in- 
fusion of  streptokinase.*’^ 

The  patient  reported  by  Nakao  experienced  a massive 
pulmonary  embolism  with  hemodynamic  compromise 
shortly  after  completing  radiation  treatments  for  cervical 
carcinoma,  complicated  by  vaginal  bleeding.  The  thera- 
peutic options  for  such  patients  are  limited:  systemic 
thrombolytic  therapy,  which  produces  both  clot  lysis  and 
pulmonary  hemodynamic  improvement,  but  carries  a sub- 
stantial risk  of  exacerbating  active  hemorrhage,^  or  pul- 
monary embolectomy.  Even  in  experienced  hands,  embo- 
lectomy  is  associated  with  a substantial  mortality.'^  Nakao 


treated  his  patient  with  low  doses  (10,000  units)  of  strep- 
tokinase infused  directly  into  the  region  of  the  thrombus. 
Although  coagulation  parameters  remained  unchanged, 
clot  lysis  was  evidenced  by  hemodynamic  improvement 
and  angiographic  resolution.  This  approach  has  proved 
useful  in  other  cases  of  arterial  or  venous  thromboembo- 
lism, although  the  dosing  and  duration  of  streptokinase 
therapy  have  varied.  Katzen  and  Van  Breda^  and  Am- 
brose et  al^  used  5,000  U/hr,  approximately  5%  of  the 
usual  dose,  to  treat  arterial  and  pulmonary  emboli,  respec- 
tively. The  duration  of  treatment  was  based  on  angio- 
graphic or  clinical  improvement. 

The  patient  reported  by  Brandstetter  depicts  a clinical 
course  which  is  familiar  to  most  pulmonary  specialists:  ex- 
sanguinating hemoptysis  due  to  bronchogenic  carcinoma. 
Mortality  from  massive  hemoptysis  remains  high,  up  to 
80%,’  despite  the  development  of  a variety  of  medical  and 
surgical  approaches.  In  this  patient  with  inoperable  lung 
cancer,  surgical  resection  was  not  considered  appropriate 
by  the  patient  or  his  physicians,  and  local  maneuvers  were 
unsuccessful.  Other  techniques  which  may  be  useful  un- 
der these  circumstances  include  vessel  embolization  under 
angiographic  guidance,  topical  administration  of  vasocon- 
strictor agents,  and  selective  airway  intubation  to  protect 
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the  intact  lung  from  alveolar  flooding  with  blood.*  The 
conservative  and  creative  approach  taken  by  Brandstetter 
was  to  insert  a Swan-Ganz  catheter  under  direct  broncho- 
scopic  visualization  effectively  to  tamponade  the  site  of 
bleeding.  Unfortunately,  an  intrabronchial  clot  developed 
which  produced  airway  compromise.  Analogously  to  the 
reasoning  used  by  Nakao  in  the  approach  to  his  patient, 
Brandstetter  administered  streptokinase  into  the  airway, 
but  delivered  a dose  higher  than  that  used  by  Nakao 
( 1 00,000  units).  Although  this  appeared  to  lyse  the  airway 
clot  successfully  and  to  effect  improved  ventilation,  mas- 
sive hemoptysis  recurred  and  was  ultimately  fatal.  Al- 
though no  coagulation  parameters  were  measured,  blood 
in  the  ventilator  tubing  remained  unclotted  for  several 
hours,  consistent  with  the  development  of  a systemic  “lyt- 
ic state.”  Lower  doses  of  streptokinase  (30,000-60,000 
units)  have  been  used  in  similar  cases  without  hemorrhag- 
ic complications. 

Several  clinical  trials  are  already  underway  or  have 
been  proposed  to  clarify  the  optimal  dosing  and  timing  of 
thrombolytic  therapy  in  patients  with  acute  myocardial 
infarction,  pulmonary  embolism,  and  deep  venous  throm- 
bosis. Appropriately,  most  trials  exclude  from  entry  pa- 
tients who  are  at  risk  for  major  bleeding  complications, 
yet  these  patients  may  benefit  from  the  findings  of  these 
studies  nevertheless.  That  some  patients  may  benefit  from 
topical,  low-dose  thrombolytic  therapy  seems  clear  from 
these  and  other  reports.  We  should  now  address  the  im- 


portant issues  of  selecting  appropriate  patients,  choosing 
the  optimal  agent  and  dose,  and  developing  guidelines  for 
monitoring  and  criteria  for  terminating  this  form  of 
therapy. 

LEWISJ.  RUBIN,  MD 
Head,  Division  of  Pulmonary  Medicine 
Associate  Professor  of  Medicine  and  Physiology 
University  of  Maryland  School  of  Medicine 
Baltimore,  MD  21201 
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Evaluation  of  methods  for  identification  of  Campylobacter 

pyloris  infection 

Peter  J.  Santogade,  md;  Victor  D.  Bokkenheuser,  md;  Mohammed  A.  Faisal,  md; 
Donald  P.  Kotler,  md;  John  V.  Scholes,  md;  Peter  R.  Holt,  md 


ABSTRACT.  Fifty  unselected  patients  undergoing  routine 
esophagogastroduodenoscopy  were  evaluated  for  infection 
with  Campylobacter  pyloris  (CP).  Antral  specimens  were 
cultured,  and  biopsies  from  the  antrum  and  the  body  of  the 
stomach  were  examined  histologically.  Specimens  of  antral 
brushings  were  analyzed  with  Gram  stain,  and  urease  testing 
was  performed  on  gastric  aspirates,  antral  brushings,  and 
antral  biopsy  homogenates. 

Twenty-seven  (54%)  patients  were  CP-positive  by  silver 
stain  and/or  culture  of  mucosal  biopsies.  The  simplest  and 
fastest  diagnostic  method  was  Gram  stain  of  antral  brushing, 
which  was  93%  sensitive  and  100%  specific.  CP-negative 
patients  were  more  likely  to  have  normal  histology  in  antrum 
and  body  tissues,  while  CP-positive  patients  usually  exhibit- 
ed superficial  or  chronic  gastritis  (p  <0.01).  Using  ELISA 
technique,  67%  of  all  patients  and  89%  of  CP-positive  pa- 
tients had  serum  antibodies  against  sonicated  CP  organisms. 
We  conclude  that  evidence  of  gastric  CP  infection  is  com- 
mon, is  associated  with  inflammatory  changes  of  the  gastric 
mucosa,  is  suggested  by  finding  antibodies  to  CP  in  serum, 
and  can  be  accurately  and  rapidly  diagnosed  by  staining  of 
endoscopically  derived  cytology  and  biopsy  specimens. 

(NY  State  J Med  1990;  90:4-7) 

In  1983,  Marshall'  and  Warren^  reported  an  association 
between  the  cultivation  of  spiral  bacteria  from  the  gastric 
epithelial  surface  and  evidence  of  active  chronic  gastritis. 
Spirochete-like  organisms  and  gastritis  have  been  inter- 
mittently associated  in  the  literature  since  the  late 
ISOOs.^'"^  In  the  past  five  years,  many  studies  have  linked 
the  organism,  presently  classified  as  Campylobacter  py- 
loris (CP),  with  a spectrum  of  gastroduodenal  diseases 
including  epidemic  acute  gastritis,^'^  dyspepsia,^  peptic 
ulcer  disease,*  gastroesophageal  reflux,^  and  gastric  atro- 
phy. The  most  striking  association  has  been  with  peptic 
ulcer  disease,  and  several  reports  suggest  that  more  than 
75%  of  patients  with  duodenal  ulcer  and  about  70%  of  gas- 
tric ulcer  patients  have  CP  infection.*  The  majority  of 
these  patients  show  simultaneous  antral  gastritis. 

The  suggested  infectious  etiology  of  peptic  disease  thus 
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makes  C pyloris  an  organism  of  potential  importance.  Its 
fastidious  growth  requirements  and  the  difficulty  with 
which  it  is  identified  by  usual  histologic  stains  have  com- 
plicated its  identification  in  routine  specimens.  Since  CP 
produces  a powerful  urease  enzyme,  urea  hydrolysis  of 
urea-containing  media  in  which  gastric  biopsies  are  incu- 
bated has  been  used  to  identify  the  presence  of  CP."' 
However,  the  specificity  and  sensitivity  of  these  tech- 
niques have  not  been  established."’'^ 

Infection  with  CP  results  in  both  secretory  and  serum 
antibody  responses. It  has  been  stated  that  antibod- 
ies to  CP  are  uncommon  in  patients  with  normal  antral 
histology,  in  asymptomatic  blood  donors,  or  in  antenatal 
females,'^  but  are  found  in  90-94%  of  patients  with  gastri- 
tis. 

The  aims  of  the  present  study  were  to  determine  the 
prevalence  of  CP  infection  in  patients  referred  for  upper 
gastrointestinal  endoscopy  for  routine  indications  at  this 
institution,  to  assess  the  reliability  of  several  of  the  cur- 
rently established  methods  for  identifying  CP  infection, 
and  to  compare  endoscopic  findings  and  histologic 
changes  in  CP-positive  and  CP-negative  patients. 

Patients  and  Methods 

The  study  group  consisted  of  50  consecutive  unselected  pa- 
tients referred  for  esophagogastroduodenoscopy,  who  agreed  to 
participate  in  this  study.  Indications  for  endoscopy  included  eval- 
uation of  gastrointestinal  bleeding,  epigastric  pain,  or  dyspepsia, 
and  were  not  different  from  those  indications  for  patients  not 
selected  for  study.  Patients  were  excluded  if  they  were  actively 
hemorrhaging  or  were  at  risk  for  hemorrhaging  from  biopsy 
sites,  as  evidenced  by  platelet  counts  of  less  than  50,000/cm  or 
prothrombin  times  more  than  4 seconds  above  control.  All  pa- 
tients signed  informed  consent  forms,  and  the  study  was  ap- 
proved by  St  Luke’s/ Roosevelt  Hospital  Institutional  Review 
Board  on  December  2,  1986. 

Immediately  prior  to  endoscopy,  a blood  sample  was  obtained, 
and  serum  was  separated  and  frozen  at  — 90°C  for  later  serologic 
assays  for  CP  antibodies.  The  specimens  that  were  collected  at 
the  time  of  the  endoscopy  and  the  tests  performed  are  summa- 
rized in  Table  I.  A gastric  aspirate  was  obtained  through  an  en- 
doscopic channel  at  the  beginning  of  the  procedure.  A 0.1 -mL 
aliquot  was  inoculated  into  a standard  nonbacteriostatic  urea 
agar  slant  (BBL  Microbiology  Systems,  Cockeysville,  Md)  con- 
taining phenol  red  as  indicator.  After  the  duodenum  and  stom- 
ach were  examined  visually  by  the  endoscopist,  a sheathed  cytol- 
ogy brush  was  passed  and  the  antrum  was  circumferentially 
brushed.  The  brush  was  withdrawn  and  inoculated  in  urea  agar. 
After  rebrushing  of  the  antrum,  dry  cytology  slides  were  pre- 
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TABLE  I.  Specimens  Obtained  and  Tests  Performed 


Specimens 

Tests 

Gastric  aspirate 

Urease  activity 

Antral  brushing 

Urease  activity; 

Endoscopic  pinch  biopsies 
Antral  (homogenized  in  saline) 

modified  Gram  stain 
Urease  activity; 

Antral  and  body  (fixed  in  formalin) 

modified  Gram  stain; 
microaerophilic  culture 
Histology 

Serum 

(by  hematoxylin-eosin  stain) 
Warthin-Starry  silver 
stain 

Antibody  by  ELISA 

pared.  Subsequently,  an  endoscopic  pinch  biopsy  forceps  was 
passed,  and  two  pairs  of  antral  biopsy  specimens  and  one  pair  of 
biopsy  specimens  from  the  lesser  curvature  of  the  gastric  body 
proximal  to  the  angulus  were  obtained. 

Warthin-Starry  silver  stains  were  read  independently  by  two 
observers.  Histologic  observations  in  hematoxylin  and  eosin 
stained  specimens  were  evaluated  according  to  the  criteria  estab- 
lished by  Whitehead,'®  which  grades  the  chronicity  and  depth  of 
the  inflammation  and  the  presence  of  metaplastic  changes.  Cy- 
tology specimens  were  stained  by  a modified  Gram  stain  using 
1.0%  carbol  fuchsin  instead  of  safranin  as  counterstain  to  en- 
hance bacterial  color. 

One  antral  biopsy  pair  was  immediately  homogenized  in  0.5  cc 
nonbacteriostatic  saline  at  a dilution  of  approximately  1 ; 1 00  in  a 
Teflon-glass  tissue  homogenizer,  inoculated  in  the  endoscopy 
suite  onto  Skirrow’s  medium,  and  cultured  microaerophilically 
using  CampyPak  Plus  (BBL).  The  cultures  were  then  kept  at 
37°C,  and  growth  was  evaluated  daily  on  days  three  to  nine.  Cul- 
tures which  grew  small,  translucent  colonies  on  Skirrow’s  media 
were  Gram  stained  and  tested  for  urease  activity.  Urease-posi- 
tive colonies  consisting  of  typical  gram-negative  curved  rods 
were  subcultured  on  chocolate  agar  (Choc  II,  BBL).  These  sub- 
cultures were  again  examined  for  morphologic  abnormalities  and 
tested  for  oxidase,  catalase,  and  urease  activity,  and  for  inability 
to  ferment  dextrose.'^ 

Urea  slants  were  incubated  at  37°C,  and  urease  activity  was 
read  at  24  hr.  A positive  test  was  indicated  by  a color  shift  of  the 
medium  from  cream  to  dark  pink.  Serum  IgG  antibodies  to  CP 
were  sought  by  an  enzyme  linked  immunosorbent  assay 
(ELISA),  using  a method  adapted  from  Whalen  (J.  W.  Whalen, 
personal  communication,  1987).  A sonicated  mixture  of  seven 
CP  cultures  was  used  as  antigen.  The  patients’  sera  were  diluted 
1:200  and  1:800  and  studied  with  positive  and  negative  control 
sera.  After  incubation  at  37°C  for  90  min,  a 1 :50  dilution  of  goat 
antihuman  IgG  conjugated  to  alkaline  phosphatase  was  added, 
incubated  for  60  min,  and  the  optical  density  (OD)  recorded  1 5 
to  30  min  later  using  an  automated  spectrophotometer.  The  test 
serum  was  regarded  as  containing  CP  antibodies  (CP-positive)  if 
the  positive  control  sera  reached  an  OD  of  1.0  to  1.3,  the  test 
serum  OD  was  greater  than  0.3,  and  the  ratio  of  the  OD  of  the 
antigen-containing  well  to  the  noncoated  well  was  greater  than 
3.5. 

Patient  groups  were  compared  by  chi-squared  analysis. 

Results 

Twenty-seven  (54%)  of  the  50  patients  had  evidence  of  CP  infec- 
tion as  judged  by  the  established  criteria  of  typical  organisms  in 
silver  stained  specimens  or  isolated  in  culture  on  special  media.  The 
mean  age  of  CP  antigen-positive  patients  was  61  yr  and  CP-negative 
patients  was  51  yr,  with  an  age  range  of  26  to  81  yr;  the  majority  of 
patients  in  both  groups  were  female.  A high  percentage  of  CP-posi- 
tive  patients  also  were  diagnosed  by  examining  the  modified  Gram 
stain  of  antral  brushings.  The  sensitivity  of  this  method,  silver  stain 


TABLE  II.  Evaluation  of  the  Accuracy  of  Biopsy,  Brushing, 
and  Urease  Testing 

CP-  CP- 
positive negative  Sensitivity  Specificity 
(N  = 27)  (N  = 23)  Percent  Percent 


Positive  tests 


Biopsy — silver  stain 

23 

0 

85 

100 

Biopsy — culture 

24 

0 

89 

100 

Brushing — Gram  stain 

25 

0 

93 

100 

Aspirate  urease 

11 

3 

41 

87 

Biopsy  homogenate  urease 

7 

1 

26 

96 

Brushing  urease 

17 

2 

63 

91 

of  biopsies,  and  of  culture  all  exceeded  85%  with  a 100%  specificity 
(Table  II). 

In  the  23  patients  who  demonstrated  diagnostic  silver  stained  or- 
ganisms on  histologic  analysis,  typical  organisms  were  seen  in  both 
antral  and  body  biopsies  in  13,  only  in  an  antral  biopsy  in  seven,  and 
only  in  a biopsy  from  the  body  of  the  stomach  in  three.  Modified 
Gram  staining  of  antral  brushings  was  positive  in  25  of  the  27  CP- 
positive patients  (Fig  1),  whereas  Gram  staining  of  biopsy  homoge- 
nates was  positive  in  only  seven.  Urease  testing  of  gastric  aspirates, 
homogenized  biopsies,  and  antral  brushings  was  less  sensitive  (Table 
II)  than  other  methods.  Of  the  specimens  for  urease  tests,  antral 
brushings  proved  more  suitable  than  gastric  aspirates  or  biopsy  ho- 
mogenates, with  a 63%  sensitivity  in  identifying  infected  patients 
(Table  II).  False  positive  urease  tests,  however,  were  observed  with 
each  method. 

By  endoscopic  inspection,  similar  diagnoses  were  made  in  the  two 
groups  (Table  III).  However,  ten  chronic  peptic  ulcers,  six  gastric, 
and  four  duodenal  ulcers  were  found  in  the  27  patients  showing  evi- 
dence of  CP  infection,  compared  to  four  ulcers  in  23  patients  without 
CP  (not  significantly  different).  Three  of  the  four  ulcers  in  CP-nega- 
tive patients  occurred  during  treatment  with  nonsteroidal  anti-in- 
flammatory medications,  whereas  only  three  of  the  ten  CP-positive 
patients  diagnosed  as  having  peptic  ulcers  were  using  these  drugs. 

CP-negative  patients  were  more  likely  to  show  normal  histologic 
findings  in  the  antrum  and  body  of  the  stomach  (Table  IV).  Con- 
versely, CP-positive  patients  were  more  likely  to  demonstrate  super- 
ficial body  gastritis  than  were  patients  without  evidence  of  this  in- 
fection (p  <0.001).  The  presence  of  either  superficial  or  chronic 
gastritis  in  antrum  or  body  was  significantly  associated  with  CP  in- 
fection {p  <0.01).  Significant  differences  were  retained  when  all  of 
the  data  were  analyzed  together  to  reject  the  null  hypothesis  (p 
<0.02). 


FIGURE  1 . Modified  Gram  stain  of  antral  brush  cytology.  Specimen  from 
a patient  with  CP  infection.  Note  abundant  spiral  bacilli  adjacent  to  amor- 
phous mucin  and  cellular  debris  (magnification  X 2000). 
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TABLE  Ml.  Range  of  Diagnoses  by  Endoscopy* 


Diagnosis 

CP-positive  (N  = 27) 

CP-negative  (N  = 23) 

Normal 

7 

7 

Esophagitis 

1 

4 

Gastritis 

Body 

7 

4 

Antrum 

14 

11 

Duodenitis 

5 

7 

Peptic  ulcers 

Gastric  body 

2 

1 

Gastric  antrum 

4 

2 

Duodenum 

4 

1 

♦ More  than  one  diagnosis  was  made  in  30  patients.  The  prevalence  of  these 
diagnoses  between  CP-positive  and  CP-negative  groups  was  not  significantly  dif- 
ferent by  chi-squared  testing. 


Serologic  evidence  of  current  or  prior  CP  infection  was  evaluated 
by  ELISA.  Sixty-seven  percent  of  the  total  group  of  study  patients 
had  serologic  evidence  of  CP  infection  (Table  V).  In  patients  with 
histologic  or  culture  evidence  of  CP,  24  of  27  (89%)  also  showed  a 
positive  CP  serology.  Of  these  24,  19  had  titers  of  1:800  or  greater, 
and  five  (19%)  had  titers  between  1:200  and  1:800.  Three  patients 
who  were  positive  for  CP  infection  by  all  three  methods  of  silver 
stain,  culture,  and  Gram  stain  of  cytology  specimens  had  no  detect- 
able serum  antibody.  Sera  were  available  from  21  of  the  23  patients 
with  no  evidence  of  CP  infection;  62%  (13  of  21)  were  antibody- 
negative, and  eight  had  a positive  antibody  titre  (five  at  1:800  dilu- 
tion). Five  of  these  eight  patients  had  received  antibiotics  for  an 
unrelated  condition  in  the  four  weeks  prior  to  endoscopy.  The  sensi- 
tivity of  the  ELISA  assay  for  anti-CP  was  89%  and  the  specificity 
was  62%. 


Discussion 

The  present  study  confirms  that  C pyloris  infection  is 
common  in  the  population  of  patients  referred  for  upper 
gastrointestinal  endoscopic  evaluation  in  New  York.  In 
this  study,  we  found  an  association  between  the  presence 
of  CP  and  gastritis  or  peptic  ulcer  disease.  Recent  studies 
have  used  histologic  scales  other  than  Whitehead’s'^  to 
grade  gastritis  associated  with  CP  infection.  The  term 
“active  chronic  gastritis”  has  recently  been  used  to  re- 
place Whitehead’s  categories  of  superficial  or  chronic  gas- 
tritis, denoting  a mixed  inflammatory  infiltrate  in  which 
polymorphonuclear  cells  accompany  lymphocytes  and 


TABLE  IV.  Range  of  Histologic  Diagnoses  in  Study 
Patients* 


CP-positive  CP-negative 

Histology  (27)  (23) 


Antrum 

Normal  1 

Superficial  gastritis  9 

Chronic  gastritis  14 

Atrophic  gastritis  3 

Body 

Normal  2 

Superficial  gastritis  14 

Chronic  gastritis  7 

Atrophic  gastritis  4 


12t 

2 

6 

3 

14* 

1* 

5 

3 


* Histologic  diagnostic  criteria  according  to  Whitehead.'^  Differences  between 
CP-positive  and  CP-negative  patients  determined  by  chi-squared  testing  and  con- 
sidered significant  if  p < 0.05. 

V < 0.01. 
tp  < 0.001. 


TABLE  V.  Evaluation  of  the  Accuracy  of  Detecting  Serum 
CP  Antibodies* 


CP-positive 

CP-negative 

Sensitivity  Specificity 

CP  Antibody 

(N  = 27) 

(N  = 21) 

(percent) 

Present 

24 

8 

89  62* 

Absent 

3 

13 

— — 

* Chi-squared  significance  p < 0.005. 


plasma  cells.'*  The  majority  of  the  patients  presented  here 
with  “chronic  gastritis”  would  fall  into  this  category. 

If  CP  causes  inflammatory  changes  in  gastric  epithelia 
(and  does  not  simply  colonize  previously  inflamed  mucosa 
as  some  maintain),'^  how  does  it  effect  its  damage?  Most 
likely  the  rapid  hydrolysis  of  urea  to  ammonia  results  in  a 
high  ammonia  concentration  at  the  surface  of  the  gastric 
epithelium,  particularly  at  the  intercellular  junctions 
where  these  bacteria  preferentially  reside.  Consequently, 
normal  H-F  transfer  across  the  gastric  mucosa  may  be  dis- 
rupted, paracellular  and  transmucosal  permeability  in- 
creased (thus  enhancing  H-F  back  diffusion),  or  the  pro- 
tective function  of  the  mucus  layer  altered. Enzymes 
produced  by  CP  have  recently  been  shown  to  alter  several 
properties  of  gastric  mucus. 

The  techniques  that  presently  are  used  to  culture  CP 
involve  selective  media  and  microaerophilic  culture  condi- 
tions which  are  cumbersome  and  time  consuming,  requir- 
ing four  to  nine  days  for  final  identification.  Silver  stain- 
ing of  gastric  biopsy  material,  an  accepted  standard 
method  for  identifying  CP,  has  been  used  in  the  majority 
of  studies  presented  to  date,  but  this  technique  is  costly, 
difficult  to  standardize,  and  requires  special  technical  ex- 
pertise. In  our  hands,  a modification  of  the  standard  Gram 
staining  techniques,  using  antral  brushings,  was  found  to 
be  a simple,  fast,  and  inexpensive  method  of  diagnosing 
this  infection.  The  substitution  of  1.0%  carbol  fuchsin  for 
safranin  greatly  enhanced  color  contrast  and  facilitated 
ready  diagnosis  of  the  organism.  Our  data  indicate  that 
the  levels  of  sensitivity  and  specificity  for  this  method 
make  it  comparable  to  either  culture  or  silver  staining. 
The  test  can  be  performed  in  the  endoscopy  suite  within 
minutes  of  the  procedure,  or  the  air-dried,  heat-fixed 
slides  can  be  stored  for  staining  at  a future  date. 

Since  CP  produces  the  most  powerful  urease  enzyme 
identified  in  bacteria  to  date,  it  rapidly  generates  the  hy- 
drogen acceptor  ammonia  from  urea.  This  capacity  of 
rapid  urea  hydrolysis  is  the  basis  for  several  approaches  to 
identifying  the  presence  of  CP  by  measuring  urease  activi- 
ty. In  such  studies,  gastric  biopsies  have  been  incubated  in 
a urea-containing  medium  and,  if  CP  is  present,  ammonia 
is  produced,  resulting  in  a rise  in  pH  and  a readily  visible 
indicator  color  change.  In  general,  the  speed  and  depth  of 
color  change  are  approximately  proportional  to  the  num- 
ber of  organisms  present  in  the  biopsy.  In  some  studies, 
urease  testing  was  reported  to  be  88-100%  sensitive  and 
90-100%  specific."'^'  Several  investigators  have  suggest- 
ed that  urease  testing  techniques  should  be  used  in  large 
studies  that  test  the  relationship  of  CP  to  peptic  disease 
because  the  method  is  reliable,  inexpensive,  and  readily 
available  to  the  endoscopist. However,  in  the  present 
study,  using  the  standard  technique  available,  urease  test- 
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ing  was  not  found  to  be  specific  or  sensitive  when  incubat- 
ing gastric  washings,  antral  brushings,  or  homogenized  bi- 
opsies. Recently,  a modification  of  the  urease  test,  in 
which  antral  biopsies  are  immersed  in  urea  agar,  has  been 
reported  to  be  more  specific,  sensitive,  and  rapid. Fur- 
ther experience  with  this  technique  is  needed. 

CP  antibody  assay  in  serum  was  the  only  noninvasive 
method  evaluated  in  this  study.  Eighty-nine  percent  of  pa- 
tients with  evidence  of  the  presence  of  CP  organisms  in  the 
stomach  had  positive  serologic  findings  whereas  only  38% 
of  CP-negative  patients  were  antibody  positive.  In  at  least 
some  of  these  CP-negative  patients  showing  antibody  re- 
activity, recent  antibiotic  treatment  may  have  temporar- 
ily abolished  CP  from  the  stomach.  Thus,  determination 
of  the  presence  of  high-titer  antibodies  to  CP  in  serum 
may  allow  for  initial  screening  to  select  subjects  for  more 
invasive  techniques  that  lead  to  specific  testing. 

It  also  has  been  suggested  that  lower  relapse  rates  in 
patients  with  duodenal  ulcers  treated  with  bismuth  subci- 
trate (an  agent  used  recently  in  other  countries  for  the 
treatment  of  peptic  disease),  compared  to  H-2  blockers,  is 
due  to  eradication  of  CP  by  the  bismuth  salts. Bismuth 
causes  the  bacteria  to  swell,  detach  from  the  mucosa,  and 
lyse.  However,  complete  bacterial  eradication  is  difficult, 
even  with  a four- week  course  of  therapy  with  bismuth  and 
an  antibiotic,  such  as  amoxicillin,  and  relapses  occur  in  up 
to  30%  of  patients  so  treated.  A clearer  picture  of  the  im- 
portance of  Campylobacter  pyloris  in  peptic  ulcer  disease 
awaits  the  development  of  an  animal  model  and  controlled 
therapeutic  trials  with  agents  that  effectively  eradicate 
the  organism  from  the  stomach. 
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Cervical  angina 


Bernard  Jacobs,  md 


ABSTRACT.  Cervical  angina,  resembling  true  angina  pec- 
toris, but  resulting  from  cervical  spondylosis  and  nerve  root 
compression,  is  also  known  as  pseudoangina.  This  report  de- 
scribes 164  patients  treated  over  a 22-year  period.  Patients 
inciuded  103  men  and  61  women,  with  ages  ranging  from  45 
to  68  years  and  averaging  54  years  of  age.  The  duration  of 
symptoms  prior  to  definitive  diagnosis  averaged  ten  months 
and  ranged  from  ten  to  18  months.  Most  patients  had  consum- 
ed at  ieast  two  cardiologists  prior  to  diagnosis.  The  results  of 
stress  testing  were  abnormal  in  ten  patients,  but  none  under- 
went angiography.  Symptoms  common  to  aii  patients,  in 
varying  severity,  included  neck  pain  and  stiffness,  occipitai 
headache,  arm  pain  with  sensory  symptoms.  Neuroiogic  def- 
icit was  found  in  oniy  three  instances.  The  majority  of  pa- 
tients responded  satisfactoriiy  to  a standard  nonsurgical  reg- 
imen, employed  for  at  least  three  months,  involving  the  use  of 
a hard  coiiar,  intermittent  traction,  isometric  exercise,  and  a 
combination  of  anti-infiammatory  and  muscie  reiaxant  medi- 
cations. In  cases  where  disability  persisted,  myelography 
was  usually  employed  and  when  confirming  nerve  root  com- 
pression, anterior  disc  excision  and  spine  fusion  were  per- 
formed. Such  treatment  was  required  in  only  38  cases  and 
resulted  in  compiete  relief  of  compiaints  in  aii  but  five  in- 
stances in  which  fusion  failure  required  re-operation  with  ul- 
timate success.  Fusion  usually  was  completed  in  three 
months,  during  which  time  the  patient  was  required  to  wear  a 
hard  collar. 

(NY  State  J Med  1990;  90:8-11) 

Cervical  angina,  resembling  angina  pectoris,  but  second- 
ary to  arthritic  changes  and  cervical  radiculopathy,  is  also 
known  as  pseudoangina.  The  first  comprehensive  report 
dealing  with  this  syndrome  was  by  Oille'  who,  in  1937, 
reported  197  cases  of  chest  pain  of  nerve  root  origin.  In 
1957,  Davis^  reported  his  experience  with  100  cases  of  ra- 
dicular chest  pain,  observing  that  commonly  present  para- 
sternal tenderness  was  a useful  clue  in  the  differentiation 
from  true  angina.  Jackson^  observed  that  unusual  heart 
symptoms  without  electrocardiographic  changes  occurred 
after  trauma  to  the  neck  and  in  patients  with  degenerative 
changes  of  the  cervical  spine.  Jackson  also  noted  that  in 
some  patients  tachycardia  or  palpitations  may  develop 
when  recumbent.  In  1964,  Masters'*  reported  on  the  cause 
of  anginal  and  noncardiac  chest  pain  and  affirmed  the  as- 
sociation of  pseudoangina  secondary  to  cervical  arthritis. 
Masters  also  observed  that  in  some  instances  pseudoan- 
gina pain  could  be  relieved  by  the  use  of  nitroglycerin. 

Address  correspondence  to  Dr  Jacobs,  Professor  of  Orthopaedics,  Spine  Service, 
The  Hospital  for  Special  Surgery,  Cornell  University  Medical  College,  535  E 70th 
St,  New  York,  NY  10021. 


Methods 

The  case  histories  of  164  patients  diagnosed  as  having  pseu- 
doangina (cervical  angina)  over  a 22-year  period  from  1963  to 

1985  were  retrospectively  examined  (Table  I). 

Results 

The  average  age  of  these  patients  was  54  years  and  ranged  from 
45  to  68  years.  There  were  103  men  and  61  women.  The  average 
duration  of  symptoms  prior  to  definitive  diagnosis  was  ten  months, 
and  ranged  from  ten  to  1 8 months.  Most  patients  had  seen  more  than 
one  cardiologist  before  the  diagnosis  of  cervical  angina  was  made. 
Thirty-six  had  undergone  stress  testing,  the  results  of  which  were 
abnormal  in  ten  instances  (Table  II).  No  patient  had  undergone  an- 
giography. 

Symptoms  common  to  all  patients  included  neck  and  arm  pain, 
occipital  headache  and  sensory  symptoms  in  the  upper  extremity  of 
varying  intensity  and  type  (Table  III).  Three  patients  recalled  expe- 
riencing a crushing  type  of  chest  pain  that  had  been  relieved  by  the 
use  of  nitroglycerin.  However,  12  other  patients  without  this  type  of 
pain  had  also  gained  relief  with  nitroglycerin  (Table  IV). 

Neurologic  examination  revealed  an  absent  biceps  reflex  in  eight 
patients.  Seven  patients  demonstrated  weakened  hand  grip,  and  in 
49  cases  there  was  localized  parasternal  tenderness,  usually  at  the  5- 
7 costochondral  junction.  Other  clinical  findings  common  to  all  pa- 
tients included  restricted  neck  motion  and  chest  or  arm  pain.  Such 
pain  may  be  increased  by  downward  pressure  on  the  head  accompa- 
nying active  motion  in  any  direction,  especially  rotation  and  lateral 
bending. 

Sixty-two  patients  had  experienced  chest  pain  while  at  rest,  while 
35  had  experienced  pain  with  specific  physical  activity,  such  as  rack- 
et sports  or  volleyball.  A history  of  prior  neck  injury  was  obtained  in 
155  patients,  ten  caused  by  work  injury  and  145  involving  motor 
vehicle  collisions.  Plain  neck  radiographs  demonstrated  disc  space 
narrowing  at  one  or  more  levels  associated  with  osteophyte  forma- 
tion and  neural  foramen  encroachment.  A presumptive  diagnosis  of 
cervical  angina  was  made  based  upon  these  radiographic  findings 
together  with  the  clinical  manifestations. 

Treatment  Approaches.  All  patients  received  a standardized  reg- 
imen of  nonsurgical  treatment,  comprising  neck  care  precautions 
and  avoidance  of  unnecessary  neck  stress,  such  as  repetitive  neck 
rotation  and  extension,  and  prolonged  flexion.  Patients  were  advised 
to  use  a plastic  neck  collar  with  adjustable  height  for  those  activities 
known  by  the  patient  to  produce  pain,  such  as  housework  and  gar- 
dening. Patients  were  advised  to  avoid  racket  sports,  volleyball,  bas- 
ketball, and  swimming.  Neck  traction,  either  at  home  or  in  a physi- 
cal therapy  clinic,  was  prescribed,  not  to  exceed  20  pounds. 

Approximately  35%  of  patients  reported  immediate  relief  of  chest 
or  arm  pain  shortly  after  traction  use.  In  10%  of  cases,  traction  ap- 
peared to  aggravate  pain.  Reports  of  either  relief  of  pain  or  even 
increased  pain  in  traction  serve  to  confirm  a diagnosis  of  cervical  or 
radicular  angina.  One  hundred  twenty-six  patients  were  treated 
solely  by  nonsurgical  means  (Table  V);  76  obtained  complete  relief 
of  chest  or  arm  pain  and  only  occasionally  required  the  use  of  anal- 
gesic medication.  Except  for  25  patients,  all  were  able  to  return  to 
prior  occupations,  each  of  the  exceptions  being  involved  in  medico- 
legal actions  resulting  from  injury.  Medications  used  included  non- 
narcotic analgesics,  muscle  relaxants,  and  anti-inflammatory  and 


8 NEW  YORK  STATE  JOURNAL  OF  MEDICINE/JANUARY  1990 


TABLE  I.  Patient  Characteristics 


Number  of  Patients 
Sex 

164 

Male 

103 

Female 

61 

Age  range 

45-68  yr 

Average  age 

54  yr 

Prior  trauma 

155 

Vehicular  “whiplash” 

145 

Work  injury 

10 

Duration  of  symptoms 

10-18  mo 

Average  duration  of  symptoms 

13  mo 

TABLE  II.  Preoperative  Evaluation 

Diagnostic  Test 

Number  of 
Patients 

Stress  testing 

36 

Repeated  electrocardiographs 

164 

Myelography 

28 

Discography 

10 

TABLE  iii.  Common  Manifestations  Associated  with 
Cervicai  Angina 

Neck  and  arm  pain 

Upper  extremity  numbness,  paresthesias 
Restricted  neck  motion 
Parasternal  tenderness 
Occipital  headache 
Arm  fatigue 

Pain  often  relieved  by  neck  traction 


TABLE  iV.  Less  Common  Manifestations  Associated  with 
Cervicai  Angina 

Reflex  loss 
Muscle  atrophy 

Symptoms  aggravated  by  neck  traction 
Chest  pain  relieved  by  nitroglycerin 


TABLE  V.  Treatment  Approach  and  Resuits 


Approach 

Number  of  Patients 

Nonsurgical 

126 

Complete  relief 

76 

Mild  residual  symptoms 

50 

Surgical:  disc  excision  and  fusion 

38 

Complete  relief 

33 

No  relief  due  to  failed  fusion 

5 

Relief  after  re-fusion 

164 

TABLE  Vi.  Site  and  Extent  of  Disc  Surgery 


Level 

Number 

C 4-5 

5 

C 5-6 

39 

C 6-7 

27 

C 7-Tl 

3 

Single  disc  surgery 

10 

Two  disc  surgery 

20 

Three  disc  surgery 

8 

anti-anxiety  medications. 

Surgical  treatment  was  required  in  38  instances  in  which  nonsur- 
gical  treatment,  employed  for  at  least  three  months,  had  failed.  Each 
patient  underwent  pre-operative  myelography  (Fig  1).  Discography 
was  employed  in  ten  instances  in  which  the  myelographic  findings 
were  deemed  to  be  equivocal  (Fig  2).  Discography  involves  injecting 
contrast  media  into  the  disc  under  local  anesthesia.  This  increases 
interdiscal  pressure,  usually  reproducing  symptoms  and  defining  the 
extent  of  disc  disruption.  In  each  case  the  discography  reproduced 
chest  pain  and  confirmed  that  the  disc  was  herniated.  In  all  other 
instances,  myelography  demonstrated  nerve  root  compression.  In 
each  case,  there  was  reproduction  of  either  the  arm  or  chest  pain  in 
the  course  of  the  discogram  or  shortly  thereafter. 

The  surgical  treatment  employed  consisted  of  disc  excision  with 
osteophyte  removal  via  the  anterior  approach,  combined  with  inter- 
body fusion.  After  removal  of  the  diseased  disc  and  osteophytes,  the 
disc  space  is  trephined  and  a dowel  graft  obtained  from  the  iliac  crest 
is  inserted.  This  procedure  and  its  rationale  were  previously  reported 
by  the  author^  and,  except  for  minor  modifications,  the  technique 
was  based  on  the  procedure  first  described  by  Cloward.*  In  ten  in- 
stances, one  disc  level  was  dealt  with;  in  20  cases,  two  disc  levels  were 
operated  on  simultaneously;  and  in  eight  instances,  three  disc  levels 
were  dealt  with  simultaneously  (Table  VI).  The  most  common  site 
of  discography  was  C 5-6,  involved  in  39  cases,  closely  followed  by 
the  C 6-7  disc,  which  was  involved  in  27  instances. 

The  postoperative  regimen  required  the  use  of  a firm  neck  collar 
until  radiographs  demonstrated  the  presence  of  bony  fusion,  which 
was  achieved  in  all  but  five  instances  within  two  to  three  months  of 
surgery  (Fig  3).  All  patients  were  asymptomatic  when  the  fusion 
was  completed.  Four  of  the  five  cases  with  failed  fusions  experienced 
sufficient  chest  or  arm  pain  to  warrant  a second  operation,  which 


FIGURE  1.  Typical  preoperative  myelogram  showing  multiple  root  de- 
fects. 
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FIGURE  2.  Left,  Lateral  view  demonstrating  posterior  osteophyte  formation.  Right,  Positive  discogram  at  two  leveis. 


succeeded  in  obtaining  a fusion  in  all  cases.  The  remaining  patients 
with  a failed  fusion  had  experienced  only  mild  and  episodic  discom- 
fort. In  follow-up  studies  performed  at  ten  and  1 5 years  after  the 


FIGURE  3.  Postoperative  two-level  fusion  at  three  months  after  surgery. 


initial  surgery,  only  8%  of  patients  subsequently  experienced  symp- 
tomatic disc  degeneration  and  arthritis  adjacent  to  the  fusion 
level. 

Discussion 

Brodsky’s’  comprehensive  report  dealing  with  cervical 
angina  is  of  considerable  interest.  He  accumulated  439 
cases  over  a 19-year  period,  noting  antecedent  vehicular 
injury  in  36  patients,  abnormal  serial  electrocardiograms 
in  18  cases,  positive  stress  testing  in  three  instances,  and 
abnormal  angiography  in  25  cases.  Eighty-seven  patients 
needed  surgery  similar  to  that  described  here.  However,  in 
contrast  to  the  experience  reported  here  myelographic 
studies  were  deemed  normal  in  19  cases.  Brodsky  reported 
excellent  results  in  78%  of  cases,  with  failure  of  fusion  in 
17  patients,  of  whom  14  required  additional  surgery. 
Brodsky  attributed  chest  pain  to  compression  of  C 4-8 
nerve  roots.  In  my  experience,  the  sixth  and  seventh  nerve 
roots  were  most  frequently  involved,  and  I believe  that 
chest  pain  is  mediated  via  the  medial  and  lateral  pectoral 
nerves.  Jackson^  ascribed  chest  pain  to  irritation  of  the 
cardiac  sympathetic  nerve  supply  by  cervical  osteo- 
phytes. 

Cervical  angina  or  pseudoangina  is  a well-proven  clini- 
cal entity  caused  by  cervical  arthritis  and  nerve  root  com- 
pression. Prompt  and  accurate  diagnosis  requires  a strong 
sense  of  suspicion  in  patients  with  inadequately  explained 
chest  pain.  Useful  clues  to  diagnosis  include  parasternal 
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tenderness,  abnormal  radiographic  findings,  chest  or  arm 
pain  induced  by  active  neck  motion  combined  with  down- 
wards head  pressure,  and  the  ameliorative  effect  of  neck 
traction.  In  the  vast  majority  of  cases,  satisfactory  relief  of 
symptoms  is  accomplished  by  nonsurgical  means.  Surgi- 
cal intervention  is  also  capable  of  producing  excellent  re- 
sults in  most  instances.  In  this  author’s  opinion,  all  pa- 
tients require  preoperative  myelography,  or  discography 
when  the  myelogram  is  not  sufficiently  positive.  The  need 
for  angiography  is  always  the  option  of  the  referring  or 
consulting  cardiologist. 
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MEDICAL  COMMUNICATIONS  DAY 
The  Practicing  Physician:  Transmitter  and  Receiver  of  Medical  Information 

The  Medical  Society’s  Concern  with  the  Problem.  To  extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine,  to  promote  the  betterment  of  public  health,  these  are  among  the  purposes  of 
the  Medical  Society  of  the  State  of  New  York.  Similar  worthy  aims  certainly  motivate  all  serious 
medical  organizations. 

Even  to  begin  to  fulfill  these  purposes  each  society  is  at  once  involved,  consciously  or  not,  in  a pattern 
of  medical  intercommunication.  In  the  smaller  units  this  may  be  nothing  more  than  a simple  periodic 
get  together  for  informal  exchanges  of  experiences,  case  presentations,  or  general  thoughts.  Or  there 
may  be  a great  convention,  and  a vast  complex  of  bureaus,  committees,  councils,  and  publications,  as  is 
true  of  the  AMA  and  some  of  the  larger  state  medical  societies. 

However  simply  or  complexly  expressed,  the  basic  purposes  remain  paramount,  and  a society  can 
best  measure  its  success  in  terms  of  how  consistently  its  motivations  find  expression  in  the  orientation 
and  day-to-day  practice  of  its  members.  This  cannot  be  left  entirely  to  chance. 

No  doubt  it  is  true  that  becoming  and  remaining  well  informed  in  the  science  and  art  of  medicine,  in 
its  broadest  sense,  is  the  individual  responsibility  of  the  physician.  Nevertheless,  it  is  also  a legitimate 
concern  of  medical  societies  to  facilitate  this,  to  stimulate  it,  and  to  give  aid  in  every  possible  way.  The 
society  can  help  to  create  and  maintain  the  medically  receptive  mind,  scientific  curiosity  in  practice, 
and  balanced  judgment  of  scientific  works.  It  can  expose  and  reject  the  inept,  the  unworthy,  the  super- 
stitious, and  the  unscientific.  Further,  whatever  it  does  directly  and  individually  can  be  augmented  by 
the  leadership  and  standards  it  sets  for  or  exacts  from  organizations  or  institutions  dependent  on  its 
approval. 

In  the  Medical  Society  of  the  State  of  New  York  we  have  long  recognized  our  responsibilities  to  our 
members  in  this  area.  Over  the  years  there  has  been  a constant  striving  to  improve  our  methods  and 
technics. . . . 

We  sponsor  and  promote  programs  of  postgraduate  education,  scientific  meetings,  and  a scientific 
journal,  among  a host  of  other  diverse  efforts.  . . . 

For  an  established  medical  society  . . . a journal  acts  as  a twofold  means  of  communication.  It  con- 
tains information  concerning  the  society  itself,  its  official  actions,  its  plans,  and  its  program.  It  is  also  a 
scientific  publication.  It  preserves  in  written  form  the  best  of  the  discussions  and  presentations  made  at 
the  society’s  scientific  meeting.  It  publishes  worthy  scientific  contributions  of  its  members. 

The  important  thing  to  remember,  however,  is  that  if  the  medical  society  publishes  a journal,  that 
journal  must  be  of  high  quality.  Only  thus  can  members  who  receive  it,  usually  as  a benefit  of  dues,  be 
informed  intelligently  on  scientific  developments  and  procedures. 

In  New  York  State,  we  have  for  the  past  sixty  years  published  the  New'  York  State  Journal  OF 
Medicine.  Over  the  years  this  has  developed  from  a means  of  recording  official  meetings  and  activities 
to  its  present  philosophy.  The  Publication  Committee  of  our  State  Medical  Society  and  the  editors  join 
in  putting  into  actuality  a plan  to  make  our  JOURNAL  a truly  outstanding  scientific  publication.  Indeed, 
we  have  been  charged  by  the  House  of  Delegates  and  the  Council  of  our  Society  to  exert  every  effort  to 
improve  our  Journal’s  appearance,  to  enhance  the  scientific  importance  of  its  content,  and  to  widen 
its  readership.  We  feel  that  only  thus  can  we  fulfill  our  responsibilities  to  our  membership  and  to  others 
to  provide  the  best  in  medical  information.  . . . 

ALFRED  P.  INGEGNO.  MD 
(NY State  J Med  1960;  60:347-3528) 
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REVIEW  ARTICLE 


A critical  appraisal  of  contact  lens  disinfection 

Michael  B.  Starr,  md 


Over  the  last  several  years,  ophthalmologists  have  become 
increasingly  concerned  about  contact  lens-associated  cor- 
neal infections.  Although  secondary  infection  has  always 
been  a potentially  blinding  complication  of  contact  lens 
wear,  the  population  at  risk  has  become  so  large  (18  mil- 
lion contact  lens  wearers  in  the  United  States,  of  whom 
approximately  13  million  wear  soft  lenses  and  the  remain- 
der wear  hard  polymethylmethacrylate  (PMMA)  or  rigid 
gas  permeable  (RGP)  lenses),'  that  such  infections  ap- 
pear to  be  more  common.^  Furthermore,  these  infections 
may  be  caused  by  particularly  virulent  organisms,  such  as 
Pseudomonas  aeruginosa  and  Acanthameba  species, 
which  occur  more  commonly  in  association  with  contact 
lens  use,  and  especially  with  soft  contact  lenses.^ 

These  events  have  occurred  in  spite  of  the  US  Food  and 
Drug  Administration  (FDA)  efficacy  requirements  for 
commercially  marketed  lens  disinfection  regimens.  These 
infections  have  been  attributed  in  large  part  to  less  than 
optimal  compliance  with  such  regimens  among  contact 
lens  wearers.  To  a lesser  extent,  inherent  failures  in  such 
regimens  are  also  possible.'^  Both  the  Centers  for  Disease 
Control  (CDC)^  and  professional  organizations  such  as 
the  Contact  Lens  Association  of  Ophthalmologists 
(CLAO)^  have  published  guidelines  for  contact  lens  care, 
including  recommended  cleaning  and  disinfection  proce- 
dures, aimed  at  increasing  awareness  among  the  lay  and 
professional  communities  of  this  problem  and  disseminat- 
ing information  on  the  current  state  of  knowledge  in  pre- 
venting such  infections.  Since  most  of  this  disseminated 
information  has  been  published  in  the  ophthalmologic  and 
optometric  literature,  the  non-ophthalmic  practitioner 
may  not  be  aware  of  the  problem  or  currently  recommend- 
ed guidelines.  Although  improper  compliance  with  lens 
care  systems  currently  appears  to  be  of  paramount  impor- 
tance in  the  pathogenesis  of  such  infections,  a discussion 
of  compliance  is  beyond  the  scope  of  this  review,  which  is 
intended  to  focus  on  the  efficacy  of  different  lens  care  reg- 
imens as  directed  by  the  manufacturers. 

Contact  Lens  Care  Regimens 
Soft  contact  lens  care  regimens  comprise  several  se- 
quential steps.  On  removal  of  the  lens  from  the  eye,  a sur- 
factant cleaner  is  rubbed  over  the  lens  surface  to  remove 
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lipid  and  mucin  deposits  and,  to  a lesser  extent,  protein, 
which  are  predominantly  derived  from  the  tear  film.  Sur- 
factant cleaner,  which  is  irritating  on  contact  with  the  oc- 
ular surface,  and  loosened  deposits  are  then  rinsed  from 
the  lens  with  sterile  saline.  Lenses  are  then  disinfected  by 
immersion  in  a disinfectant  solution  or  saline  which  is 
heated  by  an  electrically  powered  thermal  disinfection 
unit.  Another  rinse  with  sterile  saline  may  be  used  to  re- 
move chemicals  and  dead  microorganisms  before  reinser- 
tion of  the  lens  onto  the  ocular  surface.  Generally,  weekly 
enzymatic  cleaning  with  a proteolytic  enzyme  serves  to 
enhance  removal  of  tightly  bound  proteins  from  the  lens 
surface,  as  an  additional  step  in  lens  care. 

This  sequence  of  lens  care,  including  cleaning,  disin- 
fection, and  rinsing,  has  been  developed  for  use  in  its  en- 
tirety, without  deletion  of  any  step,  to  insure  safe  lens 
wear.  To  cut  costs  or  save  time,  however,  some  lens  wear- 
ers deviate  from  the  recommended  lens  care  regimen  and 
thereby  substantially  increase  the  risks  of  lens  contamina- 
tion and  ocular  infection.  Since  contact  lens  deposits  pro- 
vide a foothold  for  microorganisms,  daily  and  weekly  en- 
zyme cleaning  are  important  steps  in  reducing  the 
microbial  burden,  in  addition  to  enhancing  lens  comfort 
and  longevity.  Such  cleaning,  however,  does  not  accom- 
plish lens  disinfection  nor  obviate  the  need  for  a separate 
disinfection  step.  Similarly,  soaking  lenses  in  saline  con- 
taining preservatives  at  concentrations  intended  to  dis- 
courage microbial  growth  in  the  solution  also  does  not  dis- 
infect the  lenses.  Use  of  nonpreserved  saline  or  homemade 
saline  solution  constituted  from  distilled  water  and  salt 
tablets  or  capsules  is  extremely  dangerous  since  the  dis- 
tilled water  is  a source  of  abundant  microbial  contamina- 
tion, including  the  particularly  virulent  Acanthamebae. 
Use  of  such  homemade  solutions  should  be  strongly  dis- 
couraged, especially  when  methods  other  than  thermal 
disinfection  are  used,  and  at  points  in  the  lens  care  se- 
quence that  do  not  precede  exposure  to  thermal  disinfect- 
ion. Since  all  contact  lens  care  solutions  are  commercially 
formulated  for  one-time  use,  they  all  should  be  discarded 
after  any  of  the  care  steps.  Preserved  solutions  that  are  not 
fully  used  by  three  months  after  purchase  should  be  dis- 
carded and  replaced  to  minimize  microbial  contamination 
that  can  occur  in  spite  of  preservatives. 

Continuous  wear  of  soft  contact  lenses  for  periods  of  up 
to  one  month  before  removal  and  initiation  of  the  lens  care 
sequence  is  considered  extended  wear.  Concern  that  ex- 
tended wear  may  increase  the  risks  of  corneal  infection 
has  prompted  recommendations  for  shorter  durations  of 
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uninterrupted  lens  wear  and  more  frequent  lens  cleaning 
and  disinfection.  The  optimal  frequency  for  lens  removal 
is  not  known,  nor  is  the  relative  risk  of  extended  versus 
daily  wear.  Reliable  statistics  for  the  incidence  of  infec- 
tion among  both  types  of  lens  wearers  have  been  elusive, 
since  the  size  of  the  lens-wearing  population  at  risk  has 
been  unknown  in  the  retrospective  studies  conducted  thus 
far.  In  spite  of  this  qualification,  a strong  impression  per- 
sists among  many  eye  care  professionals  that  extended 
wear  represents  an  increased  risk  of  corneal  infection  over 
daily  wear,  and  that  more  frequent  lens  removal,  cleaning, 
and  disinfection  would  help  reduce  such  risks. 

Hard  and  rigid  gas  permeable  contact  lenses  are  also 
subjected  to  daily  surfactant  cleaning,  and  are  stored  dry 
or  placed  in  chemical  disinfectants,  respectively,  since 
both  lens  types  are  deformed  by  thermal  disinfection. 
Such  lenses  do  not  have  the  water  content  of  soft  lenses, 
and  their  matrix  is  thereby  far  less  likely  to  be  contami- 
nated by  microorganisms.  Disinfection  procedures  are 
therefore  less  stringent  than  for  soft  lenses,  but  remain 
necessary  to  prevent  surface  contamination.  In  fact,  clini- 
cal experience  has  shown  PMMA  and  RGP  lens-associat- 
ed infections  to  be  less  frequent  but  hardly  nonexistent. 

Evaluation  of  Disinfection  Efficacy 

The  efficacy  of  contact  lens  disinfection  systems  is  eval- 
uated by  several  FDA  mandated  tests.  In  the  modified 
United  States  Pharmacopeia  XX  Preservative  Effective- 
ness test,  disinfectant  solutions  are  incubated  with  10^  col- 
ony forming  units  (CFU)/mL  of  five  test  organisms: 
Staphylococcus  epidermidis,  Pseudomonas  aeruginosa, 
Serratia  marcescens,  Candida  albicans,  and  Aspergillus 
fumigatus.  Bacteria  must  be  reduced  by  a factor  of  10^ 
CFU  and  fungi  held  at  initial  inoculum  levels  for  two 
weeks.  The  same  test  solutions  are  then  reinoculated  with 
10^  CFU  of  the  same  organisms,  and  residual  antimicro- 
bial activity  must  be  sufficient  to  again  reduce  bacterial 
levels  by  a factor  of  10^  and  inhibit  fungal  growth  for  an- 
other two  weeks. ^ This  rechallenge  test  addresses  a prob- 
lem with  user  compliance,  whereby  disinfectant  solutions 
may  not  be  discarded  after  each  use  as  recommended,  but 
may  be  reused  on  one  or  more  occasions.  This  evaluation, 
however,  is  conducted  in  a system  free  of  contact  lenses  or 
lens  cases,  which  have  been  shown  to  add  a burden  to  the 
antimicrobial  activity  of  a disinfectant. 

Disinfectant  efficacy  is  also  evaluated  by  calculating 
the  time  required  to  reduce  microbial  populations  by  10%, 
or  1 log  unit.  This  time,  expressed  in  minutes,  is  calculated 
for  the  five  organisms  noted  above,  as  well  as  Herpes  sim- 
plex virus,  and  is  known  as  the  “D  value.”  Although  no 
specific  D value  is  required  by  the  FDA,  the  duration  of 
any  chemical  disinfection  regimen  must  be  nine  times  the 
largest  D value  obtained  among  the  six  test  organisms 
(sufficient  to  reduce  an  inoculum  of  10^  organisms  to  10° 
plus  an  additional  safety  factor  of  3 D values). 

In  the  Contribution  of  Elements  test,  each  component 
in  the  contact  lens  care  system,  including  cleaning  and 
rinsing,  as  well  as  the  incubation  with  disinfection  solu- 
tion, is  evaluated  separately  with  respect  to  its  ability  to 
reduce  microbial  populations  on  the  contact  lens.  This  test 
is  important  in  its  demonstration  of  the  efficacy  of  surfac- 
tant cleaners  and  sterile  saline  rinses  on  reducing  lens  sur- 


face contamination,  often  effective  in  reducing  CFU  by  a 
factor  of  10^  to  10'^.*  Contact  lens  deposits  may  be  com- 
posed of  many  substances  including  proteins,  lipids,  mu- 
cin, and  inorganic  materials,  which  accumulate  to  a vari- 
able extent  on  all  contact  lenses.  In  addition  to 
compromising  lens  surface  integrity,  leading  to  problems 
with  lens  longevity  and  comfort,  such  deposits  may  be  re- 
sponsible for  hypersensitivity  reactions,  and  provide  a 
foothold  for  microorganisms.  Poor  lens  care  compliance 
may  include  less  than  recommended  use  of  surfactant  and 
enzymatic  lens  cleaners,  and  significantly  add  to  the  risk 
of  contact  lens-associated  infection. 

In  the  “20  item  test,”  20  contact  lenses  are  inoculated 
with  10^  CFU  of  each  of  the  six  microorganisms  noted 
above.  The  contaminants  are  inoculated  in  an  “organic 
soil”  containing  both  dissolved  and  particulate  proteins, 
simulating  the  environment  of  a tear  film-coated  contact 
lens  mixed  with  contaminating  microorganisms.  After  a 
period  of  incubation,  the  lenses  are  treated  with  the  entire 
disinfection  regimen,  from  cleaner  through  disinfection 
and  any  final  rinses,  as  recommended  by  the  manufactur- 
er, and  all  20  contact  lenses  must  be  culture  negative  for 
two  weeks.  In  a modification  of  this  test  used  to  evaluate 
thermal  disinfection  systems,  only  Streptococcus  faecalis 
is  used  as  the  test  organism.  Since  current  technology  does 
not  permit  destruction  of  bacterial  spores  without  also  de- 
stroying soft  contact  lenses,  disinfection  systems  do  not 
sterilize  the  lenses,  and  growth  of  spore  forming  bacteria, 
such  as  Clostridium  and  Bacillus  species,  is  permitted  in 
the  20  item  test.  Corneal  infection  due  to  these  spore- 
forming bacteria  in  association  with  contact  lens  wear,  al- 
though rare,  has  occurred.^ 

Criticisms  of  the  evaluation  techniques  just  described 
have  included  insufficient  standardization  of  testing  pro- 
cedures permitting  variation  in  culture  results,  the  inabil- 
ity to  accurately  calculate  “D  values”  for  microorganism 
and  disinfectant  combinations  that  do  not  follow  linear 
semilogarithmic  killing  curves,*’’*  and  lack  of  FDA  stan- 
dardized evaluation  of  disinfection  of  Acanthameba  or- 
ganisms. Disinfection  systems  that  are  FDA  approved, 
therefore,  meet  certain  minimum  and  theoretically  equiv- 
alent standards.  However,  different  types  of  disinfection 
systems  are  not  thereby  equivalent  in  efficacy.  In  fact,  dif- 
ferences in  these  systems  are  the  basis  for  CDC  and 
CLAO  guidelines,  and  should  be  strongly  considered 
when  choosing  a disinfection  regimen. 

Infectious  Keratitis 

A panoply  of  microorganisms  cause  contact  lens-associ- 
ated ocular  infections,  including  bacteria,  fungi,  and 
Acanthamebae.^-^’^^-^^  Although  sporadic  or  epidemic 
cases  of  ocular  viral  infection  due  to  virally  contaminated 
contact  lenses  have  rarely  been  reported,  the  possibility  of 
transmission  by  this  route  is  of  great  concern. Human 
immunodeficiency  virus  (HIV)  and  hepatitis  B virus 
(HBV)  are  both  found  in  the  tears  of  infected  individuals, 
as  are  adenovirus  and  herpes  simplex  virus,  to  name  some 
of  the  more  prominent  viruses  of  concern;  furthermore, 
these  may  be  present  in  individuals  asymptomatic  for  ocu- 
lar infection.”  Since  sharing  of  contact  lenses  among  indi- 
viduals is  unusual,  risks  of  contact  lens-transmitted  viral 
infections  have  been  more  relevant  to  the  contact  lens  fit- 
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ting  sets  of  eye  care  professionals  who  may  not  be  able  to 
identify  a carrier  based  on  clinical  evidence  of  ocular  in- 
fection. 

Among  bacteria,  gram-negative  rods  have  been  capable 
of  fearfully  rapid  corneal  destruction,  and  recent  epidemi- 
ologic data  suggest  that  such  organisms  may  frequently 
cause  contact  lens-associated  corneal  infection.  In  one 
study,  78%  of  culture-positive  cases  of  keratitis  were  due 
to  Pseudomonas  aeruginosa.'^  Much  less  common,  but 
perhaps  most  destructive  of  all  potential  pathogens,  and 
most  resistant  to  currently  available  forms  of  treatment, 
are  Acanthameba  species. ' ^ This  great  variety  of  potential 
pathogens  places  differing  demands  on  lens  disinfection 
regimens.  In  general,  lens  disinfection  regimens  kill  bac- 
teria most  effectively,  with  variable  effectiveness  in  dis- 
infection of  viruses  and  fungi,  and,  except  for  heat  disin- 
fection, generally  unsatisfactory  activity  in  killing 
Acanthamebae. 

Thermal  Disinfection 

The  various  classes  of  contact  lens  disinfection  systems 
have  advantages  and  drawbacks  peculiar  to  them,  but  in 
the  context  of  their  primary  purpose,  disinfection,  the 
thermal  method  unequivocally  remains  the  best.  Current 
thermal  systems  employ  temperatures  of  78°C  to  90°C 
for  20  to  60  minutes,  and  have  D values  for  all  potentially 
contaminating  microorganisms  including  bacteria,  fungi, 
viruses,  and  Acanthamebae,  and  excluding  only  bacterial 
spores,  when  used  according  to  manufacturers’  guidelines. 
Acanthameba  cysts  are  particularly  resistant  to  destruc- 
tion, and  thermal  disinfection  is  the  only  method  among 
those  available  that  is  consistently  effective.^ 

Thermal  disinfection,  however,  is  not  ideal.  Its  major 
drawback  is  incompatibility  with  traditional  hard,  rigid 
gas-permeable,  and  high  water  content  (>50%)  soft  con- 
tact lenses.  An  electrical  power  source  is  generally  re- 
quired as  well,  making  use  of  heat  units  impossible  among 
outdoor  campers,  or  inconvenient  during  international 
travel,  when  electrical  current  adaptors  may  be  necessary. 
Although  soft  lenses  may  be  disinfected  in  these  circum- 
stances by  exposure  to  boiling  water  surrounding  the  dis- 
infection and  storage  case,  repeated  exposure  to  such  tem- 
peratures denatures  contact  lens  protein  deposits,  causing 
more  rapid  lens  deterioration.  Although  thermal  disin- 
fection units  employ  significantly  lower  temperatures 
with  less  resultant  lens  deterioration,  a negative  effect  of 


some  units  on  lens  longevity  has  been  observed.  In  practi- 
cal terms,  useful  lens  life  may  be  reduced  from  two  years 
with  nonthermal  disinfection  methods  to  one  year  with 
thermal  methods.  Since  more  frequent  lens  replacement 
may  be  important  in  reducing  the  degree  of  lens  deposits 
and  imperfections  and  thereby  the  degree  of  lens  contami- 
nation and  associated  ocular  infections,  decreased  lens 
longevity  to  periods  of  one  year  or  even  six  months  by  ther- 
mal disinfection  methods  may  not  be  a significant  draw- 
back. In  either  case,  heat  exposure  remains  the  gold  stan- 
dard for  lens  disinfection  and  should  be  used  whenever 
feasible. 

Chemical  Disinfection 

Each  of  the  chemical  disinfection  techniques  has  one  or 
more  weaknesses  regarding  disinfection  efficacy,  but 
these  can  be  offset  by  other  advantageous  characteristics. 
Each  of  the  major  chemical  disinfectants,  therefore,  must 
be  considered  individually  (Tables  I,  II,  III). 

Of  the  available  chemical  disinfectants,  only  hydrogen 
peroxide  has  been  shown  effective  against  HIV,  and  its 
efficacy  against  bacteria  is  excellent.'^  Disinfection  of 
some  fungi  and  molds,  such  as  Aspergillus  niger  and  Can- 
dida parapsilosis,  and  Acanthameba,  however,  is  poor  for 
the  exposure  times  recommended  by  manufacturers.'^ 
Prolonging  exposure  time  to  3%  hydrogen  peroxide  to  six 
hours  or  more  increases  action  against  such  relatively  re- 
sistant organisms,  although  the  adequacy  of  such  en- 
hanced levels  of  disinfection  remains  unproven.  Hydrogen 
peroxide  is  toxic  to  the  ocular  surface  and  can  produce 
severe  corneal  burns,  so  that  neutralization  is  necessary 
before  contact  lens  insertion.  This  is  accomplished  using 
platinum  discs,  catalase,  or  pyruvate  neutralizing  solu- 
tions, or  incubation  with  sterile  saline.  Since  this  neutral- 
ization step  may  be  time  consuming  and  an  inconvenience 
that  could  discourage  compliance  among  contact  lens 
wearers,  some  manufacturers  have  devised  systems  that 
automatically  neutralize  residual  hydrogen  peroxide.  Al- 
though such  systems  provide  a measure  of  protection 
against  peroxide-induced  ocular  surface  burns,  they  also 
preclude  prolonged  incubation  times  for  better  disinfect- 
ion of  resistant  organisms. 

The  practitioner  who  prefers  the  advantages  of  hydro- 
gen peroxide  disinfection  but  desires  better  disinfection  of 
resistant  organisms  should  be  certain  to  choose  a system 
that  allows  patient  control  of  the  timing  of  the  neutraliza- 


TABLE  I.  Three  Percent  Hydrogen  Peroxide  Systems  for  Contact  Lens  Disinfection* 


Disinfection 

Solution^ 

Manufacturer 

Neutralizer 

Mfr  Recommended 
Duration  Soak  H2O2/ 
Neutralizer  (min) 

Aosept 

CIBA 

Platinum  disc 

360t 

Lens  Plus  Oxysept 

Allergan 

Catalase 

10/10 

Lensept 

CIBA 

Catalase 

55/5 

Mirasept 

CooperVision 

Sodium  pyruvate 

10/10 

Murine  Puresept 

Ross  Labs 

Saline 

20/10 

Quik-sept 

Bausch  & Lomb 

Saline 

20/10 

Soft  Mate  Consept 

SOLA-Barnes  Hind 

Sodium  thiosulfate 

10/10 

* Sources:  PDR  for  Ophthalmology,  Oradell,  NJ,  Medical  Economics  Co,  Inc,  1989;  Contact  Lenses,  vol  20,  no.  6,  May  1987;  International  Eye  Care.  1986  Reference  for 
Contact  Lens  Practice,  vol  2,  no  7,  July  1986. 

^ The  list  of  products  is  intended  to  be  representative,  and  not  inclusive  of  all  available  products. 

• A single  six-hour  soak  without  separate  neutralization  step. 
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TABLE  II.  Chemical  Disinfection  Systems — Soft  Contact  Lenses* 


Disinfection 

Solution^ 

Manufacturer 

Active  Disinfectants 

(%) 

Allergan  Hydrocare 

Allergan 

Tris  (2-hydroxyethyl) 

0.013 

tallow  ammonium  chloride 

Thimerosal 

0.002 

Flex-Care 

Alcon 

Chlorhexidine  gluconate 

0.005 

Edetate  sodium 

0.1 

Opti-Free 

Alcon 

Polyquaternium- 1 

0.001 

Edetate  sodium 

0.05 

ReNu 

Bausch  & Lomb 

Polyaminopropylbiguanide 

0.00005 

Soft  Mate 

Barnes-Hind 

Chlorhexidine 

0.005 

Edetate  sodium 

0.1 

Povidone 

* Sources:  PDR  for  Ophthalmology,  Oradell,  NJ,  Medical  Economics  Co,  Inc,  1989;  Contact  Lenses,  vol  20,  no.  6,  May  1987;  International  Eye  Care,  1986  Reference  for 
Contact  Lens  Practice,  vol  2,  no  7,  July  1986. 

t The  list  of  products  is  intended  to  be  representative,  and  not  inclusive  of  all  available  products. 


tion  process.  Hydrogen  peroxide  offers  significant  advan- 
tages over  all  other  disinfection  techniques,  including 
heat,  in  its  compatibility  with  all  contact  lenses.  It  also 
exerts  a cleaning  action  on  contact  lens  deposits  which 
may  help  in  prophylaxis  of  infection.  Due  to  its  proven 
efficacy  against  HIV,  it  remains  the  only  alternative  to 
heat  disinfection  of  trial  contact  lens  fitting  sets  among 
lens  dispensers. 

Mercurial  disinfectants,  primarily  represented  by  thi- 
merosal,  and  the  biguanides,  represented  by  chlorhexidine 
and  polyaminopropylbiguanide,  are  the  other  commonly 
employed  chemical  disinfectants,  particularly  for  soft 
contact  lenses.  None  of  these  agents  have  been  shown  to 
be  effective  against  HIV,  HBV,  or  Acanthamebae,  and 
their  action  against  bacteria  and  fungi  is  variable.  Thi- 
merosal  disrupts  sulfhydryl  groups  on  bacterial  enzymes 
and  thus  requires  both  cell  penetration  and  actively  grow- 
ing organisms.  This  may  explain  its  slower  onset  of  action, 
limiting  its  usefulness  in  disinfection  systems  that  strive  to 
be  as  fast  acting  as  possible.  Thimerosal,  however,  also  has 
a prolonged  duration  of  action  that  is  advantageous  when 
lenses  are  stored  in  disinfecting  solutions  for  periods  long- 
er than  overnight.  By  contrast,  chlorhexidine  disrupts  cell 
walls  and  its  onset  of  action  is  faster  but  of  shorter  dura- 
tion than  thimerosal.  Since  these  two  agents  are  comple- 
mentary in  this  regard,  they  are  sometimes  combined  into 
one  disinfection  solution.'^  This  combination  is  also  pre- 


ferred, since  biguanides  alone  may  have  suboptimal  action 
against  some  bacteria,  particularly  Serratia  marcescens 
and  some  fungi.'* 

A major  drawback  of  thimerosal  is  the  frequent  occur- 
rence of  sensitization  and  hypersensitivity  reactions  of  the 
ocular  surface  resulting  in  keratoconjunctivitis.  Although 
such  reactions  rarely  threaten  one’s  vision,  they  may  occur 
in  up  to  20%  or  more  of  exposed  individuals  and  necessi- 
tate permanent  withdrawal  of  the  offending  agent.'*  Bi- 
guanides such  as  chlorhexidine  less  commonly  provoke 
sensitization,  but  may  cause  toxic  reactions  of  the  con- 
junctiva and  cornea.  Polyaminopropylbiguanide,  a recent- 
ly marketed  biguanide,  is  claimed  to  be  less  sensitizing 
than  other  biguanides  and  at  least  equally  effective,  but 
clinical  experience  is  thus  far  limited  with  this  agent. 

At  first  glance,  the  problem  of  hypersensitivity  reac- 
tions and  direct  toxic  effects  on  the  ocular  surface  might 
seem  to  limit  the  applicability  of  mercurials  and  biguan- 
ides; the  simplicity  of  the  disinfection  method,  however, 
requiring  only  incubation  with  the  disinfection  solution 
for  several  hours  or  longer,  makes  this  the  most  convenient 
of  all  disinfection  methods,  as  it  eliminates  the  need  for  a 
power  source  or  a neutralization  step.  To  the  extent  that 
such  simplicity  encourages  compliance,  this  method  may 
be  preferable  to  others  for  some  contact  lens  wearers. 

Quaternary  ammonium  compounds,  such  as  benzal- 
konium  chloride  (BAK),  Polyquaternium  I (Polyquad), 


TABLE  III.  Disinfection,  Soaking  Solutions,  Hard  and  Gas  Permeable  (RGP)  Contact  Lenses* 


Disinfection 

Solution^ 

Manufacturer 

Active  Disinfectants 

(%) 

Lens  Compatibility 

Gas  permeable  wetting 

Barnes-Hind 

Chlorhexidine 

0.003 

Hard  and  many  RGP 

and  soaking  solution 

Thimerosal 

0.002 

EDTA 

0.02 

The  Boston  condition- 

Polymer  Technology 

Chlorhexidine 

0.006 

Many  RGP 

ing  solution 

EDTA 

0.05 

ONE  solution 

Allergan 

Benzalkonium  chloride 

0.01 

Hard 

EDTA 

0.1 

Soquette 

Barnes-Hind 

Benzalkonium  chloride 

0.01 

Hard 

EDTA 

0.2 

Wet-N-Soak 

Allergan 

Benzalkonium  chloride 

0.004 

Hard  and  some  RGP 

* Sources:  PDR  for  Ophthalmology,  Oradell,  NJ,  Medical  Economics  Co,  Inc,  1989;  Contact  Lenses,  vol  20,  no  6,  May  1987;  International  Eye  Care,  1986  Reference  for 
Contact  Lens  Practiee,  vol  2,  no  7,  July  1986. 

t The  list  of  products  is  intended  to  be  representative,  and  not  inclusive  of  all  available  products. 
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and  alkyltriethanolammonium  chloride  (TEAC),  are  lim- 
ited in  their  effectiveness  against  microorganisms  at  con- 
centrations compatible  with  ocular  surface  use.  They  are 
often  combined  with  divalent  cation  chelators,  such  as 
edetic  acid  (EDTA),  which  enhance  their  antimicrobial 
effect,  but  they  remain  suboptimal  in  their  effect  against 
gram-negative  bacteria  and  some  fungi  and  yeasts,  in  par- 
ticular. In  addition,  their  antiviral  and  anti-Acanthameba 
effectiveness  is  uncertain. Since  these  chemicals 
also  bind  to  a variable  extent  to  soft  contact  lenses  during 
disinfection,  and  then  are  slowly  released  from  the  lens  on 
reinsertion  onto  the  eye,  they  may  exhibit  intolerable  ocu- 
lar toxicity,  especially  with  soft  contact  lenses  of  high 
(more  than  50%)  water  content.  Their  main  usefulness  is 
for  disinfection  of  hard  and  gas  permeable  contact  lenses 
that  do  not  bind  these  agents. 

Conclusions 

In  summary,  contact  lens-associated  corneal  infection 
is  a potentially  blinding  affliction  of  increasing  incidence 
among  the  1 8 million  contact  lens  wearers  in  this  country. 
Infection  prophylaxis  is  possible  with  contact  lens  clean- 
ing and  disinfection  procedures.  However,  even  the  most 
effective  procedures  have  not  been  designed  to  kill  poten- 
tial pathogens  when  used  incorrectly  or  not  at  all.  Patient 
education  can  go  far  in  promoting  proper  compliance,  but 
human  nature  still  permits  lapses  in  lens  care  techniques 
among  the  most  intelligent  and  carefully  instructed  lens 
wearers.  Such  lapses  are  often  identified  among  patients 
with  contact  lens-associated  ocular  infections.  The  in  vitro 
efficacy  of  any  lens  care  regimen,  therefore,  must  be  con- 
sidered, as  well  as  the  patient’s  individual  life  style  and 
needs,  in  choosing  the  lens  care  system  best  able  to  prevent 
infection  for  that  patient. 

When  compatible  with  the  lenses  worn,  thermal  disin- 
fection is  the  most  effective  method  against  all  potential 
pathogens,  but  may  lead  to  some  decrease  in  lens  longev- 
ity, and  requires  a power  source.  The  patient  who  must  at 
least  occasionally  wear  his  contact  lenses  when  a power 
source  is  unavailable,  and  for  whom  lens  disinfection  is 


thereby  not  possible,  may  be  less  at  risk  for  ocular  infec- 
tion with  cold  chemical  disinfection.  Although  the  latter 
may  be  less  effective  than  thermal  disinfection,  it  is  more 
effective  than  no  disinfection  at  all.  Similar  considerations 
should  prevail  with  other  patients  and  circumstances,  such 
as  the  less  compliant  patient,  and  office  disinfection  of 
contact  lens  fitting  sets. 
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SPECIAL  ARTICLES 


Melville’s  “Bartleby  the  Scrivener”:  A case  study 

Fred  A.  Whitehead,  phd;  Bruce  S.  Liese,  phd;  Michael  L.  O’Dell,  md 


Herman  Melville’s  “Bartleby  the  Scrivener,”  first  pub- 
lished in  1853,’  has  become  one  of  the  most  celebrated  and 
widely  anthologized  pieces  of  short  fiction  in  American 
literature.  In  addition,  because  of  certain  enigmatic  as- 
pects to  the  story,  there  has  been  an  enormous  outpouring 
of  scholarship  and  criticism  on  it,  amounting  to  hundreds 
of  articles. In  brief,  the  plot  deals  with  a copyist,  or 
scrivener,  who  obtains  employment  in  a Wall  Street  law 
firm  in  the  middle  of  the  19th  century.  This  quiet  and 
withdrawn  man,  whom  we  know  only  by  his  first  name  of 
Bartleby,  is,  at  the  beginning,  assiduous  in  his  labor  of 
copying,  but  after  three  days  he  refuses  to  undertake  the 
correction  of  his  papers.  The  narrator  of  the  story,  an  at- 
torney and  Bartleby’s  employer,  is  shocked,  but  due  to  the 
cool  mildness  of  Bartleby’s  demeanor,  refrains  from  dis- 
missing him  on  the  spot.  The  scrivener’s  interaction  with 
other  employees  is  negligible.  Although  precise  in  his 
work,  he  gradually  refuses  more  and  more  tasks.  Verbal 
responses  usually  consist  only  of  the  phrase  “I  would  pre- 
fer not  to.”  His  work  output  steadily  slows  and  becomes 
negligible,  while  his  appearance  becomes  more  and  more 
forlorn.  He  reveals  no  pleasure  in  any  task  or  event,  and 
his  appetite  wanes  during  the  course  of  the  narrative. 
From  a medical  standpoint,  the  story  is  one  of  progressive 
mental  deterioration  followed  by  physical  deterioration. 
In  order  to  maintain  his  professional  reputation,  the  attor- 
ney moves  his  office  away  from  the  vicinity  of  the  recalci- 
trant scrivener,  who  is  then  ordered  to  prison  as  a vagrant 
by  the  new  tenant.  There  Bartleby  refuses  food  and  soon 
dies. 

Part  of  the  “problem”  of  the  story  is  that  we  learn  ev- 
erything about  Bartleby  through  the  eyes  of  this  attorney- 
narrator,  who  is  himself  sorely  vexed  and  troubled  by  what 
has  transpired.  Bartleby  refuses  to  make  any  explanation 
whatsoever  about  his  actions,  and,  indeed,  we  are  given 
only  one  item  of  information  about  his  past,  which  comes 
at  the  very  end  of  the  story.  Therefore  the  attorney  and  his 
employee  devolve  into  a situation  where  their  fates  are  inex- 
tricably intertwined  and  fused.  From  their  predicament, 
the  reader  is  likewise  drawn  into  mazes  of  perplexity. 

Herman  Melville’s  Background 

With  the  first  biographies  of  Melville  in  the  1920s,  it 
was  recognized  that  he  had  poured  much  of  his  personal 
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experience  into  the  story.  Its  period  of  incubation  was  a 
“miserable  year,”  as  he  foced  unanimous  critical  condem- 
nation for  the  novel  Pierre  and  disastrously  poor  sales.'’  In 
addition,  he  had  direct  knowledge  of  the  legal  profession 
through  his  uncle  Peter  Gansevoort,  a Wall  Street  attor- 
ney, and  he  was  financially  dependent  to  some  extent  on 
his  father-in-law,  Lemuel  Shaw,  Chief  Justice  of  the  Mas- 
sachusetts Supreme  Court.  Furthermore,  Melville  went 
through  several  evidently  severe  periods  of  depression  dur- 
ing the  course  of  his  life.^ 

Two  of  Melville’s  close  friends  suffered  mental  illnesses 
similar  to  Bartleby’s.  A school  chum,  Eli  James  Murdock 
Fly,  worked  as  a clerk  for  Peter  Gansevoort,  and  later 
found  a situation  with  a Mr  Edwards  “where  he  has  inces- 
sant writing  from  morning  to  evening.”  Several  years  at 
such  tasks,  during  which  he  complained  of  his  poverty, 
rendered  him  a “confirmed  invalid,”  and  Melville  acted  as 
his  agent  “in  some  small  things.”  George  J.  Adler,  a schol- 
ar of  German  metaphysics  whom  Melville  met  on  a voy- 


FIGURE  1.  Flerman  Melville  (from  the  Gansevoort-Lansing  Collection, 
Rare  Books  and  Manuscripts  Division,  The  New  York  Public  Library,  Astor, 
Lenox  and  Tilden  Foundations). 
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age  to  England,  developed  severe  agoraphobia,  for  which 
he  was  confined  to  Bloomingdale  Asylum  in  1853.^  It  was 
out  of  such  a matrix  of  personal  experience  and  close  rela- 
tionships that  Melville  developed  his  philosophical  and 
symbolic  masterpiece.  However,  this  essay  concentrates  on 
the  dynamics  of  the  story  itself,  rather  than  on  Melville’s 
biographical  situation. 

A summary  of  the  story  should  provide  some  instructive 
lessons  concerning  the  development  of  diagnostic  criteria 
for  mental  disease,  with  practical  insights  for  clinicians. 

Summary  of  “Bartleby  the  Scrivener” 

“I  am  a rather  elderly  man,”  commences  the  narrator, 
and  he  establishes  at  once  that  he  is  “one  of  those  unambi- 
tious lawyers  who  never  address  a jury,  or  in  any  way  draw 
down  public  applause;  but,  in  the  cool  tranquillity  of  a 
snug  retreat,  do  a snug  business  among  rich  men’s  bonds, 
and  mortgages,  and  title-deeds.”'  We  learn  that  his  of- 
fices are  on  Wall  Street,  that  “All  who  know  me,  consider 
me  an  eminently  safe  man,”  through  which  character  he 
was  “not  unemployed  ...  by  the  late  John  Jacob  Astor.” 
In  short,  we  are  introduced  to  a professional  man:  calm, 
judicious,  and  respectable  in  the  eyes  of  his  peers.  He  is  at 
pains  to  stress  that  descriptions  of  himself,  his  employees, 
and  his  office  are  all  indispensable  to  the  story.  According 
to  the  attorney,  his  chambers: 

looked  upon  the  white  wall  of  the  interior  of  a spacious  sky-light 
shaft,  penetrating  the  building  from  top  to  bottom.  This  view 
might  have  been  considered  rather  tame  than  otherwise,  defi- 
cient in  what  landscape  painters  call  “life.”  But  if  so,  the  view 
from  the  other  end  of  my  chambers  offered,  at  least,  a contrast,  if 
nothing  more.  In  that  direction,  my  windows  commanded  an  un- 
obstructed view  of  a lofty  brick  wall,  black  by  age  and  everlasting 
shade;  which  wall  required  no  spy-glass  to  bring  out  its  lurking 
beauties,  but,  for  the  benefit  of  all  nearsighted  spectators,  was 
pushed  up  to  within  ten  feet  of  my  windowpanes.  Owing  to  the 
great  height  of  the  surrounding  buildings,  and  my  chambers  be- 
ing on  the  second  floor,  the  interval  between  this  wall  and  mine 
not  a little  resembled  a huge  square  cistern. 

The  attorney’s  bland  tone  cannot  conceal  a locale  of  ex- 
treme bleakness,  with  the  walls  becoming  a symbol  of  psy- 
chological alienation  and  claustrophobia.’-*  Indeed,  the 
motif  of  burial  becomes  vital  in  the  rest  of  the  story,  and 
continues  as  it  were  to  a logical  conclusion.  It  is  within  this 
atmosphere  of  Dickensian  gloom  that  most  of  the  story 
takes  place. 

The  attorney  then  proceeds  to  introduce  his  employees: 
Turkey,  Nippers,  and  Ginger  Nut  and  Bartleby.  Ginger 
Nut  is  the  office  boy,  little  more  than  a beginning  appren- 
tice in  the  trade,  and  not  of  great  importance  to  the  plot. 
Turkey  is  “a  short,  pursy  Englishman”  of  about  60,  whose 
“face  was  of  a fine,  florid  hue.”  We  soon  learn  that  his 
complexion  is  due  to  his  fondness  for  beer  and  ale;  that  he 
is,  in  short,  an  alcoholic.  Nippers  is  “a  whiskered,  sallow, 
and  upon  the  whole,  rather  piratical-looking  young  man, 
of  about  five-and-twenty.”  He  is  ambitious  beyond  his  sta- 
tion in  life,  and  aspires  not  only  to  mere  copying  but  “the 
original  drawing  up  of  legal  documents.”  He  also  suffers 
from  indigestion  “betokened  in  an  occasional  nervous  tes- 
tiness and  grinning  irritability,  causing  the  teeth  to  audi- 
bly grind  together  over  mistakes  committed  in  copying.” 
He  claims  that  his  writing  desk  “stopped  the  circulation  in 


FIGURE  2.  Wall  Street,  looking  west  from  Pearl  Street,  to  Broadway, 
photographed  between  1872  and  1880  (from  United  States  History,  Local 
History  and  Genealogy  Division,  The  New  York  Public  Library,  Astor, 
Lenox  and  Tilden  Foundations). 

his  arms,”  and  is  in  a recurrent  battle  to  adjust  it.  Further, 
the  remarkable  thing  about  these  two  clerks  is  that  Turkey 
usually  has  a productive  morning,  but  his  afternoon  labors 
are  marred  by  carelessness  and  errors,  while  Nippers  has 
an  inefficient  morning,  but  improves  after  lunch.  They  are 
a pair  of  employees  who  take  turns  being  unproductive 
and  inefficient.  Otherwise  their  work  is  for  each  half-day 
accurate  enough  to  secure  their  continuing  employment. 

It  has  convincingly  been  argued  that  they  are  both  “types” 
of  melancholics  derived  from  the  Burtonian  tradition  of 
humoristic  psychology.^  In  any  event,  both  clerks  are  im- 
paired for  approximately  half  of  their  working  day. 

Due  to  an  increase  in  business,  it  becomes  necessary  for 
the  attorney  to  hire  an  additional  copyist:  “In  answer  to 
my  advertisement,  a motionless  young  man  one  morning 
stood  upon  my  office  threshold,  the  door  being  open,  for  it 
was  summer.  I can  see  that  figure  now — pallidly  neat, 
pitiably  respectable,  incurably  forlorn!  It  was  Bartleby.” 
He  is  hired  at  once  because  his  “singularly  sedate  aspect 
might  operate  beneficially  upon  the  flighty  temper  of  Tur- 
key, and  the  fiery  one  of  Nippers.”  That  is,  the  attorney 
calculates  that  the  new  scrivener  might  improve  the  effi- 
ciency of  his  other  employees.  Bartleby  is  assigned  to  a 
corner  “close  up  to  a small  side-window  in  that  part  of  the 
room,  a window  which  originally  had  afforded  a lateral 
view  of  certain  grimy  backyards  and  bricks,  but  which, 
owing  to  subsequent  erections,  commanded  at  present  no 
view  at  all,  though  it  gave  some  light.”  Furthermore,  Bart- 
leby is  placed  behind  “a  high  folding  screen,”  which  “en- 
tirely isolates”  him  from  the  sight  of  the  attorney,  though 
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not  from  his  voice.  With  “no  view  at  all”  it  cannot  be  sur- 
prising that  Bartleby  and  the  other  scriveners  find  their 
prospects  as  human  beings  terribly  limited;  they  are  en- 
closed from  the  world  and  from  one  another  except  for  the 
purposes  of  command. 

For  the  first  three  days  of  his  employment,  Bartleby 
does  “an  extraordinary  quantity  of  writing,”  but  on  the 
third  day,  the  attorney  asks  him  to  examine  a small  paper 
for  accuracy,  only  to  receive  the  reply:  “I  would  prefer  not 
to.”  Nearly  flying  into  a rage  at  this  impertinence,  but 
restraining  himself,  the  narrator  advanees  to  the  screen: 
“I  looked  at  him  steadfastly.  His  face  was  leanly  com- 
posed; his  gray  eyes  dimly  calm.”  Had  the  scrivener  been 
himself  upset,  he  would  have  instantly  been  dismissed 
from  the  premises,  but  Bartleby  quietly  continues  to  work 
at  copying.  As  the  lawyer  is  in  a hurry,  he  summons  Nip- 
pers to  assist  him. 

From  this  point  on  in  the  story,  Bartleby  refuses  to  un- 
dertake any  work  of  examining  documents,  though  for 
some  time  he  labors  steadily  at  his  own  task  of  copying. 
On  the  next  occasion  he  is  asked  to  examine  copy,  in  the 
company  of  the  other  scriveners  this  time,  the  narrator 
asks  him:  “Why  do  you  refuse?”  and  the  reply  is  the  same: 
“I  would  prefer  not  to.”  The  attorney  is  once  again  upset 
but  comments:  “. . . there  was  something  about  Bartleby 
that  not  only  strangely  disarmed  me,  but,  in  a wonderful 
manner,  touched  and  disconcerted  me.  I began  to  reason 
with  him.”  All  his  attempts  to  fathom  the  reason  are  simi- 
larly repudiated  by  the  scrivener,  but  it  is  this  very  process 
of  reasoning  which  is  typical  of  the  responsible,  profes- 
sional approach  to  the  whole  matter.  Though  the  narrator 
is  an  attorney  rather  than  a physician,  his  concentration 
on  clinical  details  is  impressive:  “It  seemed  to  me  that, 
while  I had  been  addressing  him,  he  carefully  revolved  ev- 
ery statement  that  I made;  fully  comprehending  the 
meaning.”  As  is  often  the  case,  Bartleby’s  fellow  scriven- 
ers have  thoroughly  internalized  the  business  ethos,  so 
they  are  more  ruthless  than  their  employer,  urging  his  im- 
mediate dismissal.  Ginger  Nut,  however,  suggests,  “I 
think,  sir,  he’s  a little  luny,"  and  it  is  at  this  point  that  the 
suggestion  of  insanity  enters  the  story. 

The  attorney  reflects  that  Bartleby  may  have  a poor 
diet:  he  “never  eats  a dinner,  properly  speaking;  he  must 
be  a vegetarian,  then,  but  no;  he  never  eats  even  vegeta- 
bles, he  eats  nothing  but  ginger  nuts.”  However,  he  rules 
out  the  effects  of  ginger,  since  the  other  men  in  the  office 
partake  of  them,  with  no  adverse  results. 

Soon  Bartleby  also  refuses  to  undertake  even  the  sim- 
plest tasks,  such  as  going  to  the  post  office,  which  leaves 
the  attorney  “suffering  much  from  perplexity  and  distress 
of  mind.”  Though  the  scrivener  is  still  content  to  work  at 
copying,  he  becomes  given  to  periods  of  “standing  revery 
behind  his  screen.”  The  attorney  further  discovers  that 
Bartleby  is  actually  living  in  the  office,  when  he  happens 
to  stop  by  on  a Sunday  morning.  Within  Bartleby’s  desk 
he  discovers  a few  household  items,  with  “crumbs  of 
ginger-nuts  and  a morsel  of  cheese.”  He  begins  to  reflect 
on  the  scrivener’s  severe  isolation  from  the  rest  of  man- 
kind: 

For  the  first  time  in  my  life  a feeling  of  overpowering  stinging 

melancholy  seized  me... These  sad  fancyings — chimeras. 


doubtless,  of  a sick  and  silly  brain — led  on  to  other  and  more 
special  thoughts . . . Presentiments  of  strange  discoveries  hovered 
around  me.  The  scrivener’s  pale  form  appeared  to  me  laid  out, 
among  uncaring  strangers,  in  its  shivering  winding  sheet. 

The  phrase  “strange  discoveries”  indicates  that  the  entire 
basis  of  the  attorney’s  secure  and  confident  world  is  being 
called  into  question,  that  there  is  something  hollow  and 
deathly  at  its  core. 

This  theme  of  social  “inferiors”  who  provoke  a re-think- 
ing  of  fundamental  moral  issues  is  common  in  19th  centu- 
ry literature.  In  Dickens’  “Christmas  Carol”  Scrooge  is 
given  a vision  of  “Christmas  future”  in  which  he  foresees 
his  own  death,  as  the  uncaring  denizens  of  the  “lower 
depths”  pick  through  his  effects,  discussing  his  character. 
Similarly,  in  Chekhov’s  “Ward  Six”  the  patient  Gromov, 
a paranoiac  and  also  a former  copyist,  rudely  challenges 
the  comfortable  world  view  of  Dr  Ragin,  with  fatal  conse- 
quences for  the  doctor. 

Melville’s  narrator  carefully  reviews  the  “case”  almost 
in  the  manner  of  a physician:  the  scrivener  “never  spoke 
but  to  answer,”  is  given  to  silence,  never  reads,  never  visits 
any  other  place,  never  socializes  with  others,  has  never 
spoken  about  his  family;  he  surmises  that  Bartleby  is  “the 
victim  of  an  innate  and  incurable  disorder.”  The  next 
morning  Bartleby  “prefers  not”  to  give  any  details  about  his 
origins,  and  has  poor  eye  contact:  “He  did  not  look  at  me 
while  I spoke,  but  kept  his  glance  fixed  upon  my  bust  of 
Cicero.”  Then  there  is  an  amusing  episode  when  the  other 
scriveners  enter  the  scene,  and  it  transpires  that  they  have 
all  started  “involuntarily  using  this  word  ‘prefer’  upon  all 
sorts  of  not  exactly  suitable  occasions.”  In  short  they  are 
succumbing  to  a form  of  echolalia,  and  the  attorney  ap- 
prehensively asks  himself,  “ . . . what  further  and  deeper 
aberration  might  it  not  yet  produce?” 

It  is  at  this  point  that  Bartleby  declares  that  he  had 
decided  upon  doing  no  more  writing.  Asked  the  reason,  he 
replies,  “Do  you  not  see  the  reason  for  yourself?”  Once 
again  the  attorney  recalls  that  he  “looked  steadfastly  at 
him,  and  perceived  that  his  eyes  looked  dull  and  glazed.” 
Surmising  that  his  employee  has  impaired  his  vision  “in 
copying  by  his  dim  window  for  the  first  few  weeks  of  his 
stay,”  he  once  again  decides  to  leave  Bartleby  alone.  After 
“added  days”  go  by,  the  attorney  imagines  that  Bartleby’s 
eyes  have  improved,  but  the  scrivener  still  refuses  to  do 
any  work,  at  which  point  the  attorney  says  that  Bartleby 
must  leave  the  office  within  six  days;  at  the  expiration  of 
that  time,  he  “prefers  not”  to  leave.  Meditating  on  his  pre- 
dicament while  walking  in  the  street,  the  attorney  sudden- 
ly imagines  that  perfect  strangers  are  talking  about  him. 
He  thus  begins  to  show  signs  of  psychopathology,  in  this 
instance  what  in  modern  terms  is  known  as  an  “idea  of 
referenee.” 

Finally,  the  narrator  is  drawn  into  “a  state  of  nervous 
resentment,”  because  he  both  wishes  to  help  Bartleby  yet 
is  repelled  by  him.  Consequently  he  has  feelings  of  guilt 
about  the  scrivener  and  his  situation  comparable  to  a phy- 
sician’s feelings  of  mixed  compassion  and  irritation  in 
dealing  with  a depressed  patient.  More  and  more  the 
scrivener  is  given  to  “profoundest  dead-wall  reveries,” 
which  in  Melville’s  time  would  have  been  called  a “brown 
study”:  “A  state  of  mental  abstraction  or  musing  . . . esp. 
an  idle  or  purposeless  reverie. Today  this  would  be  con- 
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sidered  as  a kind  of  imploded  fugue,  in  which  the  “imme- 
diately precipitating  factor”  is  usually  “a  desire  for  escape 
from  some  intolerable  situation.”'*  Instead  of  physically 
traveling  to  some  new  location,  Bartleby  remains  resolute- 
ly and  helplessly  rooted  in  the  same  place.  In  any  event, 
this  is  clearly  what  we  would  today  call  psychomotor  re- 
tardation and  loss  of  energy. 

The  narrator’s  attorney  acquaintances  begin  to  marvel 
at  this  person  who  silently  inhabits  his  office,  which  deter- 
mines him  to  actually  move  to  another  location,  abandon- 
ing Bartleby,  who,  however,  remains  in  the  hallway  to  the 
consternation  of  the  new  tenants.  The  narrator  offers  him 
money,  but  “it  dropped  upon  the  floor”  when  slipped  into 
the  scrivener’s  hand.  Even  in  his  new  office,  “for  a day  or 
two  I kept  the  door  locked,  and  started  at  every  footfall  in 
the  passage,”  suggesting  the  further  development  of  guilt 
in  the  narrator.  He  is  summoned  back  to  his  old  office  at 
the  request  of  the  new  tenants,  but  Bartleby  refuses  his 
offer  of  some  new  employment,  or  of  traveling:  “I  like  to 
be  stationary.  But  I am  not  particular.”  He  refuses  even  to 
go  home  with  the  attorney  until  something  may  be  ar- 
ranged: “. . . at  present  I would  prefer  not  to  make  any 
change  at  all,”  whereupon  the  attorney  flees:  “effectually 
dodging  every  one  by  the  suddenness  and  rapidity  of  my 
flight,  rushed  from  the  building,  ran  up  Wall  Street  to- 
wards Broadway,  and,  jumping  into  the  first  omnibus,  was 
soon  removed  from  pursuit.”  The  odd  thing  is  that  in  all 
probability,  no  one  was  chasing  him — an  instance,  then,  of 
panic  flight  arising  from  fear  and  guilt. 

The  attorney  himself  takes  a vacation  for  a few  days, 
and  learns  upon  returning  that  Bartleby  has  been  removed 
to  the  city  jail  “as  a vagrant.”  His  first  response — “At 
first  I was  indignant,  but,  at  last,  almost  approved” — is 
succeeded  by  a desire  to  visit  Bartleby  in  jail,  where  he 
finds  him  standing  and  staring  at  a wall.  Upon  hearing  his 
name  called  Bartleby  replies:  T know  you,’  he  said,  with- 
out looking  round — ; ‘and  I want  nothing  to  say  to  you.’  ” 
The  attorney  tries  to  distract  him  by  pointing  to  the  trees 
and  the  grass  growing  in  the  yard  of  the  prison,  but  Bart- 
leby responds  similarly:  “I  know  where  I am.”  Though 
the  attorney  arranges  for  Bartleby  to  have  better  food  in 
jail,  the  scrivener  refuses  to  eat,  which  continues  the  pat- 
tern of  poor  appetite,  and  now  significant  weight  loss.  At 
last  he  is  found  thus: 

Strangely  huddled  at  the  base  of  the  wall,  his  knees  drawn  up, 
and  lying  on  his  side,  his  head  touching  the  cold  stones,  1 saw  the 
wasted  Bartleby.  But  nothing  stirred.  I paused;  then  went  close 
up  to  him;  stooped  over,  and  saw  that  his  dim  eyes  were  open; 
otherwise  he  seemed  profoundly  asleep.  Something  prompted  me 
to  touch  him.  I felt  his  hand,  when  a tingling  shiver  ran  up  my 
arm  and  down  my  spine  to  my  feet. 

Bartleby  had  committed  suicide  by  starving  himself  to 
death.  Curled  up  in  a fetal  position,  still  within  the  walls 
he  could  never  escape  and  which  were  his  final  resting 
place,  his  death  becomes  known  only  through  a last  hu- 
man touch,  which  is  also  the  first  he  experiences  in  the 
story,  so  complete  is  his  isolation. 

Still  puzzled  months  later  about  the  case,  the  attorney 
describes  hearing  “a  vague  report”  that  “Bartleby  had 
been  a subordinate  clerk  in  the  Dead  Letter  Office  in 
Washington,  from  which  he  had  been  suddenly  removed 


by  a change  in  the  administration.  When  I think  over  this 
rumor,  hardly  can  I express  the  emotions  which  seize  me. 
Dead  letters!  does  it  sound  like  dead  men?”  The  attorney, 
who  commences  his  narrative  with  an  almost  priggish  self- 
satisfaction,  concludes  with  a moving  cry:  “Ah,  Bartleby! 
Ah,  humanity!”  Though  he  cannot  even  yet  comprehend 
his  clerk’s  sad  plight,  he  recognizes  that  it  is  common  to 
mankind  in  general.  He  has  perceived  Bartleby  to  be  “a 
bit  of  wreck  in  the  mid-Atlantic,”  but  there  are  many  in 
the  great  modern  metropolis  whose  fate  is  identical. 

Past  Literary  Views  of  “ Bartleby” 

The  mystery  of  the  story  has  largely  prevailed  until  to- 
day, and  has  provoked  several  scholarly  controversies.  The 
crux  is,  as  Bluestone'^  put  it:  “Melville  never  tells  us  the 
cause  of  Bartleby’s  malaise.”  Many  authors  have  strongly 
urged  the  importance  of  the  story’s  stark  and  gloomy  envi- 
ronment,"*’*  while  others  have  emphasized  Bartleby’s  in- 
nate character,  usually  as  a kind  of  Gandhian  pacifist.'^ 
Some  have  viewed  the  story  as  a parable  of  the  deadening 
aspects  of  commercial  society.''*  The  environment  versus 
character  approaches  parallel  the  reactive  versus  endoge- 
nous concepts  of  etiology.  Indeed,  this  story  is  an  excellent 
illustration  of  how  the  two  are  intimately  intertwined.  The 
attorney  believes  that  Bartleby  has  an  “organic”  illness, 
but  he  remains  unaware  of  any  possible  origin  for  this  in 
the  office  environment,  not  only  in  Bartleby,  but  in  his 
other  two  clerks  who  effectively  function  in  their  jobs  only 
a half-day  each.  While  the  attorney  closely  observes  Bart- 
leby and  tries  to  assist  him  according  to  his  lights,  includ- 
ing the  hope  that  the  whole  problem  may  be  merely  some 
sort  of  “eye-strain,”  he  remains  mystified.  Marcus'^  has 
suggested  that  Bartleby  is  a psychological  “double”  for 
the  attorney,  partially  representing  a “subliminal  death 
drive  within  him.”  In  any  event,  it  is  clear  that  the  rela- 
tionship between  the  attorney  and  his  clerk  takes  on  over- 
tones of  a fateful,  decisive  encounter  in  which  deep  issues 
of  human  morality  are  explored. 

In  a letter  to  his  friend  Nathaniel  Hawthorne,  Melville 
proclaimed:  “With  no  son  of  man  do  I stand  upon  any 
etiquette  or  ceremony,  except  the  Christian  ones  of  chari- 
ty and  honesty.”'^  The  attorney  tries  to  hold  to  such  a 
standard  also:  “Mere  self-interest,  then,  if  no  better  mo- 
tive can  be  enlisted,  should,  especially  with  high-tempered 
men,  prompt  all  beings  to  charity  and  philanthropy.”  The 
irony  is  that  unlike  his  creator,  the  attorney  can  take  this 
only  so  far,  and  no  further.  As  Stein has  argued,  the 
sense  of  charity  as  social  love  which  we  find  in  the  New 
Testament  has  become  a dead  letter  in  modern  society. 
Indeed,  it  is  the  very  conventions  of  society  itself  which 
prevent  kindness  from  prevailing.  “Mere  self-interest” 
cannot  suffice  to  sustain  life. 

Past  Psychological  Perspectives  on 
“Bartleby” 

Starting  in  the  late  1940s,  psychologically  minded  crit- 
ics began  to  use  the  term  “schizophrenic”  in  trying  to  ex- 
plain Bartleby’s  character. For  the  last  30  years  this 
diagnosis  has  prevailed. A recent  study  by  a psychia- 
trist linked  Bartleby  with  the  patients  described  in  Kahl- 
baum’s  CatatoniaP  The  pertinence  of  Burton’s  Anatomy 
of  Melancholy  has  also  been  suggested,  because  it  was  a 
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classic  literary  discussion  of  depressive-type  maladies, 
and  we  know  that  Melville  had  a copy  in  his  library.^  In 
addition,  Bartleby  has  been  viewed  as  agoraphobic,^'*,  au- 
tistic,2^’2^  and  as  having  some  form  of  eating  disorder. 
Another  study  by  Henry  Murray,^^  a physician,  reviewed 
the  welter  of  emergent  diagnoses  and  proposed  a unique 
solution: 

Bartleby  is  unprecedented,  an  invention  of  Melville’s  creative 
spirit,  the  author’s  gift  to  psychology,  a mythic  figure  who  de- 
serves a category  in  his  own  name.  I see  the  scrivener  as  a com- 
posite of  several  very  human  dispositions ...  I will  end  by  credit- 
ing Mr  Melville  with  the  discovery  of  the  Bartleby  complex. 

However,  short  of  naming  an  entirely  new  complex  after 
him,  it  may  be  useful  to  reconsider  the  powerfully  realistic 
details  of  this  story,  and  a symbolic  content  so  minutely 
elaborated  as  to  resemble  an  actual  “case  history,”  to  see 
if  current  diagnostic  criteria  can  be  of  any  help  in  compre- 
hending the  scrivener  and  his  plight.  Of  course,  it  is  impor- 
tant to  bear  in  mind  that  even  though  Melville  based  his 
story  on  real  people  he  knew  well,  this  is  a work  of  fiction, 
and  thus  may  not  easily  fit  preconceived  categorizations. 

From  a psychological  standpoint,  the  story  presents  a 
number  of  instructive  dilemmas,  especially  concerning 
problems  of  diagnosis.  These  are  closely  connected  to  an- 
swering the  persistent  question;  What  is  the  cause  of  Bart- 
leby’s  problem?  For  the  past  35  years,  Bartleby  has  been 
viewed  by  the  critics  as  a schizophrenic.  While  Bartleby 
certainly  demonstrates  a number  of  symptoms  in  common 
with  the  patients  Kahlbaum  discussed  in  his  classic  work 
on  catatonia,  such  a diagnosis  would  not  be  tenable  ac- 
cording to  our  present  diagnostic  criteria.  Most  signifi- 
cant, he  shows  no  evidence  of  delusions,  hallucinations,  or 
other  severe  thought  impairments  which  are  practically  a 
sine  qua  non  of  schizophrenia  today.  Indeed,  he  repeated- 
ly asserts  his  cognitive  abilities:  “I  know  where  I am,”  “I 
know  who  you  are,”  and  so  on.  It  was  not  only  literary 
critics  who  were  drawn  into  making  a diagnosis  of  schizo- 
phrenia; physicians  themselves  during  the  same  time  fre- 
quently resorted  to  this  diagnosis  for  their  patients,  and 
the  great  decrease  in  the  incidence  of  such  diagnoses  is 
surely  one  of  the  most  dramatic  changes  in  psychiatry 
during  the  last  ten  to  1 5 years, though  a significant  num- 
ber of  psychiatrists  have  continued  to  use  the  term  in  an 
unsystematic  fashion.^'  In  addition,  we  may  note  that  the 
time  frame  of  Melville’s  story  is  in  the  range  of  at  most 
several  weeks,  instead  of  the  long  term  trajectory  of 
schizophrenia. 

DSM-III-R  Diagnosis 

The  revised  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  (DSM-III-R)^^  is  the  most  recent  edi- 
tion of  the  diagnostic  “bible”  of  psychiatry.  This  text  pro- 
vides rigorous  criteria  for  psychiatric  diagnoses  of  acute 
and  chronic  psychopathology.  As  in  the  previous  edition, 
psychiatric  problems  can  be  categorized  on  five  axes  (ie, 
I-V.  Axis  I is  used  for  clinical  syndromes  and  “V  Codes,” 
which  are  “conditions  not  attributable  to  a mental  disor- 
der that  are  a focus  of  attention  on  treatment”  (eg,  aca- 
demic and  marital  problems).  Axis  II  is  used  for  develop- 
mental and  personality  disorders.  Physical  disorders  and 
conditions  are  listed  on  Axis  III,  while  Axis  IV  is  available 


for  listing  the  severity  of  psychosocial  stressors,  ranging 
from  one  (none)  to  six  (catastrophic).  The  Global  Assess- 
ment of  Functioning  Scale  (GAF)  is  included  on  Axis  V. 
On  this  axis,  the  clinician  has  the  option  of  rating  patients’ 
functioning  from  one  (persistent  danger  of  hurting  self)  to 
90  (absent  or  minimal  symptoms).  No  previous  writers 
have  applied  DSM-III-R  criteria  to  diagnose  Bartleby’s 
condition. 

Using  DSM-III-R  criteria,  it  can  be  concluded  that 
Bartleby’s  Axis  I diagnosis  was  major  depression.  While 
retaining  his  orientation  to  time,  place,  and  person  and 
other  cognitive  abilities,  he  gradually  slips  into  moods  of 
silence,  poor  appetite,  psychomotor  retardation,  loss  of  en- 
ergy, loss  of  interest  and  pleasure  in  usual  activities, 
slowed  thinking,  decreased  appetite,  and  ultimately  sui- 
cide by  starvation  at  the  end.  Melville  provides  no  evi- 
dence as  to  Bartleby’s  sleep  patterns,  nor  does  Bartleby 
overtly  express  feelings  of  selfireproach  or  worthlessness, 
but  otherwise  he  presents  all  the  symptoms  of  major  de- 
pression.^^ Agoraphobia  is  difficult  to  accept  also,  since 
Bartleby  has  no  evident  fear  of  leaving  the  office;  he  only 
“prefers  not  to,”  an  assertion  of  will  power  repeated  time 
and  time  again. 

There  is  some  possibility  that  Bartleby  had  an  Axis  II 
Schizoid  Personality  Disorder,  as  he  had  no  apparent 
friends,  did  not  socialize,  did  not  demonstrate  a variety  of 
emotions,  etc.  But  at  the  same  time  it  must  be  acknowl- 
edged that  we  have  no  evidence  of  his  life  while  an  employ- 
ee of  the  Dead  Letter  Office.  That  is,  there  is  insufficient 
information  regarding  the  onset  or  history  of  his  psychiat- 
ric dysfunction.  The  main  features  of  Bartleby’s  physical 
condition  are  pronounced  bodily  thinness  and  dullness  of 
his  eyes  (Axis  III).  On  Axis  IV,  psychological  stressors  in 
Bartleby’s  life  might  be  rated  a three  (moderate),  consid- 
ering his  previous  loss  of  employment,  overwork  in  his  new 
position,  homelessness,  and  social  isolation.  And  finally, 
on  Axis  V,  Bartleby’s  functioning  early  in  the  story  might 
be  rated  high  (ie,  70s  or  80s),  deteriorating  to  single  digit 
ratings  by  the  end  of  the  story  with  his  ultimate  suicide. 

Of  course,  we  are  dealing  here  with  a fictional  charac- 
ter, the  creation  of  Melville’s  imagination,  rather  than 
with  a real  person;  therefore  any  attempt  to  provide  a con- 
clusive diagnosis  must  be  speculative.  From  a review  of 
the  critical  literature,  it  is  apparent  that  each  generation 
brings  its  own  preoccupations  to  the  interpretation  of  this 
story,  and  that  each  individual  reader  will  find  it  a consid- 
erable challenge  no  matter  what  conceptual  tools  he  em- 
ploys. That  Melville  has  provided  us  with  such  a rich  and 
problematic  narrative  is  a tribute  to  the  enduring  power  of 
his  creative  achievement. 

Conclusions 

The  contemporary  pertinence  of  this  story  is  suggested 
by  a recent  newspaper  account  of  a homeless  vagrant  in 
New  York  City  who  was  once  a promising  law  school 
graduate  but  who,  upon  failing  his  bar  examination,  gravi- 
tated toward  a life  on  the  street  where  he  repeatedly  re- 
fused treatment  or  assistance  even  from  close  friends. 
Thus  the  social  conditions  and  emotional  problems  which 
Herman  Melville  described  in  1853  are  very  much  a part 
of  our  current  social  and  clinical  situation. 

From  a current  clinical  perspective  some  lessons  can  be 
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learned  from  Bartleby.  The  attorney’s  attempt  to  under- 
stand and  aid  his  clerk  parallels  that  of  the  physician  who 
must  treat  a “difficult”  patient,  and  many  of  the  special 
problems  of  that  therapeutic  situation  are  illuminated  in 
Melville’s  story.  The  attorney  well  illustrates  the  social 
role  of  the  professional,  who  holds  to  “higher  standards” 
than  society  in  general,  yet  this  same  position  places  cer- 
tain burdens  on  him  which  can  be  quite  challenging  to 
face,  let  alone  solve.  Certainly  the  story  urges  the  impor- 
tance of  searching  beyond  surface  “symptoms”  to  the 
subtle  ways  in  which  patients  are  connected  to  larger 
problems  of  society  such  as  alienation  and  poverty.  Fur- 
thermore, like  the  physician,  the  attorney  wishes  to  serve  a 
therapeutic  purpose  to  Bartleby,  who  is  an  unwilling  pa- 
tient. Also,  like  the  physician,  in  the  end  the  attorney  must 
accept  that  his  patient  has  the  final  say  in  his  own  decision 
to  live  or  die. 
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History  of  medicine  archives  in  New  York  State 


Kathleen  S.  Andersen,  Daniel  M.  Fox 


Because  so  much  history  of  medicine  has  been  made  in 
New  York  for  three  centuries,  the  state’s  institutions  are 
rich  repositories  of  primary  sources;  of,  for  example,  let- 
ters, diaries,  patient  records,  official  documents,  photo- 
graphs, and  equipment.  These  primary  sources  have  been 
used  by  historians  of  medicine  from  all  over  the  United 
States  and  from  abroad  as  the  basis  for  articles  and  mono- 
graphs. 

This  description  of  archival  resources  in  the  history  of 
medicine  in  New  York  State  is  a joint  effort  of  the  author- 
compilers  and  the  medical  archives  members  of  the  Archi- 
vists Round  Table  of  Metropolitan  New  York.  The  work 
was  undertaken  as  one  of  several  medical  activities  in  con- 
junction with  New  York  Archives  Week  1989. 

This  description  of  archival  resources  is  intended  both 
to  guide  and  inspire.  It  should  guide  physicians  and  others 
interested  in  particular  questions  about  the  history  of 
medicine  to  new  evidence.  Some  of  the  evidence  bears  on 
important  local  events;  for  instance,  what  happened  in  the 
past  in  particular  medical  societies  or  hospitals.  But  the 
evidence  in  the  state’s  archives  can  also  help  scholars  to 
explore  events  of  national  and  international  significance. 
Such  events  include  research  findings  that  have  led  to  ad- 
vances in  prevention  and  treatment,  the  founding  and  ma- 
turing of  great  institutions  to  provide  education  and  care, 
and  the  participation  of  New  Yorkers  in  important  deci- 
sions about  the  course  of  medicine  and  science. 

These  archival  resources  should  also  inspire  physicians 
and  other  interested  persons  to  explore  the  history  of 
medicine  in  New  York  State.  The  records  of  great  events 
and  splendid  careers  are  close  at  hand.  The  archivists  who 
manage  these  resources  are  eager  to  make  them  available 
to  people  who  want  to  write  history,  to  experience  the  past 
at  first  hand,  or  to  reclaim  a part  of  their  lives  or  the  col- 
lective life  of  an  institution  with  which  they  are  closely 
.associated. 

The  descriptions  that  follow  can  be  read  in  several  ways. 
Some  readers  will  skim  them  looking  for  records  in  which 
they  are  particularly  interested.  Others  will  scan  them 
looking  for  names  that  spark  particular  interests.  Still  oth- 
ers will  read  them  as  one  reads  a catalog  of  a museum  or 
an  auction  house — as  an  exercise  to  stimulate  the  imagi- 
nation, a prelude  to  further  action. 

The  materials  in  the  archives  described  below  are  vital 


From  the  Center  for  Assessing  Health  Services,  State  University  of  New  York  at 
Stony  Brook,  Stony  Brook.  NY. 

Address  correspondence  to  Ms  Andersen,  Associate  Director,  Center  for  Assess- 
ing Health  Services,  State  University  of  New  York  Health  Science  Center  at  Stony 
Brook,  Stony  Brook,  NY  11794-8400. 


connections  to  our  past.  They  are  better,  because  truer, 
than  memory.  They  are  vital  to  the  future  of  medicine  in 
New  York  because  they  are  the  surviving  records  of  the 
achievements,  the  failures,  the  joy  and  the  anger  of  those 
who  preceded  us  in  making  history. 

The  archives  are  described  in  alphabetical  order,  as  fol- 
lows: 

1 . Archives  of  Albany  Medical  Center 

2.  Bellevue  Hospital  Center  Archives 

3.  Beth  Israel  Medical  Center  Archives 

4.  The  Brooklyn  Hospital-Caledonian  Hospital  Ar- 
chive 

5.  Columbia  University 

Augustus  C.  Long  Health  Sciences  Library 

6.  Cornell  University 

Department  of  Manuscripts  and  University  Ar- 
chives 

Olin  Library 

7.  Archive  of  the  Long  Island  Jewish  Medical  Cen- 
ter 

8.  Medical  Society  of  the  State  of  New  York  Ar- 
chives 

9.  Memorial  Sloan-Kettering  Cancer  Center  Ar- 
chives 

10.  Montefiore  Medical  Center  Archives 

1 1 . The  Archives  of  the  Mount  Sinai  Medical  Center 

12.  Special  Collections 

New  York  Academy  of  Medicine 

13.  New  York  City  Municipal  Archives 

14.  Medical  Archives,  New  York  Hospital-Cornell 
University  Medical  College 

15.  New  York  Hospital-Cornell  Psychiatry  Depart- 
ment 

Archives  of  Psychiatry 

16.  New  York  Medical  College  Archive 

17.  Russell  S.  Hibbs  Memorial  Library 
New  York  Orthopedic  Hospital 

18.  The  New  York  Public  Library 

Rare  Books  and  Manuscripts  Division 

19.  New  York  State  Archives 

20.  New  York  State  Library 

21.  New  York  University  College  of  Dentistry  Ar- 
chives 

22.  New  York  University  Medical  Center  Archives 
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23.  The  Rockefeller  Archive  Center 

24.  The  Medical  Research  Library 
Health  Science  Center 

State  University  of  New  York  at  Brooklyn 

25.  Robert  L.  Brown  History  of  Medicine  Collection 
Health  Sciences  Library 

State  University  of  New  York  at  Buffalo 

26.  Slide  Archive  of  Historical  Medical  Photographs 
Health  Sciences  Center 

State  University  of  New  York  at  Stony  Brook 

27.  State  University  of  New  York  Health  Science 
Center  at  Syracuse 

Library  Archives 

28.  Museum  and  Library  of  the  Suffolk  Academy  of 
Medicine 

29.  Special  Collections 
Milbank  Memorial  Library 
Teachers  College 
Columbia  University 

30.  Edward  G.  Miner  Library 
History  of  Medicine  Section 
University  of  Rochester 


1 . Archives  of  Albany  Medical  Center 

47  New  Scotland  Ave 
Albany,  NY  12208 
(518)  445-5197 
(518)  445-5810 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Rue  Moore,  Canon 
Open  to  anyone 
Mon-Fri:  8:00  AM-1 1:30  AM 
Appointment  preferred 

Telephone  reference  service  is  limited;  letter  pre- 
ferred 

No  published  finding  aids 
By  staff,  at  cost 


which  includes  documents  and  photographs  from  the  Bellevue 
Nursing  School  (1872-1972),  the  first  nursing  school  in  this 
country  based  on  Florence  Nightingale’s  precepts.  Medical 
board  minutes  (1848-present),  board  minutes  of  Bellevue  and 
allied  hospitals  (1901-1929),  old  medical  volumes,  and  patho- 
logical reports  of  the  medical  examiner’s  office  (1904-present). 
Numerous  photographs  and  some  lantern  slides  of  the  buildings, 
scenes  from  surgery,  and  other  hospital  activities.  A few  instru- 
ments and  pieces  of  medical  equipment.  Original  documents 
date  from  1 848  to  the  present;  photocopies  of  documents  from  as 
early  as  1798.  Most  of  the  collection  is  from  1870  to  1935. 

3.  Beth  Israel  Medical  Center  Archives 

First  Avenue  at  16th  St 
New  York,  NY  10003 
(212)  598-6007 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Deborah  Tadevich,  Archivist 

Open  to  the  public 

Mon,  Wed,  Fri:  9:30  AM-3:30  PM 

Appointment  required  for  researchers  outside 

the  institution 

Telephone  reference  service  available 
No  catalog,  but  Ms  Tadevich  is  available  to  assist 
in  finding  items. 

Staff  makes  copies,  no  charge. 


Institutional  records  and  minutes  of  the  Board  of  Directors  from 
1889  to  the  present.  Minutes  from  1889  to  1891  are  in  Yiddish. 
Records  of  the  nursing  school  ( 1 904- 1 920s) . Reports  of  medical 
research,  including  physicians’  papers  (1950s-present).  A few 
recent  oral  histories.  Records  of  the  Bernstein  Institute  for  Alco- 
hol and  Drug  Dependency,  the  largest  substance  abuse  treat- 
ment center  in  the  world  (1964-present).  Newspaper  clippings 
from  1907  to  1915,  which  include  descriptions  of  early  surgical 
methods  in  New  York  City.  Letters  from  physicians  in  the  field 
in  World  War  I to  the  hospital  director.  Extensive  photographic 
and  archival  material  documenting  the  institution’s  involvement 
in  the  implementation  of  the  Medicare  and  Medicaid  programs. 
Large  collection  of  photographs  (1900  to  1950s  and  1960s). 


Papers  of  the  faculty  and  institutional  records  of  Albany  Medi- 
cal College,  1839-present.  Records  of  Albany  Medical  Center 
Hospital  1849-present,  including  minutes  of  the  Hospital  Board 
of  Governors.  Records  of  the  Albany  Medical  College  also  in- 
clude scrapbooks,  alumni  files,  and  student  theses,  1839  to  1891 
(on  microfiche).  Photographic  collection  (l'/2  file  drawers).  A 
few  oral  histories,  a few  paintings,  and  a collection  of  old  medical 
instruments  and  equipment. 

2.  Bellevue  Hospital  Center  Archives 

467  1st  Avenue  (27th  St) 

Rooms  C & D 740 
New  York,  NY  10016 
(212)  561-3920 


4.  The  Brooklyn  Hospital-Caledonian 
Hospital  Archive 

121  DeKalb  Ave 
Brooklyn,  NY  11201 
(718)  403-6943  or  6944 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Roy  Brayton,  Archivist 

Open  to  hospital  staff  and  qualified  researchers 

Mon-Fri:  9:00  AM-5:00  PM 

By  appointment  only 

Telephone  reference  service  available 

Some  materials  in  RLIN;  catalog  available 

Staff  makes  copies  of  some  material. 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Lorinda  Klein,  Assistant  Director,  Public  Affairs 

Open  to  anyone 

Mon-Fri:  10:00  AM-6:00  PM 

By  appointment  only 

Telephone  reference  service  available 

No  published  finding  aids  or  on-line  systems 

Staff  makes  copies,  no  charge. 


Centerpiece  of  the  archives  is  the  Board  of  Managers  collection. 


Records  of  the  Brooklyn  Hospital-Caledonian  Hospital  and  the 
institutions  absorbed  by  it,  including  Board  of  Trustees  minutes, 
correspondence,  annual  reports,  and  other  items  of  historical 
and  antiquarian  interest  ( 1 845-present).  Fairly  complete  record 
of  The  Brooklyn  Hospital  from  1 845;  most  complete  record  from 
1986  to  the  present.  Collection  includes  records  of  the  Brooklyn 
Thoracic  Hospital  (1881-1956),  providing  a good  source  of  in- 
formation about  the  history  of  a tuberculosis  hospital.  Photo- 
graphs. 

Size:  75  linear  feet. 
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5.  Augustus  C.  Long  Health  Sciences 
Library  of  Columbia  University 

701  West  168th  Street 
New  York,  NY  10032 
(212)  305-7931 


Hours 


Finding  aids 
Photocopy 


Tues:  9:00  AM-5:00  PM 
By  appointment  only 
No  telephone  reference  service 
No  finding  aids  available 
Staff  makes  copies,  charge  varies. 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Barbara  Paulson,  Librarian 
Open  to  qualified  researchers 
Mon-Fri:  9:00  am-5:00  pm 
Appointment  is  strongly  recommended 
Telephone  reference  service  available 
No  published  finding  aids;  some  in-house  aids 
Yes,  depending  on  condition  of  the  materials  to 
be  copied;  staff  makes  copies  for  a $5.00  service 
charge  plus  50^/page. 


The  archives  are  part  of  the  Health  Sciences  Library  and  include 
materials  on  the  history  of  medicine  and  the  history  of  Colum- 
bia-Presbyterian  Medical  Center  and  affiliated  institutions 
(1770-present,  majority  of  the  materials  from  1920  to  1965). 
Collection  includes  institutional  documents,  manuscripts  and 
private  papers,  photographs  and  films,  instruments  and  equip- 
ment. The  large  rare  book  collection  is  especially  useful  for  the 
study  of  the  history  of  medicine  in  the  15th- 19th  centuries  and 
for  study  of  medical  illustration. 

Size:  archival  materials,  50  linear  feet;  manuscripts,  300  lin- 
ear feet;  rare  books,  15,000  volumes. 


6.  Department  of  Manuscripts  and 
University  Archives 
Olin  Library  of  Cornell  University 

101  Olin  Library 
Cornell  University 
Ithaca,  NY  14853 
(607)  255-3530 

Thomas  Hickerson,  Assistant  Director 
Open  to  the  public 

Mon-Fri:  8:00  am-5:00  pm;  Sat:  9:00  am-1:00 
PM 

Telephone  reference  service  available 
In  addition  to  other  published  finding  aids,  there 
are  documentation  newsletters  published  by  the 
archive  that  describe  the  various  collections,  in- 
cluding those  in  medicine  and  health  care.  Col- 
lections are  included  in  RLIN. 

Staff  makes  copies.  Charges  vary  depending  on 
the  type  of  document  and  number  of  copies  re- 
quested. 

Included  in  the  archives  are  100  collections  related  to  the  history 
of  medicine,  hospitals,  health  planning,  and  nursing.  The  ar- 
chives include  the  private  papers  of  physicians  in  New  York 
State  and  the  papers  of  a number  of  county  medical  societies  and 
the  Medical  Society  of  the  State  of  New  York. 

7.  Archive  of  the  Long  Island  Jewish 
Medical  Center 

Administration  Building 
400  Lakeville  Rd 
New  Hyde  Park,  NY  11042 
(718)  470-8659 

Inquiries  to  Silvia  Bakst,  Director  of  Archives 
Access  Open  to  qualified  researchers 


Inquiries  to 

Access 

Hours 

Finding  aids 


Photocopy 


Material  documenting  the  planning,  founding,  and  history  of  the 
Long  Island  Jewish  Medical  Center  (founded  1954)  and  the 
Schneider  Children’s  Hospital  (1971).  Records  of  Hillside  Hos- 
pital (1932),  LIJ’s  psychiatric  division,  including  planning  docu- 
ments from  the  1920s.  Papers  of  Dr  Gene  Rosenfeld,  first  ad- 
ministrator. Institutional  records  and  press  clippings  from  1950 
to  the  present.  A few  manuscripts  or  private  papers.  Films  docu- 
menting the  construction  of  the  facility  and  dedication  ceremo- 
nies. Newspaper  clippings  and  photographs  of  major  news 
events,  personalities,  and  activities  from  1954  to  the  present. 
About  60  oral  histories  of  members  of  the  board  of  directors, 
chairs  of  the  clinical  departments,  other  physicians,  and  staff. 

8.  Medical  Society  of  the  State  of 
New  York 

420  Lakeville  Rd 
Lake  Success,  NY  11042 
(516)  488-6100 


Inquiries  to 
Access 


Hours 


Finding  aids 
Photocopy 


Ella  Abney,  Librarian 

Open  to  qualified  researchers  approved  by  the 
President,  Chairman  of  the  Board  of  Trustees,  or 
the  Executive  Vice-President  of  the  Society 
See  above  entry  for  the  Department  of  Manu- 
scripts and  University  Archives,  Olin  Library  of 
Cornell  University 


The  older  archives  of  the  Medical  Society  of  the  State  of  New 
York  are  on  deposit  at  the  Olin  Library  of  Cornell  University  in 
Ithaca,  New  York.  These  archives  include  minutes  of  meetings 
and  agendas  of  the  Council  (1934-1973),  records  of  annual 
meetings  of  the  House  of  Delegates  (1931-1971),  minutes  of 
meetings  of  Trustees  (1941-1965),  President’s  files  (correspon- 
dence of  Norman  S.  Moore,  MD,  1960-1961),  membership  re- 
cords (1945-1959). 

Publications  include  the  New  York  State  Journal  of  Medi- 
cine, 1910-1972,  Transactions  of  the  Medical  Society  of  the 
State  of  New  York,  1807-1903,  The  Reflex,  1966-1967,  news- 
letters, journals,  and  other  printed  records,  subject  files,  com- 
mittee files,  biographical  sketches,  and  photographs.  Post- 1973 
materials  are  on  file  at  the  Society’s  headquarters  in  Lake  Suc- 
cess, New  York.  Complete  holdings  for  the  Transactions  of  the 
Medical  Society  of  the  State  of  New  York  and  for  the  New  York 
State  Journal  of  Medicine  are  housed  in  the  Society’s  Albion  O. 
Bernstein  Library  at  Lake  Success. 


9.  Memorial  Sloan-Kettering  Cancer 
Center  Archives 

1275  York  Ave 
New  York,  NY  10021 
(Entrance  at  430  East  67th  St) 

(212)  639-8487 

Inquiries  to  Jeanne  Becker,  Director  of  Library  Services 
Access  Open  to  all  qualified  researchers;  access  to  some 

records  is  restricted 

Hours  Mon-Fri:  9:00  AM-5:00  PM 
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By  appointment  only.  Records  are  located  at  the 
Rockefeller  Archive  Center,  North  Tarrytown, 
NY.  Researchers  must  contact  Ms  Becker  for 
permission  to  access  the  Archives  at  the  Rocke- 
feller Archive  Center. 

Telephone  reference  service  available 
Finding  aids  No  published  finding  aids  or  on-line  systems 
Photocopy  Available  upon  request.  Library  staff  or  Rocke- 
feller Archive  Center  staff  make  copies  at  charge 
of  100  per  copy  (library)  or  200  per  copy  (Rocke- 
feller Archive  Center). 

The  collection  includes  the  records  of  Memorial  Sloan-Kettering 
Cancer  Center,  Sloan-Kettering  Institute,  and  Memorial  Hospi- 
tal for  Cancer  and  Allied  Diseases  (1884-1989).  Materials  from 
the  1940s  and  1950s  predominate.  In  addition  to  institutional 
records,  the  collection  includes  manuscripts  or  private  papers, 
photographs,  rare  books,  oral  history,  medical  instruments,  and 
equipment. 

Size:  455  cubic  feet. 


10.  Montefiore  Medical  Center  Archives 

1 1 1 East  210th  St 
Bronx,  NY  10467 
(212)  920-6149 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


May  Manheimer,  Archivist 
Open  to  qualified  researchers 
Mon-Tues:  9:00  AM-5:00  PM 
By  appointment  only 
Telephone  reference  service  available 
No  published  finding  aids;  catalog  is  being  pre- 
pared 

Researchers  may  make  copies  on  library’s  photo- 
copy machine  at  charge  of  100  per  page. 


Institutional  records  of  the  Montefiore  Medical  Center  and  af- 
filiated institutions.  Most  valuable  period  is  1884-1950.  Patient 
records  (1917-present),  which  include  detailed  information  on 
the  background  and  behavior  of  patients  in  the  Home  for  Chron- 
ic Invalids.  Minutes  of  the  Board  of  Trustees  and  its  Executive 
Committee  (1884  present).  Annual  reports  from  1884  to  1934; 
intermittent  reports  in  subsequent  years.  Minutes  for  the  medi- 
cal board  (1893-1918).  Newsletter,  The  Montefiore  Echo,  edit- 
ed by  patients  from  1915  to  1928.  Autopsy  reports  from  1913. 
Professional  papers  published  by  staff  (1917-present).  Photo- 
graphs from  1 889  to  present.  Tape  recorded  interviews  with  phy- 
sicians, administrators,  nurses,  patients,  and  social  workers. 
Newspaper  clippings. 

Size:  archival  materials,  234  linear  feet;  photographs,  73  lin- 
ear feet. 


1 1 . The  Archives  of  the  Mount  Sinai 
Medical  Center 

Box  1013 

Mount  Sinai  Medical  Center 
1 Gustave  L.  Levy  PI 
New  York,  NY  10029-6574 
(212)  241-7239 

Inquiries  to  Barbara  Niss,  Archivist 

Access  Open  to  the  public;  restricted  access  to  certain 

collections 

Hours  Mon-Fri:  9:00  AM-5:00  PM 

By  appointment  only 


Telephone  reference  service  available 
Finding  aids  No  published  or  on-line  aids;  in-house  catalog 
and  guides  available 

Photocopy  Staff  makes  copies  at  charge  of  100  per  page. 


Administrative  and  historical  records  of  the  Mount  Sinai  Hospi- 
tal, Mount  Sinai  School  of  Medicine  of  the  City  University  of 
New  York,  Mount  Sinai  School  of  Nursing,  Neustadter  Conva- 
lescent Center,  and  the  Mount  Sinai  Medical  Center  from  1852 
to  the  present  (most  materials  from  1950  to  present).  Private 
papers:  Charlotte  Friend,  PhD;  Hans  Popper,  md,  PhD,  and  Hor- 
ace Hodes,  MD.  Films  and  photographs.  Instruments  and  equip- 
ment that  were  developed  either  at  Mount  Sinai  or  by  Mount 
Sinai  staff.  Large  oral  history  collection  started  in  the  1 960s  con- 
taining information  particularly  rich  for  the  study  of  the  gradu- 
ate medical  education  experience  in  the  early  decades  of  this 
century,  the  description  of  Crohn’s  disease,  and  the  history  of 
surgery  at  Mount  Sinai. 

Size:  450  linear  feet. 


12.  Special  Collections,  New  York 
Academy  of  Medicine 

2 East  103rd  St 
New  York,  NY  10029 
(212)  876-8200 


Inquiries  to 

Access 

Hours 


Finding  aids 


Photocopy 


Florie  Berger,  Head,  Special  Collections 
Open  to  qualified  researchers 
Mon-Fri,  9:00  am-5:00  pm 
By  appointment  only 
Telephone  reference  service  available 
Subject  Catalog  of  the  New  York  Academy  of 
Medicine  (G.  K.  Hall:  1969,  Supplement  1974); 
Author  Catalog  of  the  New  York  Academy  of 
Medicine  (G.  K.  Hall:  1969,  Supplement  1974); 
Illustration  Catalog  of  the  New  York  Academy 
of  Medicine  (G.  K.  Hall:  1976). 

Copy  service  is  available.  Hours  and  fees  vary. 
Call  for  specific  information. 


Records  of  the  New  York  Academy  of  Medicine  and  other  insti- 
tutions and  societies  (1847-present),  including  the  Medical  So- 
ciety of  the  County  of  New  York,  the  Health  and  Hospital  Plan- 
ning Council  of  Southern  New  York,  the  American  Hungarian 
Medical  Association,  and  the  Rudolf  Virchow  Medical  Society 
of  the  City  of  New  York.  Late  19th  and  early  20th  century  mate- 
rials predominate.  The  collection  also  includes  manuscripts  or 
private  papers  of  individuals,  including  the  Michael  M.  Davis 
Collection,  and  also  photographs. 

Size:  2,388  linear  feet. 


13.  New  York  City  Municipal  Archives 

31  Chambers  St 
New  York,  NY  10007 
(212)  566-5292 


Inquiries  to 

Access 

Hours 

Finding  aids 

Photocopy 


Kenneth  Cobb,  Deputy  Director 

Open  to  the  public 

Mon-Fri,  9:00  AM-4:30  PM 

Limited  telephone  reference  service  available 

No  published  finding  aids  or  on-line  systems  but 

finding  aids  are  available. 

Reader  makes  copies  at  charge  of  150  per  page. 


Collection  consists  of  municipal  government  records  of  New 
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York  City.  Those  pertinent  to  the  history  of  medicine  and  health 
care  include  the  Almshouse  Collection  (mostly  late  19th  centu- 
ry) and  the  minutes  of  the  Board  of  Health.  The  Almshouse  Col- 
lection contains  the  records  of  institutions  on  Blackwell’s  Island 
(now  Roosevelt  Island) — detailed  admission,  discharge,  census, 
and  housekeeping  records  (beginning  1758)  for  the  almshouse, 
city  home,  and  hospitals  located  on  Blackwell’s  Island.  Health 
Department  records  include  the  minutes  of  the  Board  of  Health 
from  1732  to  1960s.  Mayors’  papers  contain  all  correspondence 
between  mayor’s  office  and  other  municipal  agencies.  Photo- 
graphs from  the  Department  of  Public  Charities/Department  of 
Hospitals  (c.  1900).  Photographs  from  the  Health  Department 
have  not  yet  been  cataloged.  Films  from  television  station 
WNYC. 

Size:  1,300  cubic  feet. 


14.  Medical  Archives,  New  York  Hospital- 
CoRNELL  Medical  Center 
. 1300  York  Ave 

New  York,  NY  10021 
(212)  746-6072 


Inquiries  to 
Access 

Hours 


Finding  aids 


Photocopy 


Adele  A.  Lerner,  Archivist 

Open  to  qualified  researchers;  access  to  certain 

collections  is  restricted. 

Mon-Fri,  9:00  AM-5:00  PM 
Prior  phone  call  requested 
Telephone  reference  service  available  for  short 
questions.  Usually  a written  request  is  needed  as 
follow-up  to  a telephone  request. 

An  Introduction  to  the  Medical  Archives,  New 
York  Hospital-Cornell  Medical  Center  (No- 
vember 1976,  Adele  A.  Lerner).  The  archives  are 
also  listed  in  the  Historical  Documents  Inventory 
and  many  finding  aids  and  databases,  including 
RLIN. 

Available  on  premises. 


The  Archives  of  the  New  York  Hospital-Cornell  Medical  Center 
is  the  repository  for  the  official  records  of  the  following  institu- 
tions and  associations:  The  New  York  Hospital-Cornell  Medical 
Center,  1927-present;  The  Society  of  the  New  York  Hospital, 
1771 -present;  Cornell  University  Medical  College,  1898- 
present;  Cornell  University  Graduate  School  of  Medical  Sci- 
ences, 1952-present;  Cornell  University-New  York  Hospital 
School  of  Nursing,  1877-1979;  The  Society  of  the  Lying-In 
Hospital  of  the  City  of  New  York,  1799-present;  Manhattan 
Maternity  and  Dispensary,  1905-1939;  Nursery  for  the  Chil- 
dren of  Poor  Women  and  Nursery  and  Child’s  Hospital,  1854- 
1910;  New  York  Infant  Asylum,  1865-1910;  New  York  Nurs- 
ery and  Child’s  Hospital,  1910-1947;  New  York  Asylum  for  Ly- 
ing-In Women,  1823-1899;  The  American  Medical  Women’s 
Association,  1915-present;  The  Women’s  Medical  Association 
of  New  York  City,  1902-present. 

In  addition,  the  Archives  collects  the  personal  papers  of  people 
of  note  connected  with  the  Medical  Center,  such  as  Drs  George 
N.  Papanicolaou;  Vincent  du  Vigneaud,  the  1955  Nobel  Laure- 
ate in  Chemistry;  Connie  M.  Guion;  George  J.  Heuer;  and 
Walsh  McDermott. 

The  approximately  4,600  linear  feet  of  records  and  manu- 
script collections  date  back  to  1771.  The  Archives  also  has  a 
photograph  and  print  collection  with  over  20,000  items,  archi- 
tectural plans,  films  and  tapes,  oral  histories,  and  over  500  an- 
tique medical  instruments,  many  from  the  Reichert  Collection 
of  Diagnostic  Instruments.  The  records  of  the  Archives  include 
medical  case  histories  from  the  New  York  Hospital,  1808-1932 


(192  linear  feet),  and  the  Lying-in  Hospital,  1891-1932  (103 
linear  feet),  and  other  patient  related  records. 


15.  New  York  Hospital-Cornell 
Psychiatry  Department,  Archives  of 
Psychiatry,  History  of  Psychiatry  Section 

525  East  68th  St 
New  York,  NY  10021 
(212)  746-3726 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Dr  Eric  T.  Carlson,  Director 
Open  to  qualified  researchers 
By  appointment  only 

Telephone  reference  service  available  for  brief 
inquiries 

Not  published  but  do  have  finding  aids  on  site 
Staff  makes  copies  at  cost. 


Manuscripts  relating  to  the  history  of  American  psychiatry,  cur- 
rently with  the  most  extensive  holdings  in  child  psychiatry,  the 
development  of  the  mental  health  movement,  and  legal  psychia- 
try. The  Archives  is  the  official  depository  for  the  American  Col- 
lege of  Psychiatrists,  American  Psychoanalytic  Association, 
American  Psychopathological  Association,  Group  for  the  Ad- 
vancement of  Psychiatry,  New  York  Psychiatric  Society,  and  a 
number  of  other  organizations,  in  addition  to  two  major  founda- 
tions based  in  New  York  City  whose  special  interest  is  mental 
health:  the  Ittleson  Foundation  and  the  van  Ameringen  Founda- 
tion. Papers  of  notable  psychiatrists  include  those  of  Marion  E. 
Kenworthy,  David  M.  Levy,  Frankwood  E.  Williams,  and  the 
English  child  psychiatrist  Donald  W.  Winnicott,  in  addition  to 
audiotapes  of  seminars  given  by  Erich  Fromm  and  papers  relat- 
ing to  Harry  Stack  Sullivan.  The  origin  and  growth  of  the  mental 
health  movement  is  documented  through  the  papers  of  its 
founder,  Clifford  W.  Beers,  the  National  Committee  for  Mental 
Hygiene,  and  the  World  Federation  for  Mental  Health:  U.S. 
Committee,  Inc.  Prints  and  photographs  portray  numerous  med- 
ical people  who  influenced  the  development  of  psychiatry  and 
scenes  illustrating  various  aspects  of  this  broad  field.  There  are 
also  papers  of  a few  19th  century  English  psychiatric  patients 
and  miscellaneous  papers  of  the  18th  and  19th  centuries.  The 
holdings  date  from  1708  to  the  present,  with  the  vast  majority 
devoted  to  the  20th  century. 

Size:  61  collections  occupying  nearly  400  cubic  feet. 


16.  New  York  Medical  College  Archive 

Medical  Sciences  Library 
Basic  Sciences  Building 
Valhalla,  NY  10595 
(914)  993-4209 


Inquiries  to 

Access 

Hours 


Finding  aids 


Photocopy 


Judy  Myers,  Assistant  Director 
Open  to  qualified  researchers 
Mon-Thurs:  8:30  AM-1 1:00  AM,  Fri:  8:30  AM- 
8:00  PM,  Sat:  9:00  AM-5:00  PM,  Sun:  2:00  PM- 
10:00  PM  (shorter  hours  during  summer;  open 
only  until  8:00  PM,  closed  on  Sundays) 

By  appointment  only 

No  telephone  reference  service.  (Callers  are  re- 
ferred to  the  New  York  Academy  of  Medicine.) 
No  published  finding  aids;  all  materials  are  cata- 
loged and  accessible  through  the  OCLC  net- 
work. 

Reader  makes  copies  at  charge  of  10^  per  page. 
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Early  history  of  the  New  York  Medical  College,  established  in 
1860  as  the  first  homeopathic  medical  college  in  New  York  City. 
Collection  includes  full  runs  of  all  institutional  documents  (year- 
books, catalogs,  announcements),  minutes  and  ledgers  of  the 
Board  of  Trustees,  a few  manuscripts,  photographs,  and  a good 
collection  of  journals  on  homeopathic  medicine.  Materials  date 
from  the  1860s  to  the  present.  Original  collection  of  the  College’s 
library,  which  contains  early  texts  on  homeopathic  medicine. 


17.  Russell  A.  Hibbs  Memorial  Library  of 
THE  New  York  Orthopedic  Hospital 

Columbia-Presbyterian  Medical  Center 
622  West  168th  St 
New  York,  NY  10032 
(212)  305-3294 


Inquiries  to 

Access 

Hours 


Finding  aids 
Photocopy 


Jack  E.  Termine,  Medical  Librarian-Archivist 

Open  to  staff  and  qualified  researchers 

Mon-Fri:  8:30  am-7:00  pm 

By  appointment  only 

Telephone  reference  service  available 

No  published  finding  aids 

Staff  makes  copies,  no  charge. 


Archives  of  the  New  York  Orthopedic  Hospital,  founded  in  1 866 
by  Theodore  Roosevelt,  Sr.  Most  materials  date  from  1910  to 
the  present.  Papers  of  famous  orthopedic  surgeons:  Russell 
Hibbs,  Charles  Fayette  Taylor,  and  Newton  M.  Shaffer.  Institu- 
tional records  include  minutes  of  committees  and  daily  operating 
schedules.  Photographs,  lantern  slides,  and  films.  Rare  books  in- 
clude anatomy,  surgery,  and  orthopedic  surgery,  including  incu- 
nabula. Instruments,  equipment,  and  memorabilia. 

Size:  50  linear  feet. 


18.  The  New  York  Public  LIBRARY 

Astor,  Lenox  and  Tilden  Foundations 
The  Research  Libraries 
Rare  Books  and  Manuscripts  Division 
Manuscripts  and  Archives  Division 
Fifth  Ave  and  42nd  St,  Room  324 
New  York,  NY  10018-2788 
(212)  930-0801 


Inquiries  to 
Access 

Hours 


Finding  aids 


Photocopy 


Mary  B.  Bowling,  Curator  of  Manuscripts 
Open  to  qualified  and  experienced  researchers 
who  need  access  to  original  materials 
Mon-Wed,  Fri-Sat:  10:00  am-5:45  pm 
By  appointment  only.  A minimum  of  24  hours’ 
notice  is  required  because  materials  are  stored 
off  site. 

Telephone  reference  service  available,  but  limit- 
ed to  confirming  whether  a particular  item  or 
collection  is  available.  However,  thorough  re- 
sponses will  be  provided  to  written  requests  for 
information. 

The  New  York  Public  Library,  Research  Librar- 
ies, Dictionary  Catalog  of  the  Manuscript  Divi- 
sion (Boston:  G.  K.  Hall,  1967). 

Paper  photocopy  is  limited  to  30  pages  for  re- 
quests by  mail,  10  pages  per  day  on  site.  For  more 
pages,  readers  must  place  order  for  microfilm. 
Staff  makes  copies  at  charge  of  300  per  page.  A 
postage  and  handling  charge  of  $2.00  is  added  to 
mail  orders. 


The  Lillian  Wald  papers  (Henry  Street  Settlement,  visiting 
nurses,  social  policy  issues).  Records  of  the  U.S.  Sanitary  Com- 
mission, a Civil  War  era  voluntary  relief  organization  that  sup- 
ported the  Union  troops;  collection  includes  many  medical  re- 
cords. Collections  in  psychiatry  and  psychology,  including 
papers  of  Erich  Fromm,  Robert  J.  Lifton,  Gustav  Scholer,  and 
Max  Wertheimer.  Miscellaneous  letters  and  manuscripts  listed 
in  catalog.  Earliest  item  in  the  collection  is  an  Arabic  manuscript 
on  medicine  from  1375.  Western  materials  date  from  1758  to  the 
present.  Most  materials  pertinent  to  the  study  of  medicine  and 
health  care  are  from  1 850  to  1 950  and  are  predominantly  Amer- 
ican. Photographs,  instruments,  and  equipment,  memorabilia  of 
area  physicians. 

Size:  ca.  850  linear  feet. 


19.  New  York  State  Archives 

Room  1 1 D 40 
Cultural  Education  Center 
Empire  State  Plaza 
Albany,  NY  12230 
(518)  474-8955 


Inquiries  to 
Access 

Hours 


Finding  aids 


Photocopy 


William  Evans,  Chief  of  Reference 
Open  to  anyone;  restricted  access  only  to  records 
covered  by  personal  privacy  legislation 
Mon-Fri:  9:00  am-5:00  pm  except  for  state  holi- 
days 

Telephone  reference  service  available 
Guide  to  the  Records  of  the  New  York  State  Ar- 
chives (new  edition  scheduled  for  1990).  On-line 
finding  aids  through  the  Collections  Manage- 
ment System  and  RLIN  for  all  series  descrip- 
tions 

Staff  will  xerox  material  that  fits  machine  at 
charge  of  250  per  page.  Will  arrange  to  have  pho- 
tostatic copies  at  charge  of  $2.50  per  photostat. 
Patrons  may  bring  their  own  camera. 


Records  generated  by  state  government.  For  example:  records  of 
the  Department  of  Health;  state  hospital;  Veterans  Home  at  Ox- 
ford; scientists  on  state  museum  staff;  New  York  State  Investi- 
gation Commission;  State  Board  of  Charities;  New  York  Insur- 
ance Department;  and  Attorney  General.  Materials  date  from 
1640  to  present;  strong  in  colonial  period  and  post- 191 1 except 
in  the  area  of  legislative  records.  No  manuscripts  in  this  collec- 
tion, but  they  share  facilities  with  Special  Collections,  Manu- 
script Division  of  the  State  Library.  A few  educational  films. 
Photographs — glass  plate  photograph  collection  of  the  Division 
of  Visual  Instruction  (in  schools).  State  Board  of  Charities. 
Largest  motion  picture  script  collection  in  the  world  (54,000 
scripts).  Scripts  date  from  1921  to  1965:  computer-generated 
microfiche  index  with  23  access  points  to  the  script  collection. 
Strong  in  foreign  language  scripts  (with  translations);  all  include 
censors’  notes. 

Size:  49,000  cubic  feet. 


20.  New  York  State  Library,  Manuscripts 
AND  Special  Collections 

Empire  State  Plaza 
Albany,  NY  12230 
(518)  474-5963 

Inquiries  to  James  Corsaro,  Associate  Librarian 
Access  Open  to  state  government  employees  and  quali- 

fied researchers;  restricted  access  to  some  collec- 
tions 
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Hours  Mon-Fri:  9:00  AM-5:00  PM 

Telephone  reference  service  available 
Finding  aids  A number  of  finding  aids  are  available.  Most  col- 
lections are  included  in  the  National  Inventory  of 
Documentary  Sources  (microfiche)  and  on 
RLIN. 

Photocopy  Photocopy,  microfilm,  and  photostat  available 

depending  on  condition  of  the  material  to  be  du- 
plicated. Staff  makes  copies,  at  charge  of  250/ 
page  for  photocopy,  $4. 00/page  for  photostat. 
Fee  for  microfilm  varies. 

Private  papers  of  individuals  and  documents  of  private  organiza- 
tions in  New  York  State  or  related  to  the  state,  1630  to  the 
present,  with  most  materials  from  the  19th  century.  Important 
examples  of  published  medical  literature,  including  a large  col- 
lection of  19th  century  pamphlets  from  state  hospitals.  Notable 
collections  include  the  following;  Willowbrook  Developmental 
Center  Research  Collection  (41  cubic  feet);  Fiber  van  der  Veer 
Collection,  bound  volumes  of  surgical  cases  observed  in  Albany 
Hospital,  private  papers  (19th  century);  Dutchess  and  Putnam 
Counties  Medical  Society:  1913-1919;  John  W.  Francis  papers: 
1780-1866;  Earl  W.  Stevens  papers:  1795-1856. 


Finding  aids  No  published  finding  aids;  catalog  to  collection 
available  there 

Photocopy  Staff  makes  copies  if  condition  of  material  per- 
mits; $7.50  service  charge  and  250  per  page. 
Copies  of  photographs  are  also  available;  $2- 
5.00  per  exposure,  by  medical  center  staff  only. 

Material  documenting  the  history  of  the  Medical  Center:  insti- 
tutional documents  (occasional  minutes,  bulletins);  photo- 
graphs; newspaper  clippings;  no  personal  papers  of  faculty  or 
administrators.  Some  materials  from  the  NYU  Veterinary  Hos- 
pital, the  Postgraduate  Medical  School  and  Hospital,  and  some 
Bellevue  Hospital  Medical  College  records.  Materials  date  from 
the  founding  of  the  Medical  Department  of  NYU  in  1841  to  the 
present;  materials  from  1 880  to  1 960  make  up  most  of  the  collec- 
tion. Films  and  photographs,  rare  books,  instruments  and  equip- 
ment, memorabilia  (chairs,  hats,  paintings). 

23.  The  Rockefeller  Archive  Center 

15  Dayton  Ave 
Pocantico  Hills 

North  Tarrytown,  NY  10591-1598 
(914)  631-4505 


21.  New  York  University  College  of 
Dentistry  Archives 

Dental  Library 
345  East  24th  St 
New  York,  NY  10010 
(212)  998-9792 


Inquiries  to 
Access 

Hours 

Finding  aids 
Photocopy 


Erich  Meyerhoff,  Archivist 

Open  to  NYU  students  and  staff,  interested 

scholars 

Thur:  2:00  PM-5:00  PM 

By  appointment  only 

Telephone  reference  service  available 

No  published  finding  aids  but  catalog  available 

there. 

Staff  makes  copies  if  condition  of  material  per- 
mits; $7.50  service  charge  and  250  per  page. 


History  of  the  College  of  Dentistry:  institutional  documents, 
clippings,  some  personal  papers  of  the  faculty.  Materials  from 
1865  to  the  present;  most  materials  from  1880  to  1969.  Some 
photographs  and  films.  Rare  book  collection  contains  1,600  vol- 
umes of  dental  and  medical  books,  chiefly  19th  century,  some 
(300)  earlier,  including  the  first  printed  work  devoted  exclusive- 
ly to  dentistry  and  the  first  English  language  dental  book.  Oral 
history,  instruments  and  equipment. 

Size:  170  linear  feet. 


22.  New  York  University  Medical  Center 
Archives 

Ehrman  Library 
550  First  Ave 
New  York,  NY  10016 
(212)  340-8280 

Inquiries  to  Michael  Rissinger,  Archivist 
Access  Open  to  NYU  students  and  staff,  interested 

scholars 

Hours  Mon-Fri:  9:00  AM-5:00  PM 

By  appointment  only 
Telephone  reference  service  available 


Inquiries  to 

Access 

Hours 


Finding  aids 


Photocopy 


Darwin  H.  Stapleton,  Director 

Open  to  serious  scholars  and  researchers 

Mon-Fri:  9:00  am-4:45  pm 

Appointments  not  required  but  prior  contact  is 

preferred. 

Telephone  reference  service  available 
A Guide  to  Archives  and  Manuscripts  at  the 
Rockefeller  Archive  Center  (1989).  Photograph 
Collections  in  the  Rockefeller  Archive  Center 
(1986).  Published  surveys  of  resources  for  the 
history  of  nursing,  psychiatry  and  related  areas, 
child  studies,  and  labor  and  industrial  relations. 
Unpublished  registers  and  inventories  are  avail- 
able at  the  Archive  Center.  The  Rockefeller  Ar- 
chive Center  participates  in  RLIN. 

Researchers  may  request  photocopies  of  docu- 
ments and  photographs;  Archive  Center  staff 
copies  and  mails  the  material  with  invoice. 
Charges  are  200  per  page  for  the  first  1,000 
copies  ordered  during  a six-month  period;  300 
per  page  for  1,001-5,000  copies;  500  per  page  af- 
ter 5,000  pages. 


The  Archive  Center  was  founded  to  house,  preserve,  and  make 
available  to  researchers  records  related  to  the  wide-ranging  phil- 
anthropic activity  of  members  of  the  Rockefeller  family.  Found- 
ing institutions  whose  archives  are  housed  here  include  the 
Rockefeller  family,  the  Rockefeller  Foundation,  Rockefeller 
Brothers  Fund,  and  the  Rockefeller  University.  Subsequent  ad- 
ditions have  brought  in  the  papers  and  records  of  organizations 
and  individuals  associated  with  these  institutions,  as  well  as  the 
records  of  the  Commonwealth  Fund  and  the  Russell  Sage  Foun- 
dation. Collection  also  includes  films  and  photographs.  Materi- 
als begin  as  early  as  John  D.  Rockefeller’s  first  ledger  in  1855 
and  continue  to  the  present. 

Archives  and  records  of  organizations:  Bureau  of  Social  Hy- 
giene; China  Medical  Board;  Commonwealth  Fund;  Davison 
Fund,  Inc;  General  Education  Board;  Health  Research  Fund, 
Inc;  Laura  Spelman  Rockefeller  Memorial;  Memorial  Sloan- 
Kettering  Cancer  Center;  Population  Council;  Rockefeller 
Brothers  Fund;  Rockefeller  Foundation;  Rockefeller  Sanitary 
Commission  for  the  Eradication  of  Hookworm  Disease;  Rocke- 
feller University.  Papers  and  manuscripts  of  individuals:  Oswald 
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T.  Avery;  Alexis  Carrel;  Alfred  E.  Cohn;  Nelson  C.  Davis; 
Lindsley  F.  Kimball;  John  H.  Knowles;  Rebecca  C.  Lancefield; 
Phoebus  A.  T.  Levene;  Jacques  Loeb;  Harold  H.  Loucks;  Alfred 
E.  Mirsky;  the  Rockefeller  Family;  Hugh  Smith;  Benjamin 
Washburn. 

Size:  A total  of  about  23,000  cubic  feet  of  material  is  housed 
in  the  RAC.  Approximately  50%  of  the  materials  are  related  to 
medicine  and  health  care. 


24.  The  Medical  Research  Library  oe  the 
Health  Science  Center 
State  University  oe  New  York  at  Brooklyn 

450  Clarkson  Ave 
Brooklyn,  NY  11203 
(718)  270-3780 

Gordon  Mestler,  Archivist 
Kathleen  E.  Powderly,  Director, 

Division  of  Humanities  in  Medicine 
Open  to  anyone 
Mon-Fri:  9:00  AM-5:00  PM 
By  appointment  only 
Telephone  reference  service  available 
No  published  finding  aids;  handwritten  catalog 
to  the  collection  available  on  site. 

Staff  makes  copies  if  materials  are  not  too  fragile 
at  charge  of  10^  per  page. 

Collection  includes  archives  of  the  Long  Island  College  of  Medi- 
cine (est.  1860)  and  Long  Island  College  Hospital;  current  ar- 
chival materials  of  SUNY  at  Brooklyn;  materials  related  to  the 
history  of  medicine  in  Brooklyn  ( 1 860-present,  predominantly 
from  the  Civil  War  to  1920).  Dr  William  Schroeder’s  collection 
on  the  history  of  medicine  in  Brooklyn  (1860-1900).  Daybooks 
of  some  important  Brooklyn  physicians,  including  Alexander 
Skene,  the  author  of  a widely  used  1 9th  century  text  on  gynecol- 
ogy and  obstetrics,  and  various  annual  reports  from  Brooklyn’s 
hospitals,  charity  associations,  and  dispensaries,  many  of  which 
are  now  closed.  The  varied  correspondence  of  Dr  Joseph  Ray- 
mond, secretary  of  the  Long  Island  College  Hospital  during  the 
1890s  and  early  20th  century.  Also  many  of  the  materials  for- 
merly kept  at  the  Kings  County  Medical  Society,  including 
copies  of  directories,  reports,  and  newsletters  sent  to  its  member- 
ship. Photographs  and  rare  books. 


Inquiries  to 

Access 

Hours 

Finding  aids 
Photocopy 


25.  Robert  L.  Brown  History  of  Medicine 
Collection 

State  University  oe  New  York  at  Buefalo 
Health  Sciences  Library 

Abbott  Hall 
SUNY  at  Buffalo 
Buffalo,  NY  14214 
(716)  831-3024 


Inquiries  to 
Access 

Hours 

Finding  aids 

Photocopy 


Lilli  Sentz,  Associate  Librarian 
Open  to  anyone;  restrictions  on  who  can  borrow 
materials,  some  materials  are  noncirculating. 
Mon-Fri:  8:30  AM-5:00  PM  or  by  appointment 
Telephone  reference  service  available 
Pre-Nineteenth  Century  Catalog  of  the  Robert 
L.  Brown  History  of  Medicine  Collection 
Yes,  depending  on  the  condition  of  the  materials; 
staff  makes  copies  at  charge  of  10^  per  page. 


Collection  consists  of  more  than  12,000  volumes  of  19th  century 
medical  monographs  with  particular  strength  in  the  areas  of  sur- 
gery, obstetrics/gynecology,  dentistry,  psychiatry,  and  pharma- 
cology in  addition  to  the  439  titles  included  in  the  catalog  of  pre- 
19th  century  works  (earliest  holdings  are  from  the  15th 
century).  Includes  the  private  collections  of  Roswell  Park,  James 
Platt  White,  George  N.  Burwell,  and  L.  Maxwell  Lockie  (collec- 
tion on  gout  and  rheumatism),  as  well  as  the  medical  collection 
of  the  former  Grosvenor  Library.  Small  collection  of  medical 
instruments,  the  Edgar  R.  McGuire  Medical  Historical  Instru- 
ment Collection. 


26.  Slide  Archive  oe 
Historical  Medical  Photographs 
State  University  of  New  York  at  Stony 
Brook  Health  Sciences  Center 

PO  Box  66 

East  Setauket,  NY  11733 
(516)  444-3100 


Inquiries  to 

Access 

Hours 

Finding  aids 


Photocopy 


Jeanne  Nook 
By  mail 
Not  applicable 

No  telephone  reference  service 
Illustrated  Catalog  of  the  Slide  Archive  of  His- 
torical Medical  Photographs  at  Stony  Brook 
(Westport,  Conn,  Greenwood  Press,  1984) 

Not  applicable 


Almost  5,000  slide  copies  of  historical  medical  photographs  tak- 
en from  the  1 850s  to  the  present.  The  collection  has  a representa- 
tive sample  of  photographs  in  archives  across  the  United  States. 
It  is  designed  to  make  slides  accessible  at  cost  for  teaching  and 
scientific  publications.  Prospective  users  should  consult  the  pub- 
lished catalog,  which  is  indexed  and  contains  instructions  for  or- 
dering slides.  The  catalog  is  indexed  by  personal  name,  institu- 
tional name,  photographers,  geographic  location,  medical 
conditions,  chronology,  and  subject. 


27.  State  University  oe  New  York  Health 
Science  Center  at  Syracuse 
Library  Archives 

766  Irving  Ave 
Syracuse,  NY  13210 
(315)  473-4580 

Rosemarie  Bundy,  Senior  Staff  Associate 
Open  to  the  public;  primarily  used  by  staff  and 
students  of  the  Health  Sciences  Center 
Mon-Fri:  10:00  am-8:00  pm 
Telephone  reference  service  available  for  brief 
inquiries 

No;  they  are  just  beginning  to  catalog  the  collec- 
tion. 

Reader  makes  copies  at  charge  of  10^  per  page  or 
8.3^  with  purchased  copy  card. 

Records  of  the  SUNY  Health  Science  Center  at  Syracuse  and 
its  predecessor  institutions,  the  Geneva  Medical  College  and 
Syracuse  University.  Personal  papers  of  presidents  of  Syracuse 
University  and  SUNY  Health  Science  Center  (late  19th  centu- 
ry-present, most  materials  devoted  to  1930-present).  Some  19th 
and  early  20th  century  records  from  area  hospitals  (Crouse  Ir- 


Inquiries  to 
Access 

Hours 

Finding  aids 
Photocopy 
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ving  Memorial,  Good  Shepherd,  Silverman).  Personal  papers, 
book  collections,  and  memorabilia  of  area  physicians  connected 
with  the  institution.  Large  collection  of  instruments  and  equip- 
ment, including  old  medical  supplies  and  orthopedic  equipment. 
Large  photographic  collection.  Separate  rare  book  collection  of 
2,000  volumes:  early  American  medicine;  late  19th  and  early 
20th  century  German  medicine;  material  pertaining  to  Geneva 
Medical  College  (1834-1872).  Includes  materials  from  the  17th 
through  1 9th  centuries,  with  the  majority  of  materials  devoted  to 
the  19th  century. 

Size:  archives,  ca.  1,600  linear  feet. 


An  Index  to  the  Microfile  Collection',  vol.  1 , Ad- 
elaide Nutting  Historical  Nursing  Collection 
(1983);  vol.  2,  Archives  of  the  Department  of 
Nursing  Education  (1985);  vol.  3,  Supplement 
to  the  Archives  of  the  Department  of  Nursing 
Education  (1988).  The  three  volumes  are  pub- 
lished by  University  Microfilms  International, 
Ann  Arbor,  Michigan. 

Photocopy  Staff  makes  copies  at  charge  of  20q  per  page;  for 
microfiche,  reader  makes  copies  at  charge  of  lOq 
per  page. 


28.  Museum  and  Library  of  the  Suffolk 
Academy  of  Medicine 

850  Veterans  Memorial  Highway 
Happauge,  NY  11788 
(516)  724-7970 


Inquiries  to 
Access 

Hours 

Finding  aids 

Photocopy 


Joyce  Bahr,  Acting  Librarian 
Open  to  the  public;  access  to  rare  books  by  appli- 
cation to  librarian 
Mon-Fri,  9:00  AM-5:00  PM 
Telephone  reference  service  available 
No  published  finding  aids,  but  a catalog  to  col- 
lection is  available  there. 

Staff  makes  copies  at  charge  of  100  per  page. 


Museum  collection  of  medical  and  surgical  instrumentation,  in- 
cluding complete  sets  of  Civil  War  era  surgical  instruments, 
pharmaceutical  instruments  and  equipment,  early  baby  bottles, 
and  nursing  devices.  A few  archival  materials:  some  letters,  doc- 
uments, minutes  of  the  Academy  (incomplete  and  uncataloged). 
Materials  from  the  early  1800s  to  present;  most  are  19th  centu- 
ry. The  book  collection  includes  all  holdings  of  the  Suffolk  Coun- 
ty Historical  Society  related  to  medicine. 

Size:  15-20  display  cases. 


29.  Special  Collections,  Milbank 
Memorial  Library,  Teachers  College, 
Columbia  University 

New  York,  NY  10027 
(212)  678-4104 


Inquiries  to 

Access 

Hours 


Finding  aids 


David  Ment,  Head,  Special  Collections,  or 
Lucinda  Manning,  Manuscripts  Curator 
Open  to  anyone 

Mon:  2:00  PM-6:00  PM,  Tues,  Thur,  Fri:  10:00 
AM-6:00  PM,  Wed:  2:00  PM-9:00  PM  (during 
fall  and  spring  semesters);  closed  daily  for  lunch 
1 :00  PM  to  2:00  PM.  Appointments  recommend- 
ed but  not  required 
Telephone  reference  service  available 
A three-volume  set  of  guides  to  the  collection, 
available  on  microfilm:  The  History  of  Nursing: 


Archival  collections  relating  to  the  history  of  nursing  and  nurs- 
ing education,  including  administrative  records  of  the  Teachers 
College  Department  of  Nursing  Education  and  papers  of  leading 
faculty  members,  such  as  M.  Adelaide  Nutting,  Isabel  Stewart, 
and  R.  Louise  McManus.  The  Nutting  collection  also  includes 
manuscripts  relating  to  the  history  of  nursing  other  than  at 
Teachers  College;  for  example,  materials  concerning  Florence 
Nightingale,  nursing  and  hospitals  in  France  in  the  17th  and 
18th  centuries,  and  rare  books  and  historical  artifacts  from  the 
1600s- 1980s,  but  mostly  between  1900  and  1970.  Collection 
also  includes  600  photographs  and  several  prints,  and  oral  histor- 
ies, both  audio  and  videotape. 

Size:  rare  books,  1,200  titles;  archival  records,  220  linear  feet; 
old  manuscripts,  200  items. 

30.  Edward  G.  Miner  Library, 
History  of  Medicine  Section 
University  of  Rochester 

601  Elmwood  Ave 
Rochester,  NY  14642 
(716)  275-2979 


Inquiries  to 

Access 

Hours 

Finding  aids 
Photocopy 


Christopher  Hoolihan,  History  of  Medicine  Li- 
brarian 

Open  to  qualified  researchers;  access  to  some 
parts  of  the  collection  is  restricted. 

Mon-Thurs:  8:00  AM-4:30  pm,  Fri:  12:30  PM- 
4:30  PM 

Telephone  reference  service  available 
No  published  finding  aids,  but  they  have  inven- 
tories for  the  archival  materials. 

Staff  makes  copies  at  charge  of  150  per  page. 


Archival  collections  include  papers  of  faculty  members  of  the 
School  of  Medicine  (George  Hoyt  Whipple,  Wallace  Fenn,  Ed- 
ward Adolph,  John  Romano,  et  al);  institutional  and  private  col- 
lections reflecting  the  history  of  medicine  in  19th-20th  century 
Rochester  and  surrounding  area;  extensive  photo  archive  of  the 
Medical  Center. 

Rare  book  collection,  15th-20th  century  (approximately 
8,000  volumes),  with  subject  strengths  in  pre- 1 800  anatomy,  or- 
thopedics, obstetrics,  hydropathy,  yellow  fever,  and  cholera. 
Supported  by  some  6,000  secondary  works  on  the  history  of 
medicine  and  related  topics. 
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CASE  REPORT 


Local  low-dose  infusion  of  streptokinase  for  massive 
pulmonary  embolism  when  systemic  thrombolysis 

is  contraindicated 

Michael  A.  Nakao,  md 


Thrombolytic  therapy  is  indicated  for 
acute  massive,  life-threatening  pulmo- 
nary embolism.'  However,  it  is  con- 
traindicated in  patients  with  active 
bleeding,  and  in  patients  who  have  ex- 
perienced a cerebrovascular  or  ocular 
procedure  (or  disease  process)  within 
the  previous  two  to  three  months.  Many 
physicians  would  also  not  use  such  ther- 
apy in  cases  of  surgery,  trauma,  inva- 
sive procedure,  childbirth,  cardiopul- 
monary resuscitation,  bleeding  within 
the  past  ten  days,  severe  hypertension, 
pregnancy,  significant  bleeding  tenden- 
cy,^ or  in  patients  more  than  75  years  of 
age.  The  following  report  describes  a 
77-year-old  patient  with  acute  massive 
pulmonary  embolism  and  active  vagi- 
nal bleeding  who  was  treated  by  an  in- 
fusion of  streptokinase  at  one  tenth  the 
usual  rate  directly  onto  the  pulmonary 
thromboembolism. 

Case  Report 

A 77-year-old  obese  woman  with  meta- 
static endometrial  carcinoma  was  treated 
for  two  days  with  an  intrauterine  cesium  im- 
plant at  bed  rest.  She  had  ongoing  vaginal 
bleeding,  using  approximately  six  pads  dai- 
ly. Three  hours  after  the  implant  was  re- 
moved, the  patient  was  walking  when  she  ex- 
perienced sudden  onset  of  lightheadedness 
and  dyspnea  with  central  chest  pain.  She 
collapsed,  was  unconscious,  and  had  no 
pulse.  After  cardiopulmonary  and  volume 
resuscitation,  intubation,  mechanical  venti- 
lation, and  the  initiation  of  dopamine  thera- 
py, she  had  a blood  pressure  of  86/47  mm 
Hg  and  sinus  tachycardia  of  160  beats/min. 
On  50%  oxygen,  with  a minute  ventilation  of 
24  liters,  the  arterial  pH  was  7.20;  PCO2,  47 
mm  Hg,  and  PO2,  63  mm  Hg. 

The  electrocardiogram  showed  acute 
right  bundle  branch  block,  with  nonspecific 
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ST-T  wave  abnormalities.  The  chest  roent- 
genogram showed  increased  lucency  over 
the  right  hemithorax.  A right  pulmonary  ar- 
tery catheterization  detected  the  following 
pressures:  right  atrium  (RA),  10-15  mm 
Hg;  right  ventricle,  45/10  mm  Hg;  pulmo- 
nary artery  (PA),  45/30  mm  Hg;  and  a car- 
diac index  (Cl)  of  2.7  L/min.  A satisfactory 
pulmonary  artery  wedge  pressure  (PAW) 
wave  form  was  initially  unobtainable.  A per- 
fusion lung  scan  showed  complete  loss  of 
perfusion  to  the  right  upper  lobe  and  all  the 
basal  segments  of  the  right  lower  lobe.  Right 
pulmonary  angiography  demonstrated  a 
massive  thrombus  involving  the  right  main 
pulmonary  artery  and  its  branches  (Fig  1). 

With  the  catheter  in  the  right  main  pul- 
monary artery,  streptokinase  infusion  was 
instituted  through  the  catheter  at  10,000 
units  per  hour,  without  a loading  dose,  onto 
the  thromboembolism.  Five  hours  after  the 
infusion  was  started,  on  50%  oxygen  with  a 
minute  ventilation  of  14  liters,  arterial  pH 
was  7.54,  PCO2  was  26  mm  Hg,  PO2  was  169 
mm  Hg,  the  blood  pressure  normalized,  and 
dopamine  was  discontinued.  After  30  hours 
of  therapy  the  infusion  of  streptokinase  was 


FIGURE  1 . Pulmonary  angiogram  demonstrat- 
ing large  filling  defect  within  the  right  main  pul- 
monary artery. 


stopped,  and  heparin  therapy  was  instituted. 
A follow-up  arteriogram  (Fig  2)  and  perfu- 
sion lung  scan  showed  right  lung  perfusion 
to  be  increased  an  estimated  three  times.  On 
40%  oxygen  by  face  mask,  the  arterial  pH 
was  7.50;  PCO2,  34  mm  Hg,  and  P02, 87  mm 
Hg.  The  pulse  was  100  beats/min;  blood 
pressure,  135/76  mm  Hg;  RA,  12  mm  Hg; 
PA,  38/21  mm  Hg;  PAW,  14  mm  Hg;  and 
Cl,  3.0  L/min.  Throughout  the  streptoki- 
nase infusion,  although  the  euglobinlysis 
time  decreased  to  one  hour,  and  the  throm- 
bin time  was  31.3  sec  with  a control  of  17.3 
sec,  the  partial  thromboplastin  and  pro- 
thrombin times  did  not  change  significantly, 
and  the  fibrinogen  level  remained  within 
normal  limits  (four  determinations  were  ob- 
tained during  the  infusion).  The  patient’s 
vaginal  bleeding  remained  unchanged.  The 
hemoglobin  decreased  from  10.0  g/dL  to 

9.1  g/dL,  and  the  hematocrit  decreased  by 

3.2  points.  The  patient  was  subsequently  dis- 
charged from  the  hospital. 

Discussion 

Very  low  dose  streptokinase  infusion 


FIGURE  2.  Marked  dissolution  of  massive  pul- 
monary embolus  by  direct  pulmonary  artery  in- 
fusion with  streptokinase. 
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into  a systemic  artery  thrombus  has 
been  shown  to  be  effective  therapy, 
achieving  clot  lysis  without  side  effects 
or  lowering  fibrinogen  levels  below  nor- 
mal.^ In  this  patient,  infusion  of  strep- 
tokinase at  one  tenth  the  usual  rate 
without  a loading  dose  onto  the  princi- 
pal site  of  pulmonary  artery  occlusion 
effected  rapid  clot  lysis  and  significant 
hemodynamic  and  clinical  improve- 
ment within  five  hours,  without  signifi- 
cant bleeding.  Other  authors  have  re- 
ported similar  results.'' 

The  pulmonary  artery  catheter  failed 
at  first  to  give  a satisfactory  PAW  wave 
form,  but  with  marked  hemodynamic 
improvement,  likely  due  to  clot  lysis,  a 
satisfactory  PAW  wave  form  was  ob- 
tained. This  has  been  described  in  other 
cases  of  embolic  pulmonary  artery  oc- 
clusion.^ Acute  massive,  life-threatening 
pulmonary  embolism  in  which  systemic 
thrombolytic  therapy  is  contraindicated 
has  traditionally  only  been  treated  with 
pulmonary  embolectomy.  However, 
embolectomy  is  not  always  feasible.  In- 
fusion of  a thrombolytic  agent  at  one 
tenth  the  usual  rate,  or  even  lower  rates, 
directly  onto  the  major  thromboembo- 
lus  might  reduce  mortality  while  de- 
creasing hemorrhagic  complications. 


Such  infusions  would  probably  best  be 
terminated  as  soon  as  an  acceptable  he- 
modynamic response  is  obtained,  and 
should  be  combined  with  an  inferior 
vena  cava  filter  or,  if  not  contraindicat- 
ed, heparin  infusion. 

The  potential  role  of  this  therapy  de- 
pends on  whether  the  systemic  bleeding 
complications  of  standard  thrombolytic 
therapy  can  be  significantly  reduced. 
Forty-two  percent  of  patients  in  a uroki- 
nase-streptokinase pulmonary  embolism 
trial,  who  had  had  no  contraindications 
to  thrombolysis,  had  decreased  hemato- 
crits by  >5  points.®  In  this  patient, 
whose  hematocrit  decreased  only  3.2 
points,  local  infusion  may  have  effected 
rapid  binding  of  the  streptokinase-plas- 
minogen complex,  limiting  exposure  of 
the  streptokinase  to  inactivating  factors 
and  antibodies  and  thus  allowing  a suf- 
ficiently high  titer  to  effect  local  throm- 
bosis. Streptokinase  has  a short  half- 
life,  and  infusion  at  one  tenth  the  usual 
dose  might  have  allowed  enough  inacti- 
vation of  the  agent  to  protect  distal 
thrombi.  Tissue  plasminogen  activator 
is  even  shorter  acting,  and  thus  may 
have  further  theoretical  advantages. 

At  this  time,  this  therapy  might  best 
be  considered  for  patients  with  acute 


life  threatening  pulmonary  embolism, 
in  which  neither  full-dose  thrombolysis 
nor  pulmonary  embolectomy  are  possi- 
ble. The  effectiveness  of  local  streptoki- 
nase infusion  should  be  evaluated  in  a 
larger  series  of  patients. 
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Drs  Mohammed  Sarrafizadah,  Martin 
Goldman,  and  Robert  Posniak  for  their  as- 
sistance in  this  case. 


References 

1.  Miller  GA,  Hall  RJC,  Paneth  M:  Pulmonary 
embolectomy,  heparin,  and  streptokinase:  Their  place 
in  the  treatment  of  acute  massive  pulmonary  embo- 
lism. Am  Heart  J 1977;  93:568-574. 

2.  Sharma  GV,  Celia  G,  Paris!  AF,  et  al:  Throm- 
bolytic therapy.  N Engl  J Med  1982:306:1268- 
1276. 

3.  Katzen  BT,  van  Breda  A:  Low  dose  streptoki- 
nase in  the  treatment  of  arterial  occlusions.  AJR 
1981;  136:1171-1178. 

4.  Ambrose  JE,  Venditto  M,  Dickerson  WH:  Lo- 
cal fibrinolysis  for  the  treatment  of  massive  pulmo- 
nary embolism:  Efficacy  of  streptokinase  infusion 
through  pulmonary  arterial  catheter.  J Am  Osteopath 
Assoc  1985;  85:97-101. 

5.  Traeger  SM:  “Failure  to  wedge”  and  pulmo- 
nary hypertension  during  pulmonary  artery  catheter- 
ization: A sign  of  totally  occlusive  pulmonary  embo- 
lism. Crit  Care  Med  1985;  13:544-547. 

6.  Urokinase-streptokinase  embolism  trial.  Phase 
2 results.  A cooperative  study.  JAMA  1974;  229: 
1606-1613. 


The  use  of  a Swan-Ganz  catheter  and  streptokinase  in  the 
management  of  massive  hemoptysis 

Robert  D,  Brandstetter,  md 


Exsanguinating  hemoptysis  (greater 
than  1,000  mL/24  hr  or  greater  than 
150  mL/hr)  carries  a 75%  mortality 
rate.'  Aggressive  surgical  therapy  is  ac- 
knowledged to  improve  survival. 
Medical  management  for  endobronchi- 
al control  of  hemorrhage  has  included 
pharmacologic  intervention  and  sophis- 
ticated techniques  requiring  expertise. 
These  procedures  include  pulmonary 
separation  with  the  Carlin’s  and  Ro- 
bertshaw  tubes,''  selective  bronchial  in- 
tubation,' balloon  tamponade,®  ice  cold 
saline  lavage,®  and  bronchial  artery  an- 
giography and  embolization.^  This  re- 
port describes  the  use  of  a Swan-Ganz 
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balloon  flotation  catheter  for  the  tem- 
porary tamponade  of  massive  endo- 
bronchial hemorrhage  in  a patient  with 
bronchogenic  carcinoma.  In  addition, 
prior  to  the  patient’s  death,  streptoki- 
nase was  utilized  to  dissolve  a blood 
clot,  a complication  of  hemorrhage, 
which  had  totally  occluded  the  endotra- 
cheal tube.  Although  the  role  of  these 
interventions  requires  further  clarifica- 
tion in  massive  hemoptysis,  the  simplic- 
ity of  their  use  did  enable  immediate 
resolution  of  two  difficult  problems  as- 
sociated with  exsanguinating  hemor- 
rhage. 

Case  Report 

A 46-year-old  man  with  bronchogenic 
carcinoma  was  admitted  to  the  intensive 
care  unit  (ICU)  with  massive  hemoptysis 


(200  cc  in  2 hr).  The  patient’s  pulmonary 
history  had  been  significant  for  a smoking 
history  of  1 00  pack  years  and  evaluation  of 
blood-streaked  sputum  six  weeks  prior  to 
ICU  admission.  A chest  roentgenogram  dis- 
closed a left  hilar  mass;  subsequent  comput- 
erized axial  tomography  demonstrated  a left 
hilar  mass  with  mediastinal  and  hilar  ad- 
enopathy. Flexible  fiberoptic  bronchoscopy 
was  nondiagnostic,  with  open  lung  biopsy  re- 
vealing poorly  differentiated  squamous  cell 
carcinoma.  A course  of  chemotherapy  was 
administered  (cisplatinum /velban / 5-fluo- 
rouracil),  and  thoracic  irradiation  was  given 
(a  total  of  4,500  rads)  with  intermittent  oc- 
currence of  hemoptysis  during  the  five 
weeks  of  combined  chemotherapy  and  radi- 
ation therapy. 

Five  and  a half  weeks  after  the  diagnosis 
was  made,  massive  hemoptysis  occurred.  On 
admission  to  the  ICU,  the  patient’s  blood 
pressure  was  90/70  mm  Hg;  heart  rate,  130 
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beats/min;  respiratory  rate,  22/min;  and 
with  each  breath  he  would  cough  bright  red 
blood.  Efforts  to  locate  an  experienced  phy- 
sician who  could  insert  a Carlin’s  tube  were 
unsuccessful.  Accordingly,  the  patient  was 
sedated  with  5 mg  intravenous  diazepam 
and  given  15  mg  intravenous  codeine  just 
prior  to  nasotracheal  intubation  with  a ^8 
tube.  Emergency  flexible  bronchoscopy  re- 
vealed bleeding  that  was  localized  to  the  left 
mainstem  bronchus  and  aspiration  of  blood 
into  the  right  lung.  The  hemorrhage  sponta- 
neously resolved,  and  a chest  film  demon- 
strated the  unchanged  left  hilar  mass  and  a 
new  right  lower  lobe  infiltrate.  The  patient 
received  mechanical  ventilator  assistance, 
which  maintained  an  arterial  oxygen  tension 
(Pa02)  of  80-100  mg  on  30%  oxygen. 

The  patient’s  initial  hemoglobin  level  was 
7.1  g/dL,  and  he  required  a blood  transfu- 
sion of  six  units  of  packed  red  blood  cells.  All 
of  the  coagulation  parameters  were  within 
normal  limits,  as  were  the  fibrinogen  level 
and  fibrinogen  degradation  products.  His 
blood  pressure  stabilized,  and  he  remained 
alert,  writing  notes  to  his  family. 

Discussions  with  the  attending  physician 
and  the  patient,  as  well  as  the  family,  result- 
ed in  a plan  to  render  supportive  medical 
care  without  surgical  intervention.  Cautious 
suctioning  was  utilized  to  keep  the  nasotra- 
cheal tube  patent  for  fear  that  blind  suction- 
ing would  penetrate  the  clotted  left  main- 
stem  bronchus.  As  a result,  a modest 
elevation  in  the  peak  pressure  on  the  ventila- 
tor was  noted  (35-50  cm  H:0).  Twenty- 
four  hours  after  admission,  spontaneous 
hemorrhage  through  the  nasotracheal  tube 
occurred  totalling  1,500  cc,  with  the  patient 
again  becoming  acutely  hypotensive  to  80 
mm  Hg  systolic.  Life-threatening  airway 
compromise  from  exsanguinating  hemopty- 
sis was  apparent.  In  an  attempt  of  blind  tam- 
ponade of  the  region  of  hemorrhage  in  the 
left  mainstem  bronchus,  a Swan-Ganz  bal- 
loon flotation  catheter  was  passed  down  the 
nasotracheal  tube.  With  visual  guidance 
provided  by  the  flexible  fiberoptic  broncho- 
scope, the  balloon  flotation  catheter  was 
easily  directed  into  the  blood-filled  left 
mainstem  bronchus.  The  usual  1.5  cc  of  air 
to  inflate  the  balloon  did  not  result  in  imme- 
diate cessation  of  bleeding.  An  additional 
0.5  cc  resulted  in  no  further  hemorrhage, 
and  the  bronchoscope  was  removed  with  the 
catheter  left  behind  in  the  lumen  of  the  naso- 
tracheal tube.  A repeat  arterial  blood  gas  on 
40%  oxygen  revealed  a PO2  of  99  mm  Hg.  A 
repeat  chest  film  was  not  attempted  for  fear 
that  movement  of  the  patient  would  result  in 
further  hemorrhage  or  dislodgement  of  the 
balloon  catheter.  The  patient  received  an 
additional  transfusion  of  four  units  of 
packed  red  blood  cells.  Over  the  following 
12  hours,  the  patient  remained  alert,  and 
cautious  suctioning  of  the  tube  continued, 
although  the  peak  pressures  on  the  ventila- 
tor continued  to  rise  to  unacceptable  levels 
(90  cm  H2O).  A repeat  arterial  blood  gas 
disclosed  a P02  of  54  mm  Hg  and  PCO2  of  59 
mm  Hg  with  a pH  of  7.32.  The  patient  was 
placed  on  1 00%  oxygen  and  suctioning,  with 


saline  lavage.  Bronchoscopic  use  of  forceps 
was  unsuccessful  to  relieve  an  apparently 
occluded  nasotracheal  tube  of  a blood  clot. 
The  patient’s  blood  pressure  dropped  to  80 
mm  Hg.  With  the  family  present  and  con- 
senting, 100,000  U of  streptokinase  was  in- 
stilled blindly  down  the  nasotracheal  tube. 
Within  one  minute,  the  ventilator  pressure 
fell  to  50  cm  H2O,  blood  pressure  returned 
to  120  mm  Hg,  the  patient  was  again  arou- 
sable  and  alert,  and  the  repeat  arterial  blood 
gas  disclosed  a pH  of  7.36,  PCO2  of  41  mm 
Hg,  and  PO2  of  82  mm  Hg  on  40%  oxygen. 
Continued  suctioning  for  the  following  four 
hours  was  difficult  due  to  resistance,  but  no 
hemorrhage  was  noted  after  the  streptoki- 
nase had  been  instilled.  Once  again,  unac- 
ceptable peak  pressure  levels  were  reached 
on  the  ventilator,  and  four  and  a half  hours 
after  the  streptokinase  was  instilled,  exsan- 
guinating hemorrhage  through  the  nasotra- 
cheal tube  and  ventilator  tubing  occurred 
and  the  patient  died.  Inspection  of  the  bal- 
loon postmortem  showed  that  it  was  intact. 
No  autopsy  was  obtained.  Three  hours  after 
the  patient’s  death,  the  blood  in  the  tubing  of 
the  ventilator  remained  unclotted. 


Discussion 

Massive  hemoptysis  is  a life-threat- 
ening disorder  with  both  medical  and 
surgical  intervention  having  limited 
success.  Medical  management  often  re- 
quires personnel  with  special  training  in 
controlling  hemorrhage.  In  addition, 
the  equipment  necessary  may  not  be 
readily  available  in  cases  of  unexpected 
exsanguinating  hemoptysis.  The  use  of 
the  Swan-Ganz  catheter  and  streptoki- 
nase are,  therefore,  noteworthy  for 
availability,  simplicity  in  use,  and  effec- 
tiveness in  management  problems  asso- 
ciated with  massive  hemoptysis. 

The  Swan-Ganz  balloon  flotation 
catheter  is  commonly  used  in  critical 
care  units  for  hemodynamic  monitor- 
ing, and  therefore  it  is  readily  available 
in  the  event  of  life-threatening  hemor- 
rhage for  airway  tamponade,  as  in  this 
patient  who  had  a nasotracheal  tube. 
The  use  of  this  catheter  for  a nonhemo- 
dynamic  related  disorder,  however,  is 
not  standard  procedure.  It  has  been  uti- 
lized in  bedside  pulmonary  angiogra- 
phy* and  microvascular  cytologic  sam- 
pling of  the  pulmonary  artery.^  The 
Fogarty  catheter,  a catheter  used  prin- 
cipally for  removal  of  arterial  emboli, 
has  been  used  as  the  principal  device  for 
tamponade  of  an  airway  compromised 
by  serious  hemorrhage.  The  Swan- 
Ganz  catheter,  however,  offers  several 
advantages  over  the  Fogarty,  including 
the  former’s  availability,  universal  fa- 
miliarity, and  the  spectrum  of  inflated 
balloon  diameters  related  to  the  volume 
of  air  introduced.  The  potential  limita- 


tion of  the  Swan-Ganz  catheter  is  simi- 
lar to  that  of  the  Fogarty  catheter,  in 
that  bronchoscopy  is  required  for  im- 
mediate assurance  of  its  proper  place- 
ment. In  addition,  balloon  rupture  of 
the  Swan-Ganz  is  possible  if  the  balloon 
is  inflated  beyond  the  recommenda- 
tions of  the  manufacturer  ( 1 .5  cc  air  re- 
sults in  1 4 mm  diameter;  3 cc  air  results 
in  16  mm  diameter). 

In  addition  to  exsanguination  and  as- 
piration of  blood,  another  complication 
of  massive  hemoptysis  is  occlusion  of 
the  airway  or  endotracheal  tube  with 
blood  clots. Occlusion  of  the  naso- 
tracheal tube  occurred  in  this  patient, 
even  though  he  was  suctioned  frequent- 
ly, lavaged  with  saline,  and  even  unsuc- 
cessfully manipulated  by  bronchoscopy 
forceps  to  “piecemeal”  out  the  clot. 
When  the  ventilator  could  no  longer  de- 
liver the  set  volume,  100,000  U of  strep- 
tokinase was  slowly  instilled  down  the 
tube.  Although  the  immediate  fall  in 
airway  pressures  without  hemoptysis 
for  four  hours  acknowledged  the  effec- 
tiveness of  streptokinase  in  clearing  the 
tube,  one  must  remain  cautiously  opti- 
mistic about  its  use  for  this  condition. 
Three  hours  after  exsanguinating  hem- 
orrhage occurred,  or  seven  hours  after 
streptokinase  was  instilled  down  the 
tube,  the  blood  in  the  ventilator  tubing 
remained  unclotted.  Inspection  of  the 
Swan-Ganz  catheter  postmortem  re- 
vealed the  balloon  to  be  intact.  There- 
fore, endobronchial  absorption  of  strep- 
tokinase was  likely  with  a probable  lytic 
state  resulting. 

In  conclusion,  massive  hemoptysis  is 
associated  with  an  extremely  high  mor- 
tality, resulting  in  exsanguination  and 
death  from  associated  asphyxiation. 
This  report  demonstrates  that  two  major 
complications  of  massive  hemoptysis  in 
' a patient  with  a nasotracheal  tube  can  be 
initially  managed  effectively.  The 
Swan-Ganz  balloon  flotation  catheter 
can  be  manipulated  through  the  tube 
with  relative  ease  for  temporary  tam- 
ponade of  an  endobronchial  hemor- 
rhage. In  addition,  life-threatening 
blood  clot  occlusion  of  a nasotracheal 
tube  can  be  temporarily  lysed  with  di- 
rect instillation  of  streptokinase  to  allow 
resumption  of  mechanical  ventilation. 
Because  of  the  limitation  of  continuous 
balloon  inflation  on  the  integrity  of  the 
catheter,  and  the  possible  systemic  lytic 
state  from  streptokinase,  the  use  of  these 
two  interventions  should  be  reserved  for 
temporary  life-saving  measures. 
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Trabecular  (neuroendocrine)  carcinoma  of  the  skin 

Report  of  four  cases  and  review  of  the  literature 
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In  1972,  Toker'  reported  five  cases  of  a 
previously  unrecognized  cutaneous  ma- 
lignancy that  he  designated  as  trabecu- 
lar carcinoma  of  the  skin.  Grossly,  these 
lesions  were  pink,  well-circumscribed, 
non-encapsulated,  and  firm.  Micro- 
scopically, the  tumor  cells  had  conspic- 
uous mitoses,  scanty  cytoplasm,  and 
formed  irregular  sheets  (or  trabeculae) 
that  infiltrated  the  dermis  but  tended  to 
spare  the  epidermis.  Leong  et  aF  de- 
scribed a “ball-in-mitt”  pattern  repre- 
sented by  one  or  two  crescentic  tumor 
cells  encircling  an  oval  cell.  Several 
years  later,  Tang  and  Toker,^  using 
electron  microscopy,  provided  further 
insight  by  describing  membrane- 
bound,  dense-core  granules  indistin- 
guishable from  those  found  in  neuroen- 
docrine tumors  (APUDomas),  and  the 
authors  characterized  this  entity  as 
Merkel  cell  tumor.  Still  others  have 
called  this  tumor  “primary  neuroendo- 
crine carcinoma  of  the  skin,”  because  of 
reports  of  ectopic  production  of  cortico- 
tropin (ACTH),"*  calcitonin,^  and 
somatostatin.^  Kroll  and  Toker^  point 
out,  however,  that  the  most  important 
diagnostic  feature  of  this  tumor  is  its 
cord-like  structure;  they  therefore  sug- 
gest that  the  term  “trabecular  carcino- 
ma” is  superior  to  other  alternatives. 

As  rare  or  as  new  as  this  form  of  ma- 
lignancy might  be,  it  has  generated 
much  international  interest,  as  recent 
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reports  from  Great  Britain,*  Israel,^ 
Australia,'®  and  Japan"  would  attest. 
Trabecular  carcinoma  of  the  skin  is 
more  than  an  academic  curiosity,  for  it 
poses  a dilemma  for  both  the  patholo- 
gist and  the  clinician.  In  making  this  di- 
agnosis, the  pathologist  must  consider  a 
differential  diagnosis  that  includes 
small  cell  squamous  carcinoma,  malig- 
nant melanoma,  histiocytosis  X,  ec- 
crine  sweat  gland  carcinoma,  malig- 
nant small  cell  lymphoma,  and  primary 
or  metastatic  cutaneous  neuroblasto- 
ma.'^ Kroll  and  Toker^  emphasize  that 
the  majority  of  these  tumors  can  be  di- 
agnosed by  simple  histologic  analysis  in 
the  clinical  setting,  reserving  electron 
microscopy  for  only  the  most  difficult 
cases.  The  medical  practitioner,  then, 
must  take  the  diagnosis  of  trabecular 
carcinoma  and  provide  appropriate 
management  for  the  patient  afflicted 
with  the  disease.  This  has  not  been  an 
easy  task  because,  until  relatively  re- 
cently, the  literature  has  not  contained 
sufficient  information  on  which  to  base 
decisions. 

Four  cases  of  trabecular  carcinoma 
of  the  skin  are  presented  here,  demon- 
strating the  spectrum  of  the  disease.  A 
review  of  the  literature  is  also  included 
to  provide  insight  into  the  natural  histo- 
ry, prognosis,  and  therapy  associated 
with  this  tumor. 

Case  Reports 

Case  1.  In  1980,  a 73-year-oId  woman 
was  seen  at  another  medical  center  for  an 
ulcerated  lesion  of  her  left  lower  thigh,  with 
associated  inguinal  adenopathy.  Results  of  a 
metastatic  workup  were  negative,  and  the 
patient  was  taken  to  the  operating  room  for 
excision  of  this  ulceration  and  lymph  node 


dissection.  Pathology  reports  described  a 
small  cell-undifferentiated  epithelial  tu- 
mor— trabecular  carcinoma.  No  adjuvant 
therapy  was  given. 

Nine  months  later,  the  patient  presented 
to  the  same  institution  complaining  of  fever, 
left  flank  pain,  and  abdominal  pain.  Evalua- 
tion at  that  time  included  an  intravenous 
pyelograph  (IVP),  computed  tomographic 
(CT)  scan,  and  gallium  scan  that  detected  a 
mass  obstructing  the  left  ureter,  with  resul- 
tant hydronephrosis.  A diagnosis  of  pyelone- 
phritis secondary  to  an  obstructing  uropathy 
was  made.  The  patient’s  pyelonephritis  re- 
sponded to  intravenous  antibiotics,  and  she 
was  referred  to  Montefiore. 

On  presentation,  the  patient’s  examina- 
tion was  notable  for  a 10  X 5-cm  mass 
slightly  to  the  left  of  the  umbilicus.  No  other 
peripheral  lymphadenopathy  was  appreciat- 
ed. The  lesion  was  presumed  to  be  metastat- 
ic trabecular  carcinoma,  and  a regimen  of 
radiotherapy  was  begun.  After  a total  of 
2,500  rad,  the  mass  was  described  as  “barely 
palpable.”  The  patient  went  on  to  receive  a 
complete  course  of  4,800  rad.  She  has  re- 
mained free  of  tumor  by  physical  examina- 
tion, IVP,  and  CT  scan  for  the  succeeding 
five  years. 

Case  2.  In  1982,  an  87-year-old  man 
with  multiple  medical  problems  and  demen- 
tia was  brought  to  Montefiore  from  a local 
nursing  home.  A lesion  was  noted  on  the  pa- 
tient’s left  upper  eyelid.  An  excisional  biop- 
sy was  subsequently  performed,  and  the  le- 
sion was  found  to  be  “Merkel  cell 
carcinoma.”  However,  because  of  the  pa- 
tient’s advanced  age  and  generally  fragile 
state,  further  treatment  was  deferred. 

In  1984,  the  patient  presented  at  Monte- 
fiore, complaining  that  he  was  unable  to  see 
from  his  left  eye.  A globular,  red  mass,  mea- 
suring 8X16  mm,  was  found  on  his  left  up- 
per eyelid.  No  cervical  nodes  were  present, 
and  liver  function  studies  were  within  nor- 
mal limits.  The  patient  received  6,000  rad  of 
radiotherapy.  On  completion  of  this  course. 
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the  lesion  had  resolved. 

Seven  months  later,  the  patient  returned 
to  the  hospital;  he  had  a 2-cm  parotid  mass 
and  two  palpable  supraclavicular  nodes. 
Needle  aspiration  of  the  parotid  mass  dem- 
onstrated necrotic  malignant  cells.  He  was 
then  admitted  to  the  hospital  with  bilateral 
pulmonary  infiltrates.  A core  biopsy  of  the 
parotid  mass  demonstrated  a “metastatic 
Merkel  cell”  tumor.  Further  evaluation,  in- 
cluding a bone  survey,  suggested  diffuse 
bone  and  pulmonary  metastases.  He  re- 
ceived an  additional  2,400  rad  to  his  parotid 
with  resolution  of  the  mass.  He  recovered 
from  his  pneumonia  and  was  returned  to  the 
nursing  home,  where  he  died  some  weeks 
later. 

Case  3.  In  1983,  an  84-year-old  woman 
presented  at  Montefiore  Medical  Center 
complaining  of  a lesion  on  her  left  calf  that 
had  been  present  for  approximately  three 
years.  On  examination,  a red,  friable  mass, 
measuring  approximately  1 cm,  was  found. 
There  was  no  lymphadenopathy  present.  An 
excisional  biopsy  was  performed,  showing  a 
“Merkel  cell  tumor,  margins  clear.”  The  pa- 
tient received  6,860  rad  to  the  area  after  sur- 
gery. 

Two  years  later,  a nodule  was  noted  in  the 
treatment  field  without  any  associated  ad- 
enopathy. Initially,  the  nodule  was  firm,  red, 
and  seemed  to  be  stable  in  size.  When  it  be- 
gan to  grow,  it  was  biopsied  again  and 
proved  to  be  recurrent  Merkel  cell  tumor. 
The  patient  received  additional  radiothera- 
py in  the  form  of  implanted  irridium  seeds, 
from  which  she  received  4,800  rad.  At  the 
time  of  this  writing,  the  patient  had  a 2 X 2- 
cm  ulcerated  area  at  the  site  of  the  implants, 
and  still  had  no  appreciable  adenopathy. 

Case  4.  In  1986,  a 78-year-old  woman 
presented  to  her  dermatologist  complaining 
of  a five-month  history  of  a mass  growing 
over  her  left  eyebrow.  The  lesion  was  biop- 
sied and  was  diagnosed  as  a trabecular  car- 
cinoma. She  was  then  referred  to  Monte- 
fiore. 

On  examination,  the  patient  had  a 3-cm 
lobular,  erythematous  mass  with  central 
umbilication  over  the  left  brow.  It  was  non- 
tender, and  there  was  no  discharge  or  ad- 
enopathy. The  patient  underwent  excision  of 
the  lesion  that  was  “3.0  X 1.5  cm,  light  ivo- 
ry, glistening  in  appearance  and  rubbery  in 
consistency.”  On  microscopic  evaluation, 
this  was  a trabecular  carcinoma.  The  pa- 
tient underwent  reconstructive  surgery  by 
means  of  local  rotation  and  forehead  flaps, 
and  she  was  followed  closely  in  the  postoper- 
ative period. 

Five  months  after  excision  of  her  lesion, 
the  patient  was  found  to  have  an  8 X 5-mm 
movable,  subcutaneous  mass  inferior  to  the 
medial  canthus  of  her  left  eye,  and  a 2 X 1- 
cm  mass  in  the  left  parotid  gland.  There  was 
no  evidence  of  recurrent  primary  tumor,  nor 
was  there  any  appreciable  cervical  adenop- 
athy. Needle  aspiration  biopsies  of  each 
mass  were  performed,  and  the  pathologic 
findings  were  consistent  with  Merkel  cell  tu- 
mor (Figs  1-3). 

In  March  1987,  the  patient  underwent  a 


FIGURE  1.  Case  4:  Preoperative  view  of  le- 
sion on  left  eyebrow. 


left  parotidectomy  and  local  excision  of  the 
tumor  of  the  left  infraorbital  area.  The  par- 
otid specimen  contained  normal  salivary 
gland  with  an  encapsulated  lymph  node  in- 
vaded by  a small  cell,  anaplastic  tumor.  The 
infraorbital  lesion  was  also  an  anaplastic  tu- 
mor. Findings  in  both  these  lesions  were  con- 
sistent with  Merkel  cell  tumor.  The  patient 
is  currently  receiving  radiotherapy  to  the 
face  and  neck. 

A summary  of  these  cases  is  presented  in 
Table  I. 

Discussion 

Although  trabecular  carcinoma  of 
the  skin  has  been  recognized  as  a dis- 
tinct entity  for  less  than  20  years,  the 
literature  currently  contains  enough  in- 
formation for  this  tumor  to  be  ade- 
quately and  accurately  characterized. 

Initially,  trabecular  carcinoma  was 
thought  to  be  a low-grade  malignancy. 
As  late  as  1 986,  it  was  reported  that  this 
tumor  “rarely  disseminates  to  distant 
sites  and  rarely  causes  death.” How- 
ever, it  is  interesting  to  note  that  the  pa- 
tient described  in  this  same  case  report 
died  only  1 5 months  after  initial  presen- 
tation, with  metastases  to  the  left  lung, 
liver,  left  kidney,  abdominal  lymph 
nodes,  and  bilateral  cerebellar  hemi- 
spheres. 

The  first  clinical  series  describing 
trabecular  carcinoma  began  to  appear 
in  1982.  At  that  time,  Kroll  and  Toker^ 
had  treated  30  patients  who  carried  this 


FIGURE  2.  Case  4:  The  trabecular  pattern  of 
the  tumor  is  seen  here;  this  feature  Is  not  seen 
in  all  fields.  The  size  of  the  tumor  cells  can  be 
compared  with  the  lymphocytes  in  the  right  low- 
er corner  (hematoxylin-eosin  stain;  original 
magnification  X 100). 


FIGURE  3.  Case  4:  The  tumor  cells  character- 
istically have  scant  cytoplasm.  The  nuclei  have 
finely  stippled  chromatin  and  inconspicuous  nu- 
cleoli. Increased  mitotic  activity  and  degenerat- 
ing individual  cells,  as  seen  here,  are  also  fea- 
tures of  this  entity  (hematoxiin-eosin  stain; 
original  magnification  X 200). 

particular  diagnosis.  A follow-up  of 
greater  than  one  year  (range,  1 to  10 
years)  was  obtained  in  23  of  these  cases. 
The  authors  described  this  tumor  as  one 
that  afflicted  patients  in  their  seventh 
and  eighth  decades,  and  as  one  that 
demonstrated  a predilection  for  the 
head,  neck,  and  upper  extremities.  Af- 
ter extirpative  surgery,  48%  of  patients 
were  completely  free  of  disease,  and 
only  22%  died  as  a direct  consequence 
of  the  tumor.  In  addition,  the  authors 
noted  that  tumor  response  to  both  radi- 
ation and  chemotherapy  was  the  same, 
ie,  rapid  regression  followed  by  recur- 
rence within  six  to  12  months.  Concur- 
rently, Ecker  et  aP'*  and  Wick  and  his 
associates  at  the  Mayo  Clinic'^  report- 
ed the  propensity  of  trabecular  carcino- 
ma to  recur  and  metastasize  to  the  liver, 
lung,  bone,  and  brain. 

Raaf  and  his  colleagues'^  suggested 
that  the  mortality  figures  in  the  early 
literature  did  not  adequately  reflect  the 
lethal  nature  of  this  malignancy.  After 
reviewing  their  personal  experience 
with  four  cases  and  combining  this  with 
an  additional  76  cases  described  in  the 
literature,  these  authors  echoed  Kroll 
and  Toker  in  characterizing  trabecular 
carcinoma  as  a disease  of  the  elderly 
that  appears,  in  order  of  decreasing  fre- 
quency, on  the  head  and  neck  (44%), 
leg  (28%),  arm  (16%),  or  buttock  (9%). 
A single  case  of  trabecular  carcinoma 
has  also  been  reported  in  the  vulva. 

Raaf  et  al'^  further  noted  the  rate  of 
local  recurrence  to  be  36%,  of  regional 
metastatic  disease  to  be  53%,  of  distant 
metastases  to  be  28%,  and  of  death  due 
to  metastatic  disease  to  be  at  least  25%. 
They  therefore  recommended  that  pa- 
tients with  primary  lesions  should  un- 
dergo wide  excision  of  the  tumor,  with 
concurrent  prophylactic  regional  node 
dissection.  Similar  statistics  regarding 
the  nature  of  the  malignancy  were  pro- 
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TABLE  I.  Summary  of  Four  Cases  of  Trabecular  Carcinoma 


Pa- 

tient 

No. 

Age/ 

Sex 

Primary 

Site 

Treatment/ 

Primary 

Tumor 

Recurrence/ 

Metastasis 

Treatment 

Regional 

and/or 

Metastatic 

Disease 

Status 

1 

73/F 

Left  lower 

Excision  -F 

Intra-abdominal 

Radiotherapy, 

Disease-free 

thigh  -F 

lymph  node 

mass  (nine  mo 

4,880r 

for  four 

inguinal 

dissection 

later) 

years 

adenop- 

athy 

2 

87/M 

Left  upper 

Excision 

a.  Left  upper  lid 

eyelid 

(two  yr  later) 

b.  Parotid  mass  and  Radiotherapy, 

Died  three  yr 

supraclavicular 

6,000r 

after  pre- 

nodes  (seven 

senting 

months  after  a) 

with  disease 

3 

84/F 

Left  calf 

Excision,  ra- 

Left  calf  (two  yr 

Irridium 

Local  ulcer- 

diotherapy, 

later) 

seeds. 

ation  four 

6,860r 

4,800r 

yr  after  pre- 

senting 

with  disease 

4 

78/F 

Left  eye- 

Excision 

Left  medial  canthus  Local  excision 

Radiotherapy 

brow 

-F  left  parotid 

-F  left  paro- 

nine  mo  af- 

node  (five  mo 

tidectomy 

ter  present- 

later) 

ing  with 

disease 

vided  by  Collar  et  al,’*  Meland  and 
Jackson,'^  Goepfert  and  colleagues,^'’ 
Sibley  and  associates,^'  and  Pajor  et 
al.^^  The  results  of  these  studies  are  pre- 
sented in  Table  II. 

In  addition  to  surgical  excision  of  the 
primary  lesion,  radiotherapy  proved 
somewhat  efficacious  in  a number  of 
the  cases  reported  by  Kroll  and  Toker. 
DeWolf-Peeters,  in  Belgium,^^  had 
even  more  striking  success  and  reported 
his  series  of  five  patients,  all  of  whom 
remained  in  good  health  during  a peri- 
od of  18  months  following  external 
beam  radiotherapy.  This  encouraged 
Collar  and  his  colleagues,'*  and 
prompted  them  to  suggest,  as  the  prop- 
er course  of  treatment,  wide  surgical 
excision  coupled  with  postoperative  ir- 


radiation to  both  the  local  site  and  re- 
gional lymphatics. 

Our  own  experience  with  trabecular 
carcinoma  comports  with  the  currently 
available  literature.  We  have  found  the 
disease  to  be  a cutaneous  malignancy  of 
the  elderly  that  presents  on  the  head 
and  lower  extremities.  We  have  also 
found  this  tumor  to  be  rather  aggressive 
because  of  its  propensity  for  local  recur- 
rence and  regional  and  distant  metasta- 
ses.  Still,  the  appearance  of  a local  re- 
currence or  metastasis  does  not 
necessarily  presage  death,  as  only  about 
25%  of  patients  will  succumb  to  the  dis- 
ease. 

However,  we  do  treat  trabecular  car- 
cinoma with  great  caution  and  atten- 
tion. There  have  been  reports  of  this 


malignancy  arising  in  conjunction  with 
a squamous  carcinoma, a basal  cell 
carcinoma, and  in  the  scar  of  a previ- 
ously excised  basal  cell  carcinoma  of 
the  nose.^^  It  has  also  been  described  as 
a source  of  superior  vena  cava  obstruc- 
tion,^* fulminant  hepatic  failure  from 
liver  metastases,^^  malignant  pleural 
effusion,^"  and  small  bowel  metasta- 
ses.^'  We  therefore  use  a team  ap- 
proach: the  lesion  is  surgically  excised 
with  adequate  margins,  and  radiothera- 
py is  employed  at  the  site  of  both  the 
primary  tumor  and  for  any  recurrence 
or  metastasis.  While  we  have  had  no  ex- 
perience with  management  by  chemo- 
therapy, recent  positive  reports  about 
this  modality’’^^'^^  may  provide  a key 
for  the  treatment  of  the  metastatic 
component  of  the  disease. 
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FROM  THE  LIBRARY 


PRESENT  STATUS  OF  THROMBOLYTIC  AGENTS 

Recently  interest  has  been  focused  on  the  possibility  of  using  active  thrombolytic  agents  to  produce  a 
dissolution  of  intravascular  clots.  It  is  generally  recognized  that  if  a safe,  effective  substance,  standard- 
ized in  its  action  from  one  lot  to  another  and  capable  of  producing  a uniform  response,  can  be  evolved,  it 
will  represent  a new  experimental  and  therapeutic  tool  of  great  importance.  Today  several  preparations 
are  available  which  are  suitable  for  investigational  use.  The  most  widely  used  are  those  which  contain 
streptokinase,  urokinase,  a mixture  of  streptokinase  and  plasmin,  or,  in  the  views  of  other,  plasminogen- 
activator  combinations,  each  possessing  varying  degrees  of  activity.  Many  workers  have  been  experi- 
menting with  their  use  in  animals  and  in  man,  and  new  knowledge  has  been  gained  from  these  studies. 
Nevertheless,  they  still  remain  unsatisfactory  for  widespread  clinical  use  for  a variety  of  reasons.  These 
should  be  known  to  the  clinicians  who,  without  experimental  facilities,  might  be  induced  to  use  them  in 
their  practices. 

The  materials  which  have  been  marketed  in  the  past  have  not  been  adequately  standardized,  either  in 
terms  of  fibrinolytic  activity  or  in  their  individual  components.  They  have  been  capable  of  producing 
pyrogenic  and  other  unpredictable  and  undesirable  reactions.  The  problem  is  rendered  more  complicat- 
ed by  the  variability  in  the  patient’s  blood,  where  the  antistreptokinase  and  antifibrinolytic  titers  range 
widely  and  may  be  far  more  than  enough  to  counteract  the  amount  of  fibrinolytic  preparation  which 
may  be  safely  injected  for  therapeutic  purposes. 

All  of  this  is  not  intended  to  discourage  investigation  in  this  area.  On  the  contrary,  such  investigation 
appears  to  hold  promise  of  greatly  enlarging  our  knowledge  of  one  of  the  fundamental  processes  of 
biologic  life,  the  fibrinolytic-antifibrinolytic  balance,  and  it  may  well  contribute  a widely  used  thera- 
peutic technic.  Every  encouragement  should  be  extended  to  those  who  are  embarked  on  these  fact- 
finding missions. 

At  this  time,  however,  clinicians  are  being  overexposed  to  suggestions  and  intimations  of  therapeutic 
effectiveness  and  safety  which  are  not  based  on  solid  basic  or  clinical  evidence.  These  agents  should  be 
regarded  as  research  and  experimental  tools  until  they  are  sufficiently  purified  and  standardized,  until 
we  have  secure  methods  of  determining  the  correct  dosage  available  to  all  who  would  use  them,  and 
until  our  knowledge  as  to  precise  indications  and  contraindications  has  reached  a more  sophisticated 
level. 

IRVING  S.  WRIGHT,  MD 

{NY State  J Med  1961;  61:864-865) 
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Low-dose  subcutaneous  heparin 
therapy 

TO  THE  EDITOR:  I read  with  more 

than  great  interest  the  commentaries  by 
Rooke'  and  Mendelsohn^  as  well  as  the 
research  paper  by  Hollander  et  aP  on 
the  use  of  heparin  in  the  prevention  of 
thromboembolism  in  the  July  issue  of 
the  Journal.  I was  more  than  a little 
surprised  that  in  none  of  the  aforemen- 
tioned was  reference  made  to  my  origi- 
nal highly  successful  subcutaneous  low 
dose  heparin  method/”^  I am  pleased  to 
see,  however,  that  all  of  the  above  find 
that  my  method  is  most  reliable. 

I recommend  the  low  dose  subcuta- 
neous method  chiefly  in  operative  pa- 
tients but  found  it  valuable  in  others  as 
well. 

J.  GEORGE  SHARNOFF,  MD 
6 Sycamore  Dr 
Westport,  CT  06880 
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heparinization  of  the  surgical  patient  to  prevent  post- 
operative thromboembolism.  Surg  Gynec  Obstet 
1962;  115:75-79. 

6.  Sharnoff  JG:  Prevention  of  Venous  Thrombo- 
sis and  Pulmonary  Embolism.  Lancaster,  England, 
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Cocaine 

TO  THE  EDITOR:  We  read  with  inter- 

est Dr  Gay’s  July  1989  commentary  on 
cocaine,'  and  while  we  agree  with  the 
need  to  treat  toxicity  aggressively,  we 
take  issue  with  some  of  the  measures 
advocated. 

The  author  recommends,  for  exam- 
ple, that  “dantrolene  should  be  stocked 
in  the  event  of  malignant  hyperther- 
mia.” The  use  of  dantrolene  to  treat  co- 
caine-induced hyperthermia  is  not  indi- 
cated, in  our  view.  Dantrolene  is  an 
inhibitor  of  skeletal  muscle  contraction 
used  in  the  treatment  of  malignant  hy- 


perthermia, which  is  a rare  complica- 
tion of  general  anesthesia  seen  in  ge- 
netically predisposed  patients. 
Malignant  hyperthermia  has  never 
been  reported  in  association  with  co- 
caine use.  The  hyperpyrexia  associated 
with  cocaine  intoxication,  on  the  other 
hand,  is  a result  of  hypermetabolism 
combined  with  severe  peripheral  vaso- 
constriction and  probable  hypothalmic 
alterations  in  thermoregulation. ^ Ag- 
gressive cooling  measures,  as  the  author 
mentions,  are  the  mainstay  of  treat- 
ment; dantrolene  has  no  proven  role. 

In  addition,  we  disagree  with  the 
author’s  recommendation  for  bicarbon- 
ate infusion  for  metabolic  acidosis. 
While  it  is  true  that  acidosis  depresses 
myocardial  function  and  potentiates 
ventricular  dysrhythmias,  the  use  of  bi- 
carbonate remains  very  controversial.^ 
Studies  have  shown  that  intravenous  bi- 
carbonate may  further  impair  de- 
pressed myocardium  and  may  paradox- 
ically decrease  arterial  and 
intracellular  pH.‘*“®  Therapy  should  be 
directed  at  the  underlying  metabolic 
derangements. 

Lastly,  we  wish  to  point  out  the  haz- 
ards of  urinary  acidification  to  enhance 
renal  excretion  of  cocaine.  Rhabdo- 
myolysis  is  a well-described  complica- 
tion of  cocaine  intoxication^  which 
may  lead  to  acute  renal  failure,  partic- 
ularly in  the  setting  of  an  acid  pH.* 
Given  the  relatively  short  serum  half 
life  of  cocaine  together  with  the  poten- 
tial danger  of  myoglobinuric  renal  fail- 
ure, administration  of  NH4CI  is  con- 
traindicated. 

LARISA  KAUKONEN.  MD 
Department  of  Emergency  Medicine 
Harbor-UCLA  Medical  Center 
1000  West  Carson 
Torrance,  CA  90509 

ROBERTS.  HOFFMAN.  MD 
Associate  Medical  Director 
New  York  City  Poison  Control  Center 
455  First  Ave,  Room  123 
New  York,  NY  10016 
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The  new  health  code  regulations 
concerning  postgraduate  medical 
education  in  New  York  State 

TO  THE  EDITOR:  The  article  by  Steven 

C.  Reiner  in  the  August  1989  issue, 
“The  impact  of  new  code  regulations  on 
postgraduate  medical  education  in 
New  York  State,”  may  leave  your  read- 
ers believing  that  the  reforms  involving 
residency  training  in  New  York  State 
are  an  aberrant  development,  out  of  line 
with  thinking  elsewhere  in  the  nation.' 
This  is  incorrect.  National  residency 
boards  are  adopting  similar  standards 
to  be  applied  nationwide. 

One  should  keep  this  in  mind  in  eval- 
uating Dr  Reiner’s  effort  to  present  an 
objective  evaluation  of  the  New  York 
reforms,  their  probable  impact  on  pa- 
tient care,  residents’  education,  and 
New  York’s  response. 

In  the  section  on  sleep  deprivation 
and  the  quality  of  care.  Dr  Reiner  cites 
a number  of  studies  which  failed  to 
demonstrate  impairment  of  cognitive 
and  motor  functions  of  residents.  This 
suggests  to  me  that  the  testing  method- 
ology must  be  flawed  rather  than  that 
sleep  deprivation  has  no  effect  on  per- 
formance. Certainly  the  common  sense 
experience  of  every  reader  of  this  Jour- 
nal will  corroborate  that  36  hours  of  de- 
manding activity  with  an  average  of  2.4 
hours  of  sleep  (Greater  New  York  Hos- 
pital Association  Survey)  every  third  or 
fourth  night  for  months  on  end  would 
compromise  function  adversely.^ 

Dr  Reiner  made  no  mention  of  the 
psychological  and  social  effects  of  the 
current  residency  training  that  may- 
lead  to  depression,  marital  breakups. 
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suicide,  and  deep  resentment  toward 
patients.  Further,  biological  studies  on 
the  diurnal  rhythm  have  clearly  demon- 
strated that  the  biological  clock  re- 
quires the  winding  which  is  provided  by 
sleep.  Finally,  is  it  not  surprising,  if 
sleep  deprivation  has  no  adverse  effects, 
that  airplane  pilots  and  long  distance 
bus  drivers  are  restricted  in  their  hours 
of  continuous  service?  Think  how  our 
airfares  might  be  reduced  if  the  captain 
and  crew  of  our  next  air  flight  were  in 
the  32nd  hour  of  continuous  piloting  in- 
stead of  just  beginning  eight  hours  of 
restricted  time  on. 

In  the  section  on  perspectives  on  re- 
form, Dr  Reiner  cites  some  affirmative 
comments  on  the  new  regulations  but, 
in  the  main,  suggests  that  they  impair 
residents’  education,  produce  major 
disruptions  in  patient  care,  and  cause 
increased  costs  of  medical  care.  Some 
of  Dr  Reiner’s  evidence  is  outdated. 
The  comments  by  the  American  Col- 
lege of  Physicians  had  reference  to  a 
preliminary  formulation  in  the  report 
which  was  later  abandoned.  (In  testi- 
mony to  the  New  York  State  Depart- 
ment of  Health  Ad  Hoc  Advisory  Com- 
mittee on  Emergency  Services,  on 
August  17,  1987,  the  American  College 
of  Physicians  criticized  the  June  2, 
1987,  proposal  of  the  ad  hoc  committee, 
which  proposed  a 1 6-hour  workday  lim- 
it. This  was  revised  and  made  more 
flexible  in  the  subsequent  and  final  re- 
port of  the  ad  hoc  committee  which  rec- 
ommended the  24-hour  scheduling  lim- 
it, and  an  average  of  80-hour  weeks 
over  a four-week  period.)  At  the  present 
time,  both  the  Accreditation  Council 
for  Graduate  Medical  Education 
(ACGME)^  and  the  Residency  Review 
Committee  for  Internal  Medicine  have 
come  forward  to  urge  an  80-hour  work 
week.^  These  groups  and  the  Pediatric 
Residency  Review  Committee  call  for 
one  full  24-hour  period  off  each  week, 
and  other  national  organizations  as  well 
as  states  are  now  actively  debating  re- 
forms.^ 

It  is  an  error  to  believe  that  one  tragic 
case  led  to  this  tremendous  local  and 
national  debate  on  residents’  working 
conditions  and  supervision.  In  New 
York  State  there  have  been  many  other 
instances  of  adverse  outcomes  for  hos- 
pitalized patients  in  which  overworked, 
unsupervised  house  officers  have 
played  an  unhappy  and  unjustified  role. 
No  doubt  the  same  experience  is  found 
in  other  states. 

Dr  Reiner  concludes  in  the  section  on 
implementing  reform  that  some  type  of 
reform  is  due,  but  questions  how  it 


should  be  done.  New  York  State  has 
provided  direct  funds  for  ancillary  per- 
sonnel and  already  many  are  in  place 
and  others  are  in  training.  This  reform 
alone  is  likely  to  improve  residents’  care 
of  patients  and  their  education.  It  is 
suggested  that  the  best  solution  to  the 
new  regulations  is  to  increase  the  num- 
ber of  house  staff.  In  fact,  this  has  been 
done,  particularly  in  internal  medicine, 
where  the  number  of  PGY-1  residents 
matched  increased  from  803  in  1987  to 
900  in  1989.  In  contrast,  the  number  of 
residency  positions  in  medicine  nation- 
ally declined  from  5,341  to  5,123.  If,  as 
Dr  Reiner  suggests,  the  answer  to  rea- 
sonable regulations  is  to  increase  the 
number  of  residents,  then  residents  are 
being  used  for  service,  not  for  educa- 
tion. This  should  make  us  all  think 
again  about  the  purposes  of  graduate 
medical  education! 

The  disruption  of  the  continuity  of 
patient  care  has  often  been  cited  as  a 
major  drawback  of  the  new  regulations. 
This,  in  part,  is  a red  herring.  Unless  a 
resident  is  to  be  on  call  24  hours  every 
day,  continuity  of  patient  care  will  nec- 
essarily be  interrupted  at  some  point. 
Nevertheless,  on  the  basis  of  discus- 
sions with  program  directors  in  several 
of  the  major  disciplines,  the  commis- 
sioner of  health  has  introduced  flexibil- 
ity into  the  regulations  which  allows 
time  for  the  orderly  transfer  of  infor- 
mation from  those  residents  going  off 
duty  to  those  coming  on.  Also,  it  was 
always  recognized  that  a resident  in  the 
midst  of  caring  for  a critically  ill 
patient,  such  as  one  experiencing  dia- 
betic ketoacidosis,  or  in  the  middle  of 
an  operation,  would  be  expected  to  con- 
tinue the  care  of  the  patient  as  indicat- 
ed. 

Finally,  Dr  Reiner  has  reservations 
about  the  “surprising  speed’’  by  which 
the  regulations  were  enacted  and  also 
implies  a question  about  the  “nine  dis- 
tinguished New  York  physicians”  who 
were  members  of  the  committee 
chaired  by  Dr  Bertrand  Bell.  The  Ad 
Hoc  Advisory  Committee  on  Emergen- 
cy Services’  printed  report‘d  appeared  in 
1987  after  one  year  of  frequent  meet- 
ings and  study,  and  after  extensive  pub- 
lic hearings  and  wide  discussion  with 
national  as  well  as  New  York-based 
leaders  in  medical  education.  The  State 
Hospital  Review  and  Planning  Council, 
which  enacted  the  regulations,  also  had 
public  hearings.  The  July  1989  imple- 
mentation date  followed  a long  term 
process. 

PETER  SLOCUM 
Director,  Public  Affairs 
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In  reply.  Mr  Slocum  states  that  the 
failure  to  demonstrate  impairment  of 
function  of  residents  after  sleep  depri- 
vation can  be  explained  by  the  testing 
methodology’s  being  flawed.  Although 
this  debate  continues,  the  fact  is  it  has 
proven  impossible  to  demonstrate  that 
an  otherwise  healthy,  energetic,  and 
vigorous  house  staff  member,  motivat- 
ed to  learn  and  perform,  will  deteriorate 
as  a result  of  24  or  36  hours  of  continu- 
ous duty.  Since  I assume  that  a major 
motivation  on  the  part  of  the  New  York 
State  Department  of  Health  in  imple- 
menting these  regulations  was  to  im- 
prove quality  of  care,  it  would  behoove 
it  to  prove  that  quality  of  care  does  in- 
deed deteriorate  after  24  hours  prior  to 
implementing  its  rigid  regulations.  Mr 
Slocum  refers  to  the  common  sense  ex- 
perience of  every  reader  that  being  on 
call  every  third  or  fourth  night  for 
months  would  adversely  compromise 
function.  The  medical  literature  is  re- 
plete with  hard  data  refuting  many 
common  sense  experiences.  For  exam- 
ple, common  sense  tells  us  that  the 
treatment  of  severe  hypertension  with 
thiazide  diuretics  should  reduce  the 
risks  of  heart  attacks.  Indeed,  after 
careful  study  the  opposite  has  proven  to 
be  true.'  Common  sense  has  also  sug- 
gested to  us  that  thalidomide  might  be  a 
good  sleeping  pill,  that  interferon  might 
cure  cancer,  and  that  coronary  bypass 
surgery  always  prolongs  life.  Such  as- 
sumptions have  been  proven  incorrect. 
There  is  no  doubt  that  sleep  deprivation 
and  overwork  make  residents  an  unhap- 
py, unsociable,  and  perhaps  divorce- 
prone  group.  Indeed,  as  I mentioned, 
reform  of  working  conditions  is  neces- 
sary. But  it  is  a far  cry  from  a blanket 
statement  that  the  reduction  of  resident 
work  hours  will  result  in  an  automatic 
improvement  in  quality  of  care.  This  is 
a supposition  that  the  health  depart- 
ment has  made,  placing  health  care  in- 
stitutions in  financial  jeopardy,  and  the 
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quality  of  medical  education  at  risk. 

Mr  Slocum  states  that  “it  is  suggest- 
ed that  the  best  solution  to  the  new  reg- 
ulations is  to  increase  the  number  of 
house  staff.”  While  this  may  indeed 
be  a solution  to  the  problem  of  compli- 
ance with  state  regulations,  it  is  not 
equivalent  to  an  improvement  in  medi- 
cal education.  As  I stated  in  my  article, 
there  is  clearly  a relationship  between 
the  volume  and  diversity  of  patient  and 
didactic  material  that  residents  are 
exposed  to  and  their  ultimate  compe- 
tency as  physicians.  It  remains  to  be 
shown  that  diluting  the  house  staff  ex- 
perience is  an  avenue  towards  improved 
quality. 

Mr  Slocum  also  states  that  the  num- 
ber of  residents  matched  in  New  York 
State  in  internal  medicine  programs  in- 
creased in  1 989.  Although  this  may  be  a 
local  aberration,  the  facts  show  that 
there  is  a continued  national  decline  in 
matching  in  all  primary  care  specialties 
including  internal  medicine,  pediatrics, 
and  family  practice  since  1987. ^ In 
1989  3%  fewer  positions  matched  in  the 
National  Resident  Matching  Program 
in  internal  medicine  than  in  1988.  Per- 
haps New  York  State  is  robbing  Peter 
to  pay  Paul.  If  the  state  health  depart- 
ment theory  is  correct,  we  should  notice 
decreasing  quality  nationwide  and  an 
increasing  quality  of  house  staff  per- 
formance in  New  York  State. 

The  thrust  of  my  article  was  to  em- 
phasize that  those  who  should  be  decid- 
ing residents’  work  hours,  residents’ 
work  rules,  the  presence  or  absence  of 
resident  impairment,  and  the  residents’ 
stress  load  should  indeed  be  the  medical 
educators.  Most  of  the  rest  of  the  nation 
seems  to  be  headed  in  this  direction, 
and  only  New  York  State  (and  perhaps 
Massachusetts)  has  decided  to  impris- 
on the  medical  education  process  in  rig- 
id rules.  In  California,  a careful,  coop- 
erative process  among  the  state’s  ten 
medical  schools  and  the  department  of 
health  has  begun  a four  year  process  to 
“implement  their  own  voluntary  re- 
forms of  resident  work  hours. Under 
the  California  plan,  a committee  of  rep- 
resentatives from  the  state’s  schools  has 
begun  a reform  process  expected  to  be 
implemented  by  July  1993.  This  plan 
leaves  room  for  interpretation,  suggests 
caps  on  residents’  work  hours,  but 
leaves  considerable  flexibility,  includ- 
ing a provision  that  each  institution  de- 
fine the  limit  on  the  number  of  continu- 


ous hours  worked. 

My  major  objection  to  the  new  health 
code  regulations  is  with  the  process 
more  than  the  content.  No  one  would 
disagree  that  reform  is  due.  However,  it 
never  fails  to  astonish  me  that  the  New 
York  State  Department  of  Health  has  a 
solution  for  each  and  every  health  care 
problem  in  the  state.  It  produces  a never 
ending  stream  of  rules  and  regulations 
against  the  backdrop  of  a medical  care 
system  that  is  clearly  in  chaos.  I stated 
at  the  conclusion  of  my  article  that  the 
state  has  begun  the  largest  uncontrolled 
experiment  in  medical  education  ever 
attempted.  I challenge  the  New  York 
State  Department  of  Health  to  return 
to  us  follow-up  studies  which  demon- 
strate that  as  a direct  result  of  new  405 
regulations,  the  number  of  house  staff 
errors  has  decreased,  the  overall  mor- 
bidity and  mortality  due  to  physician 
error  in  New  York  hospitals  has  de- 
creased, the  scores  of  residents  on  na- 
tional or  specialty  certifying  board  ex- 
aminations have  increased,  and  that  the 
divorce  rate,  suicide  rate,  and,  perhaps, 
the  reading  level  of  physicians’  children 
have  all  been  improved  as  a result  of 
this  far  reaching  legislation.  After  all, 
this  is  the  process  by  which  all  medical 
experimentation  is  evaluated.  I suggest 
that  the  state  department  of  health  pro- 
pose a one-  or  two-year  period  of  study 
for  its  new  health  code  regulations. 
Failing  to  demonstrate  an  improvement 
in  overall  quality  of  house  staff  care, 
and  diminished  house  staff  error,  this 
expensive  experiment  should  be  termi- 
nated. Control  of  the  medical  education 
process  should  be  wrested  from  the 
hands  of  the  health  bureaucrats  and  re- 
turned to  the  deans,  program  directors, 
and  house  staff  representatives  at  the 
local  level. 
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Director,  Training  and  Education 
Department  of  Family  Practice 
Catholic  Medical  Center  of  Brooklyn 
and  Queens 

Clinical  Assistant  Professor 
Department  of  Medicine 
Cornell  University  Medical  College 
88-25  153rd  St 
Jamaica,  NY  1 1432 

1 . Pollare  T,  Lithell  H,  Berne  C:  A comparison  of 
the  effects  of  hydrochlorothiazide  and  captopril  on 
glucose  and  lipid  metabolism  in  patients  with  hyper- 
tension. N Engl  J Med  1989;  321:868-873. 

2.  Murray  JL,  Tsou  CV:  “Final  Results — 1989 
NRMP  and  AAFP  Hotline”  (letter  to  all  Family 
Practice  Residency  Program  Directors  from  Educa- 


tion Division,  American  Academy  of  Family  Physi- 
cians, March,  1989). 

3.  Page  L:  California  schools  seek  flexibility  in 
resident  hours  reform  plan.  Am  Med  News,  August  4, 
1989,  p 3. 

Alcohol  and  public  health: 
Implications  for  New  York  State 

TO  THE  EDITOR:  Congratulations  on 

the  extensive  coverage  which  the  Jour- 
nal provided  to  the  New  York  State  De- 
partment of  Health’s  report,  “Alcohol 
and  Public  Health:  Implications  for 
New  York  State.”' 

As  the  report  documents,  alcohol-re- 
lated illnesses  and  injuries  account  for 
an  estimated  6,500  deaths  in  the  state 
each  year,  making  them  the  fourth 
leading  cause  of  death.  And  although 
alcohol  is  believed  to  be  involved  in  up 
to  50%  of  all  hospital  admissions,  it  is 
diagnosed  on  only  6%  of  the  discharges. 

By  calling  attention  to  this  topic,  the 
Journal  is  increasing  the  medical  com- 
munity’s awareness  of  the  extent  of 
“the  alcohol  connection”  to  those  prob- 
lems. Through  its  Hospital  Intervention 
Services  Project,  the  Division  of  Alco- 
holism and  Alcohol  Abuse  has  con- 
tracts and  1 8-month  pilot  projects  with 
1 1 hospitals  in  the  state  to  improve  their 
abilities  to  diagnose  alcohol  problems 
and  refer  patients  for  appropriate  treat- 
ment. 

The  division  also  has  recently  agreed 
on  an  “Action  Plan”  with  the  state  de- 
partment of  health  to  intensify  the  in- 
volvement of  state  and  local  health  au- 
thorities in  improving  alcoholism 
services. 

Dr  David  Axelrod,  Commissioner  of 
Health  of  the  State  of  New  York,  has 
demonstrated  his  leadership  in  this 
area,  and  we  look  forward  to  working 
with  all  sectors  of  the  medical  commu- 
nity to  improve  the  state’s  health  and 
safety  by  understanding  “the  alcohol 
connection.” 

MARGUERITE  T.  SAUNDERS 
Director 
State  of  New  York 
Division  of  Alcoholism  and  Alcohol  Abuse 
194  Washington  Ave 
Albany,  NY  12210 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  September  1989  issue  o/Epidemiol- 
ogy  Notes  {Vol.  4,  No.  9),  published  by  the  Division  of 
Epidemiology,  New  York  State  Department  of  Health, 
Albany,  NY. 


Birth  outcomes  in  New  York  State 
(Part  II) 

This  article  is  the  second  part  of  a two-part  series  that 
examines  various  birth  outcomes  in  New  York  State.  It 
includes  those  maternal  variables  such  as  age,  race,  socio- 
economic status,  level  of  education,  parity  and  absence  or 
inadequacy  of  prenatal  care  that  have  been  associated 
with  poor  birth  outcomes.' 

The  study  population  for  this  analysis  consisted  of 
725,775  live  births  recorded  in  New  York  State  from  1983 
through  1985.  Logistic  regression  analysis  was  used  to 
confirm  the  impact  of  the  maternal  variables  on  birth- 
weight  (low  birthweight  is  defined  as  less  than  2,500 
grams  and  normal  birthweight  defined  as  2,500  grams  or 
above).  Odds  ratios  were  calculated  relative  to  the  most 
favorable  subgroup  within  each  variable;  the  most  favor- 
able group  was  assigned  the  odds  ratio  of  one.  The  odds 
ratio  represents  the  relative  risk  of  those  exposed  to  a fac- 
tor (eg,  inadequate  prenatal  care)  compared  to  those  not 
exposed  (eg,  adequate  prenatal  care).  An  odds  ratio  of  one 
would  indicate  no  difference;  the  larger  the  ratio,  the 
greater  effect  that  variable  has  on  the  outcome. 

Table  I summarizes  the  results  of  the  logistic  regression 

TABLE  I.  Adjusted  Odds  Ratios  for  Low  Birthweight, 
New  York  State,  1983-1985 


Level  of  Prenatal  Care 


Adequate 

1.00 

Intermediate 

1.34 

Inadequate 

2.08 

Maternal  Age 

10-19 

1.78 

20-24 

1.13 

25-29 

1.00 

30-34 

1.14 

35  and  over 

1.31 

Race 

White 

1.00 

Nonwhite 

2.04 

Previous  Live  Births 

0 

1.26 

1 

1.00 

2 

1.07 

3 or  more 

1.17 

Maternal  Education 

0- 1 1 years 

1.89 

12  years 

1.32 

13  and  over 

1.00 

analysis.  Level  of  prenatal  care  was  determined  by  consid- 
ering the  date  of  first  visit,  number  of  visits,  and  length  of 
gestation.^  Prenatal  care  was  then  defined  as  adequate, 
intermediate,  or  inadequate  using  these  criteria.  Inade- 
quate care  was  associated  with  more  than  a 100%  increase 
in  the  risk  of  delivering  a low  birthweight  infant  when 
compared  to  the  groups  receiving  adequate  care.  The  odds 
ratio  of  2.08  was  adjusted  for  differences  in  maternal  age, 
race,  education,  and  parity.  The  other  odds  ratios  affirm 
the  risk  of  low  birthweight  infants  among  women  with  no 
previous  live  births,  the  poorly  educated,  younger  and  old- 
er women  and  nonwhites. 

Live  Birth/Pregnancy  Ratio 

During  1987,  64.8%  of  New  York  State  residents  re- 
ported pregnancies  which  resulted  in  live  births.  The  1987 
ratio  of  live  births  to  pregnancies  was  higher  for  upstate 
residents  (73.3%)  than  for  women  residing  in  New  York 
City  (56.7%).  There  has  been  little  change  in  the  state  live 
birth  to  pregnancy  ratio  since  1977. 

Maternai  Age 

In  contrast  to  the  general  population,  there  has  been  a 
decrease  in  the  live  birth  to  pregnancy  ratio  in  the  adoles- 
cent population  in  New  York  State  from  47.7%  in  1977  to 
44.3%  in  1987. 

During  1986,  11%  of  the  births  among  adolescents  17 
years  of  age  and  younger  were  among  those  who  had  pre- 
viously given  birth;  19%  were  among  those  who  had  previ- 
ously been  pregnant.  Of  births  among  teens  18-19  years 
of  age,  25%  were  women  who  had  already  given  birth,  36% 
were  those  who  had  previously  been  pregnant.  There  is 
little  difference  in  pregnancy  histories  between  adoles- 
cents from  New  York  City  and  those  from  the  rest  of  the 
state. 

Between  1977  and  1987,  the  pregnancy  rate  among 
teenagers  in  the  state  increased  from  41.1  per  1,000  to 
48.8  per  1,000.  This  increase  occurred  in  both  New  York 
City  and  the  rest  of  the  state. 

Maternal  age  and  race  have  been  associated  with  low 
birthweight  infants.  In  1987,  the  low  birthweight  rate  was 
1 0. 1 % for  births  among  mothers  1 9 years  of  age  and  youn- 
ger compared  to  a rate  of  7.1%  for  all  ages.  Nonwhite 
mothers  under  age  20  delivered  12.8%  of  their  babies 
weighing  under  2,500  grams. 

Prenatai  Care 

The  established  relationship  between  prenatal  care  and 
pregnancy  outcomes  seen  in  Table  I and  in  the  literature 
suggests  that  improvement  in  prenatal  care  to  an  adequate 
level  would  result  in  a general  improvement  in  the  health 
status  of  newborns.  However,  many  New  York  State 
women  continue  to  receive  inadequate  prenatal  care.  Data 
for  the  period  1 977  to  1 987  showed  no  significant  increase 
in  the  percent  of  pregnant  women  receiving  prenatal  care 
in  the  first  trimester.  At  the  same  time  there  was  an  in- 
crease in  women  who  did  not  begin  prenatal  care  until  the 
third  trimester  or  received  no  prenatal  care. 
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The  New  York  State  Department  of  Health  has  estab- 
lished a service  network  across  the  state  to  provide  prena- 
tal care  and  nutritional  support  to  improve  pregnancy  out- 
come. This  intervention  strategy  seeks  to  identify  those 
areas  and  people  having  the  highest  rates  of  poor  out- 
comes and  to  target  activities  to  those  areas.  The  goal  of 
such  efforts  is  to  provide  preventive  service,  family  plan- 
ning, prenatal  care  and  nutritional  support  to  improve  the 
health  status  of  all  newborns. 
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Residential  and  home  health  care  for 
people  with  AIDS  and  HIV-related 
illnesses 

Residential  Health  Care 

The  clinical  profile  of  AIDS  and  HIV-related  illnesses 
has  evolved  from  a relatively  short  term,  fatal  trajectory, 
punctuated  by  episodes  of  acute  illness,  to  a more  extend- 
ed course  of  incurable  illness,  often  characterized  by 
months  of  physical  and  mental  disability  prior  to  the  ter- 
minal stage.  Through  the  AIDS  Intervention  Manage- 
ment System  (AIMS),  the  New  York  State  Department 
of  Health  has  documented  the  need  to  manage  the  chronic 
manifestations  of  HIV  infection  in  residential  health  care 
facilities  (RHCFs). 

RHCFs  have  not  been  widely  used  by  people  with 
AIDS  and  HIV-related  illnesses.  Only  3.6%  of  1987 
AIDS  hospital  discharges  in  New  York  State  were  to 
chronic  care  or  other  nonacute  facilities.  The  Coler  and 
Goldwater  facilities,  operated  by  the  New  York  City 
Health  and  Hospitals  Corporation,  provide  68  specialty 
hospital  beds  offering  care  similar  to  that  in  skilled  nurs- 
ing facilities  (SNFs).  These  facilities  have  documented 
the  complex  care  need  of  the  long  term  HIV  patient  with 
costly  medication  requirements,  higher  nurse  staffing  pat- 
terns and  drug  abuse  treatment  needs. 

In  a 1988  20-hospital  study  of  people  with  AIDS  or 
HIV-related  illnesses,  almost  one  quarter  of  clinically  sta- 
ble patients  hospitalized  for  ten  days  or  more  were  identi- 
fied as  needing  subacute  care  in  RHCFs  upon  discharge. 
Of  these,  16.8%  needed  care  in  SNFs  and  7%  in  health- 
related  facilities  (HRFs).  People  with  AIDS  and  HIV- 
related  illnesses  are  significantly  different  from  typical 
long  term  care  clients;  they  are  younger  (average  age  35); 
much  more  likely  to  be  drug  users,  without  a suitable 
home  or  any  home  at  all;  and  require  greater  and  more 
complex  clinical  and  supportive  care.  Advances  in  medical 
care  strongly  suggest  that  the  proportion  of  all  people  with 
HIV-related  illnesses  requiring  long  term  care  will  in- 
crease. 

In  response  to  the  identified  need  for  AIDS-specific  res- 
idential health  care,  the  State  Hospital  Review  and  Plan- 
ning Council  passed  regulations  in  June  1988  to  establish 


HIV-specific  skilled  nursing  and  health-related  facilities 
and  dedicated  HIV  beds  in  existing  facilities.  The  regula- 
tions for  the  operation  of  these  RHCF  beds  amend  the 
existing  code  for  nursing  home  and  health-related  facili- 
ties with  specific  requirements  to  assure  appropriate  care 
for  people  with  HIV-related  illnesses. 

Like  traditional  RHCFs,  AIDS-RHCFs  will  provide 
rehabilitative  care  involving  active  treatment  of  coexisting 
illnesses  and  disabilities  and  palliation  for  those  who 
choose  relief  of  pain  and  mental  anguish.  However, 
AIDS-RHCF  care  will  differ  from  traditional  RHCF 
care  in  several  ways.  Case  management  services  will  gen- 
erally be  provided  in  cooperation  with  an  AIDS  center. 
AIDS-RHCFs  must  also  provide  or  make  formal  arrange- 
ments for  special  services,  as  needed,  to  include  substance 
abuse,  mental  health,  and  pastoral  counseling.  Counseling 
and  supportive  services  will  be  made  available  to  assist 
staff  members  with  problems  related  to  caring  for  people 
with  HIV-related  illnesses.  Also,  staff  are  expected  to  at- 
tend inservice  and  continuing  education  programs  at  least 
every  three  months  which  address  the  medical,  psycholog- 
ical, social  problems,  and  care  needs  specific  to  HIV  dis- 
ease. 

As  of  June  1989,  the  New  York  State  Department  of 
Health  received  applications  for  732  AIDS-SNF  beds 
from  eight  applicants.  A total  of  182  of  these  have  been 
approved,  and  44  have  been  opened  at  the  Terrance  Cardi- 
nal Cooke  Health  Care  Center.  An  additional  six  AIDS- 
SNF  beds  have  been  opened  at  the  Monroe  Community 
Hospital  in  Rochester,  New  York.  The  department  has 
received  applications  for  509  AIDS-HRF  beds  from  four 
applicants.  A total  of  165  of  these  beds  have  been  ap- 
proved. 

Several  other  potential  applicants  have  approached  the 
Department  of  Health  in  anticipation  of  developing  in- 
creased bed  capacity  in  existing  AIDS-SNFs  and  HRFs 
in  the  near  future. 

For  each  AIDS-RHCF  application,  the  department, 
the  applicant,  and  the  Medical  Care  Facilities  Financing 
Agency  are  working  together  to  overcome  barriers  to  capi- 
tal financing,  property  acquisition,  community  accep- 
tance, and  program  development.  These  barriers  are  sig- 
nificant because  few  applicants  have  experience  in 
providing  residential  health  care  to  people  with  the  need 
for  frequent  medical  oversight  and  intervention  and  drug 
treatment. 

Home  Health  Care 

Care  to  people  with  HIV-related  illnesses  is  largely  pro- 
vided in  hospitals  and  at  home.  Certified  home  health 
agencies  made  10,800  nursing  visits  to  AIDS  patients  in 
1987.  Ninety  percent  of  these  visits  occurred  in  New  York 
City.  As  of  September  1988,  the  New  York  City  Human 
Resources  Administration,  the  Visiting  Nursing  Service 
of  New  York  Inc  (VNS),  and  other  certified  and  licensed 
home  care  providers  were  providing  home  care  services  to 
approximately  750  people  with  AIDS  and  HIV-related 
illnesses. 

Several  specialized  home  care  programs  for  those  with 
HIV-related  illnesses  have  developed,  most  notably  the 
VNS  of  New  York’s  AIDS  home  care  services  under  ar- 
rangement with  New  York  City’s  Human  Resources  Ad- 
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ministration.  Intensive  staff  training  for  both  nursing, 
home  health  aides,  and  home  attendants  has  been  neces- 
sary and  essential  for  all  home  care  programs  serving  peo- 
ple with  HIV-related  illnesses. 

In  addition,  a Long  Term  Home  Health  Care  Program 
specifically  for  people  with  AIDS  and  HIV-related  ill- 
nesses was  enacted  by  legislation  passed  in  September 
1988.  The  department  is  currently  drafting  regulations 
and  defining  the  process  of  establishment  in  order  to  im- 
plement this  first  AIDS-specific  home  care  program.  Pa- 
tients serviced  by  the  AIDS  Home  Care  Program  will  re- 
ceive a comprehensive  coordinated  array  of  home  care 
services,  including  some  waived  services  not  traditionally 
covered  by  Medicaid. 

AIDS  and  HIV-related  illnesses  exacerbate  the  de- 
mands for  labor  experienced  by  the  home  health  care  sys- 
tem. A study  of  the  home  care  resource  needs  of  people 
with  AIDS  and  HIV-related  illnesses  was  conducted  in 
1987  by  the  Home  Care  Association  of  New  York  State 
for  the  department.  It  was  determined  that  AIDS  patients 
need  1 3%  more  nursing  time  per  visit  than  terminal  cancer 
patients  and  29%  more  than  the  average  home  care  pa- 
tient. As  a result  of  that  study,  the  Department  of  Health 
established  separate  payment  rates  for  nursing  services 
provided  to  people  with  AIDS.  Nursing  rates  were  set  us- 
ing regional  service  prices  increased  by  a case  mix  adjust- 
ment factor  to  reflect  the  additional  resource  utilization 
needed  in  home  care  treatment  of  AIDS  patients.  The 
New  York  City  average  nursing  visit  rate  for  AIDS  pa- 
tients served  by  certified  home  health  agencies  was  in- 
creased in  1988  by  30%. 

The  AIDS  center  concept  has  been  followed  by  other 
innovations  and  resource  allocation  in  AIDS  health  ser- 
vices delivery  including  enhanced  outpatient  reimburse- 
ment, maternal  pediatric  services,  residential  health,  and 
home  health  care.  These  advances  are  a critical  extension 
of  the  AIDS  center  concept  of  a coordinated  continuum  of 
care  supported  by  hospital-based  case  management.  Fur- 
thermore, the  effectiveness  of  AIDS  centers  is  dependent 
on  the  availability  of  a full  range  of  services.  Quality  and 
utilization  monitoring  similar  to  that  in  AIDS  centers  is 
carried  out  to  evaluate  resources  and  quality  of  care  in 
each  setting. 


Cancer  incidence  among  NYC 
Hispanics  1982-1985 

Hispanics  constitute  a significant  segment  of  the  New 
York  City  population.  The  incidence  of  cancer  among  this 
population  has  not  been  previously  documented.  This  arti- 
cle compares  cancer  incidence  among  Hispanics  with  that 
among  white  non-Hispanics  in  the  city. 

In  the  1980  US  Census,  Spanish  origin  was  determined 
by  a question  that  asked  each  respondent  to  identify 
whether  or  not  they  were  of  Spanish  origin  or  descent.' 
Individuals  selecting  any  one  of  the  four  Spanish  catego- 
ries (eg,  Mexican,  Puerto  Rican,  Cuban,  or  other  Span- 
ish) are  collectively  referred  to  as  individuals  of  Spanish 
origin  or  Hispanics. 


Approximately  1.4  million  individuals  of  Hispanic  ori- 
gin or  descent  were  identified  among  New  York  City  resi- 
dents in  1980,  comprising  20%  of  the  city’s  population.'^ 
Only  five  cities  in  the  United  States  have  populations  larg- 
er than  1.4  million,  the  number  of  Hispanics  residing  in 
New  York  City.  Most  Hispanics  living  in  New  York  City 
immigrated  after  World  War  II;  until  1965  a large  major- 
ity were  Puerto  Rican.  Immigration  from  countries  in 
South  and  Central  America  increased  rapidly  by  1970  be- 
cause of  significant  changes  in  the  immigration  laws  in 
1965. 

The  data  source  for  this  article  was  the  New  York  State 
Department  of  Health  Cancer  Registry.  Cancer  cases  di- 
agnosed during  1982-1985  among  New  York  City  resi- 
dents were  designated  as  Hispanic  if  they  were  of  any  race 
with  Spanish  origin  reported  as  either  Puerto  Rican,  Mex- 
ican, Cuban,  Central,  or  South  American  or  other.  These 
cases  were  tabulated  by  sex,  age,  and  cancer  site  and  they 
form  the  basis  for  this  article.  An  earlier  study  was  con- 
ducted to  validate  the  accuracy  of  information  contained 
within  the  New  York  State  Cancer  Registry  concerning 
place  of  birth  and  country  of  origin  among  Puerto  Rican- 
born  residents  of  New  York  City.  The  study  found  over 
90%  of  the  information  within  the  Cancer  Registry  to 
compare  with  that  contained  on  hospital  records.^ 

Cases  of  cancer  diagnosed  among  white  non-Hispanics 
(whites)  were  tabulated  in  an  identical  way  and  used  as  a 
comparison  group.  Whites  were  defined  as  individuals  of 
white  race  and  not  of  Spanish  origin  or  of  white  race  with 
Spanish  origin  recorded  as  unknown. 

Revised  population  counts  were  calculated  to  address 
the  problem  of  the  1980  US  Census  under-enumeration  of 
minority  residents. These  revised  counts  were  used  to  cal- 
culate age-,  sex-,  and  site-specific  average  annual  rates  for 
both  whites  and  Hispanics.  Sex  and  site-specific  rates 
were  then  age-adjusted  to  the  1970  US  population. 

For  major  cancer  sites,  the  average  annual  age-adjusted 
cancer  incidence  rates  for  Hispanic  and  white  males  in 
New  York  City  were  examined  (Fig  1 ).  The  overall  cancer 
incidence  rate  per  100,000  for  Hispanic  males  (319.7)  was 
substantially  lower  than  for  white  males  (392.1).  In  par- 
ticular, colon  cancer  in  Hispanic  males  was  nearly  half 
that  of  white  males  (24.8  vs  46.7),  as  was  cancer  of  the 
rectum  (13.0  vs  20.2).  Malignant  melanoma  was  found  to 
be  six  times  lower  in  Hispanic  males  ( 1 .4  vs  8.7).  With  the 
exception  of  buccal  cavity  and  pharynx  as  well  as  larynx, 
Hispanic  rates  were  substantially  lower  for  the  smoking- 
related  sites  including  the  lung  and  bronchus  (51.5  vs 

73.2) ,  urinary  bladder  (16.8  vs  31.1)  and  kidney  (5.3  vs 

10.2) .  The  rate  of  stomach  cancer  was  found  to  be  higher 
in  Hispanic  males  (18.7)  as  compared  to  white  males 
(13.4). 

A lower  incidence  rate  in  Hispanic  females  was  ob- 
served for  all  sites  combined  (224.7  vs  317.6)  (Fig  1). 
Similar  patterns  to  those  observed  in  males  were  present 
in  females  for  stomach,  colon,  rectum,  and  malignant  mel- 
anoma. Lower  rates  for  Hispanic  females  were  observed 
for  the  smoking-related  sites  of  lung  and  bronchus  ( 1 4. 1 vs 
3 1 .8),  urinary  bladder  (4.4  vs  8.4)  and  kidney  (2.6  vs  5.0). 
The  rate  for  cancer  of  the  gall  bladder  was  higher  in  His- 
panic females  (3.4)  as  compared  to  whites  (2.0).  Cancers 
in  female  sites  were  generally  lower  for  Hispanics,  with 
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FIGURE  1.  Average  annual  cancer  incidence  per  100,000  in  whites  and 
Hispanics,  New  York  City,  1982-85  (from  New  York  State  Cancer  Regis- 
try). 

the  exception  of  cancer  of  the  cervix  uteri  (19.4  vs  7.3). 

Little  has  been  published  on  the  cancer  incidence 
among  Hispanics.  However,  available  data  indicate  gen- 
erally lower  cancer  incidence  rates  in  Hispanics  than  in 
the  white  non-Hispanic  population  of  the  United  States. 
Colon  and  rectal  cancer  have  previously  been  reported  as 
lower  in  Puerto  Rican-born  residents  of  New  York  City 
than  in  other  whites  residing  in  the  city.^  The  low  inci- 
dence of  malignant  melanoma  among  Hispanics  observed 
in  this  study  is  also  seen  in  New  Mexico  and  Los  Angeles, 
with  rates  for  Hispanics  six  times  lower  than  in  whites  in 
these  areas. 

Other  studies  have  also  reported  a deficit  of  smoking- 
related  cancers  in  Hispanics  and  suggest  that  patterns  of 
smoking  behavior  may  account  for  the  current  differ- 
ences.^’^”" Department  of  Health  survey  data  indicate 
that  cigarette  smoking  is  less  prevalent  among  Hispanics 
than  among  non-Hispanic  whites.'^  However,  the  sample 
was  based  on  a small  number  of  respondents.  There  is 
some  evidence  that  suggests  smoking  rates  may  be  in- 
creasing in  Hispanic  men.'°  Stomach  cancer  rates  have 
been  consistently  higher  in  Hispanics  than  in  white  popu- 
lations, including  Puerto  Rican-born  residents  of  New 
York  City  and  Hispanics  in  Los  Angeles  and  Denver. 

The  high  incidence  rate  for  invasive  uterine  cervical 
cancer  has  been  observed  in  other  Hispanic  populations  in 
the  United  States  and  is  consistent  with  that  observed  in 


New  York  City.^’*-^’'^  It  is  the  most  common  malignancy 
in  women  in  Columbia  as  well  as  in  Hispanic  women  in 
New  Mexico^  and  Mexican-born  immigrants  residing  in 
Los  Angeles.*  It  is  the  second  most  common  cancer  in  His- 
panic women  in  Los  Angeles  County.*  The  known  risk 
factors  for  uterine  cervical  cancer  are  low  socio-economic 
status,  marriage,  or  sexual  activity  before  age  20  and  mul- 
tiple marriages  or  sexual  partners. For  example,  black 
women  in  the  United  States  have  a two-fold  greater  risk 
than  whites;  these  racial  differences  have  been  attributed 
to  socioeconomic  factors.  Hispanic  women  in  New  York 
City  had  substantially  lower  socioeconomic  status  in  1980 
than  women  in  the  city  as  a whole  and  an  average  of  three 
children  by  age  35-44  (2.2  for  all  New  York  City  wom- 
en).^ The  total  population  of  Hispanic  women  were  an  av- 
erage of  7.4  years  younger  than  all  women  living  in  New 
York  City.  In  addition,  they  were  44%  more  likely  to  have 
children  under  the  age  of  1 8 and  out  of  wedlock.  Differing 
practices  in  hysterectomy  may  account  for  some  of  the 
increased  risk.  For  example,  fewer  hysterectomies  are  per- 
formed on  Mexican- Americans  than  on  whites  in  Los  An- 
geles County.* 

Cancer  incidence  in  Hispanics  living  in  New  York  City 
is  similar  to  published  accounts  of  cancer  incidence  in  oth- 
er Hispanic  groups  throughout  the  United  States.  In  gen- 
eral, cancer  incidence  rates  among  this  population  are 
lower  than  among  whites  residing  in  the  city.  Rates  for 
most  smoking-related  sites  are  lower  among  Hispanics, 
most  likely  the  result  of  different  smoking  habits.  Rates 
for  cancer  of  the  colon  and  rectum,  urinary  bladder,  kid- 
ney and  renal  pelvis  and  malignant  melanoma  of  the  skin 
are  well  below  those  for  whites.  Stomach  cancer  rates  in 
men  and  women  and  cervix  uteri  and  gall  bladder  rates  in 
women  are  substantially  higher. 
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Risk  factors  for  teenage  suicide 

More  than  6,000  young  persons,  aged  15  to  24  years, 
intentionally  kill  themselves  each  year  in  the  United 
States,  making  suicide  the  second  leading  cause  of  death 
among  this  age  group.  Occasionally,  multiple  youth  sui- 
cides occur  in  groups  relative  to  time  or  location;  these 
events  have  been  called  suicide  clusters.  Authors  David- 
son, Rosenberg,  and  Mercy,  from  the  Centers  for  Dis- 
ease Control  (Atlanta,  Ga),  and  colleagues  investigated 
two  suicide  outbreaks  and  evaluated  the  risk  factors  for 
teenage  suicide  during  a suicide  cluster  {JAMA  1989; 
262:2687-2692). 

One  prominent  hypothesis  for  youth  suicide  clusters  has 
been  “that  the  exposure  of  susceptible  young  people  to  an 
actual  suicide  or  the  idea  of  suicide  leads  some  of  those 
young  people  to  commit  suicide.”  Direct  exposure  to  sui- 
cide, defined  as  firsthand  knowledge  of  the  suicide  victim, 
or  indirect  exposure,  through  word  of  mouth  or  media  cov- 
erage of  the  event,  may  produce  an  imitative  response. 

In  this  matched  case-control  study,  the  authors  did  not 
find  greater  exposure  to  media  accounts  of  suicide  among 
suicide  victims,  compared  to  control  youths.  In  addition, 
direct  exposure  to  suicide  was  not  necessarily  more  com- 
mon among  case  versus  control  subjects.  There  were,  how- 
ever, several  variables  that  pertained  more  often  to  the 
suicide  victims  than  to  the  control  population.  These  find- 
ings resulted  from  the  data  obtained  through  question- 
naires administered  to  parents  and  parent  interviews. 

An  evaluation  of  the  two  suicide  clusters  revealed  com- 
mon characteristics:  46%  of  the  suicidal  acts  occurred  in 
the  afternoon,  with  none  occurring  between  1 2:00  am  and 
6:00  AM;  seven  of  the  14  suicide  victims  shot  themselves, 
five  died  from  carbon  monoxide  poisoning,  and  two  deaths 
were  the  result  of  hanging;  the  weapons  in  all  the  shoot- 
ings were  guns  kept  in  unlocked  storage  areas;  54%  of  the 
suicides  occurred  in  a car  or  garage;  in  both  clusters,  all 
the  suicide  victims  after  the  first  were  aware  of  the  preced- 
ing suicide. 

Characteristics  shared  by  the  case  subjects  that  are 
known  to  increase  the  probability  of  suicide  included  pre- 
viously threatening  or  attempting  suicide,  having  been 
hospitalized  for  treatment  of  a mental  illness  or  substance 
abuse,  and  losing  or  anticipating  the  loss  of  a girlfriend  or 
boyfriend. 

Other  important  variables  that  distinguish  youths  vul- 
nerable to  suicide  from  the  “classically  depressed  teena- 
ger” include: 

• experiences  with  violence  or  force  intended  to  harm 
oneself  or  others 

• having  physically  hurt  themselves  other  than  in  sui- 
cide attempts 

• having  previously  been  physically  violent  toward 
others 

• having  experienced  the  death  of  a relative  or  close 
friend 
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• having  been  arrested  or  charged  with  an  offense 

• seeming  to  become  emotionally  hurt  or  offended  rel- 
atively easily 

• changing  residences  more  often  and  attending  a 
greater  number  of  schools 

• having  had  more  than  two  adults  serve  as  parents. 

It  is  the  authors’  hope  that  these  findings  might  help 
identify  youths  who  are  at  increased  risk  of  suicide.  Al- 
though exposure  to  media  coverage  of  teenage  suicide  was 
not  a factor  differentiating  case  from  control  subjects  in 
this  study,  the  effects  of  direct  or  indirect  exposure  to  sui- 
cide could  have  a greater  impact  on  a youth  already  more 
vulnerable  to  suicidal  thoughts  and  actions.  Sensationa- 
lized accounts  of  suicide  that  build  up  the  victims’  impor- 
tance, and  memorial  services  held  at  schools,  which  focus 
the  attention  of  classmates  and  peers  on  the  event,  may 
have  a role  in  imitative  behavior.  The  authors  believe  that 
it  is  “prudent  to  curtail  the  excesses  in  public  exposure  to 
suicide.” 

Metaproterenol  inhaler  taken  off  market 

The  recently  reformulated,  prescription  metered  dose 
inhaler,  Alupent®,  containing  the  asthma  drug  metapro- 
terenol, has  produced  an  alarming  rate  of  adverse  side  ef- 
fects. In  response  to  reports  of  coughing  with  a choking  or 
gagging  sensation,  experienced  primarily  following  the 
first  dose  of  the  reformulated  drug  by  users  of  the  old  for- 
mulation, the  drug’s  manufacturer — Boehringer  Ingel- 
heim  (Ridgefield,  Conn) — is  removing  the  new  formula- 
tion of  Alupent®  from  the  market. 

While  the  active  ingredient  in  both  drugs  is  the  same, 
the  manufacturers  replaced  the  suspending  agent  sorbitan 
trioleate  with  soya  lecithin  in  the  new  formulation.  Alu- 
pent® containing  soy  lecithin  has  been  prescribed  in  other 
countries  for  several  years,  and  the  cause  of  the  adverse 
reactions  to  the  reformulated  product  distributed  in  the 
US  has  not  yet  been  determined.  In  addition  to  reports  of 
coughing  and  gagging,  some  patients  have  complained 
that  the  new  formulation  is  not  as  effective  against  their 
asthma  and,  in  some  cases,  may  even  exacerbate  their 
symptoms.  None  of  the  reported  adverse  reactions  has 
been  fatal  or  has  required  a hospital  stay  for  treatment. 

Boehringer  Ingelheim  is  removing  all  lots  of  the  new 
formulation  from  the  market.  Available  lots  of  the  old  for- 
mulation are  safe,  and  the  manufacturer  plans  to  reintro- 
duce the  old  Alupent®  formulation  into  the  US  market. 

Lung  cancer  rates  decreasing  for  young  people  in  US 

“Although  overall  mortality  from  lung  cancer  contin- 
ued to  increase  through  1986,  the  latest  year  for  which 
data  are  available,  recent  decreases  in  both  incidence  and 
mortality  have  been  reported  among  young  white  men” 
{J  Natl  Cancer  Inst  1989;  81:1568-1571).  This  conclu- 
sion is  derived  from  a recent  study  of  lung  cancer  inci- 
dence and  mortality  data  by  race,  sex,  age,  and  cohort 
year  of  birth,  performed  by  the  National  Cancer  Institute. 
In  addition  to  the  substantial  decreases  documented  for 
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young  white  men,  modest  reductions  were  also  evident  for 
young  black  men  as  well  as  for  young  white  and  black 
women. 

Authors  Devesa,  Blot,  and  Fraumeni,  Jr,  attribute  these 
optimistic  findings  largely  to  reductions  in  smoking  preva- 
lence among  young  people.  For  example,  in  the  1950s, 
proportionally  more  whites  smoked  than  blacks,  whereas 
now,  smoking  is  more  prevalent  among  black  men  than 
among  white  men.  Similarly,  during  the  period  between 
1950  and  1986,  the  lung  cancer  mortality  rate  for  non- 
white males  surpassed  the  rate  for  white  males. 

For  the  decade  from  1975  to  1985,  the  greatest  in- 
creases in  lung  cancer  mortality  affected  the  65  and  older 
age  group.  Men  aged  45-54  years  exhibited  a declining 
mortality  rate  of  7%-10%.  However,  the  most  striking  de- 
cline in  lung  cancer  mortality — 29% — was  seen  for  white 
men  aged  35-44  years.  For  that  same  age  group,  black 
men  experienced  a 14%  decrease,  with  a 5%  drop  for  white 
females  and  9%  for  black  females. 

The  authors  contend  that  since  lung  cancer  survival 
rates  have  remained  low  throughout  the  study  period,  the 
declining  mortality  rates  indicate  a decrease  in  lung  can- 
cer incidence  for  these  populations.  These  findings  em- 
phasize the  importance  of  antismoking  efforts:  “targeting 
young  people  for  prevention  programs  has  the  potential  to 
result  in  major  reductions  in  incidence  and  mortality  from 
lung  cancer  and  other  smoking-related  diseases.” 

Too  many  surgeons  for  too  few  operations? 

Health  policy  experts  have  suggested  that  the  number 
of  surgeons  in  the  United  States  is  now  so  much  greater 
than  the  demand  that  surgeons,  primarily  in  over-staffed 
urban  area,  may  not  be  performing  sufficient  procedures 
to  maintain  their  skills  at  peak  proficiency  {New  York 
Times,  November  7,  1989,  pp  Cl, 6).  Professional  organi- 
zations of  surgeons  dispute  this  observation,  citing  the 
need  for  more  surgeons  in  rural  areas  and  in  the  inner 
cities,  and  claiming  that  current  caseloads  do  not  threaten 
surgical  competence.  They  do  agree,  however,  that  a cer- 
tain minimum  amount  of  surgical  experience  is  essential 
to  maintain  skills. 

Two  main  factors  are  contributing  to  the  increasingly 
competitive  market  for  surgeons:  the  ever-growing  popu- 
larity of  surgery  as  a specialty,  with  its  promise  of  prestige 
and  financial  reward,  and  the  dwindling  numbers  of  oper- 
ations. Conditions  involving  the  stomach,  intestines,  kid- 
neys, gallbladders,  heart,  and  blood  vessels  that  were  for- 
merly treated  with  major  forms  of  surgery  are  now  being 
treated  with  less  invasive  methods.  For  example,  drugs  be- 
ing used  to  treat  peptic  ulcers  have  virtually  eliminated 
the  need  for  surgical  treatment.  Other  new  drugs  are  prov- 
ing effective  in  treating  coronary  artery  disease,  thus  re- 
ducing the  need  for  coronary  artery  bypass  surgery. 

Advances  in  medical  technology  have  forced  many  sur- 
geons to  extend  their  expertise  to  include  less  invasive, 
nonsurgical  therapies.  Endoscopy  is  now  the  primary  in- 
vasive method  for  diagnosing  and  treating  stomach  and 
intestinal  disorders  such  as  ulcers,  polyps,  and  tumors. 
Laparoscopy  is  now  a common  method  for  diagnosing  and 
treating  pelvic  and  intestinal  disorders  and  is  gaining  ac- 


ceptance as  a method  for  gallbladder  removal.  “For  the 
last  two  years,  endoscopy  experience  has  been  required  in 
all  general  surgery  training  programs,  and  seminars  to 
teach  older  surgeons  these  new  tricks  have  flourished.” 

Lithotripsy  has  replaced  surgery  for  kidney  stone  re- 
moval in  many  cases.  Thin-needle  biopsy,  of  breast  masses 
for  example,  has  proven  an  effective  diagnostic  alternative 
to  surgery.  Balloon  angioplasty  has  increased  the  role  of 
radiologists  in  treating  blocked  vessels  and  coronary  arter- 
ies. 

As  surgical  subspecialties  increase,  general  surgeons  in 
particular  feel  the  pinch  of  the  decreasing  need  for  inva- 
sive procedures.  “Studies  have  shown  that  the  number  of 
operations  done  by  the  average  general  surgeon  dropped 
25  percent  from  1982  to  1985.”  Other  studies  suggest  that 
for  some  complicated  surgical  procedures,  improved  re- 
sults and  decreased  mortality,  by  as  much  as  40%,  are  as- 
sociated with  going  to  a surgeon  who  performs  such  opera- 
tions relatively  often. 

In  regions  with  too  many  surgeons,  the  options  being 
chosen  by  surgeons  are  to  limit  their  practices  to  one  or  a 
few  procedures  that  they  can  perform  frequently  and 
more  skillfully,  to  expand  their  practices  to  include  more 
primary  care,  or  to  become  proficient  in  endoscopic  and 
other  less  invasive  techniques  that  they  can  offer  to  pa- 
tients as  therapeutic  alternatives. 

Promoting  bicycle  helmet  use  in  children 

Five  hundred  to  600  children  die  each  year  in  the  Unit- 
ed States  due  to  bicycling  injuries,  with  many  of  these  in- 
juries affecting  the  skull  and  brain.  It  would  seem  obvious 
that  head  protection  while  bicycling  could  save  many 
lives.  In  fact,  a recent  study  demonstrated  that  wearing  a 
bicycle  helmet  can  lessen  the  risk  of  a head  injury  by  85%. 
Why,  then,  do  less  than  5%  of  school-aged  children  wear 
bicycle  helmets?  Common  reasons  include  lack  of  knowl- 
edge, inconvenience,  peer  pressure,  and  financial  consid- 
erations. 

The  results  of  a recent  case-control  study  suggest  that  a 
community-wide  campaign  promoting  bicycle  helmet  use 
can  significantly  increase  helmet  use  among  school-aged 
children  {JAMA  1989;262:2256-2261).  The  campaign 
focused  on  three  goals:  “to  increase  parental  awareness  of 
the  need  for  helmets,  to  promote  use  by  children,  and  to 
reduce  financial  barriers  to  their  purchase.”  The  methods 
used  to  achieve  these  goals  included  public  service  an- 
nouncements on  television,  newspaper  coverage  of  the 
campaign,  press  conferences,  distribution  of  educational 
material  in  schools,  bicycle  shops,  physicians’  offices,  and 
health  departments,  and  implementation  of  a bicycle  safe- 
ty program  in  elementary  schools.  Discount  coupons  for 
helmet  purchases  were  distributed  through  physicians’  of- 
fices, schools,  youth  groups,  and  community  events. 

After  adjusting  rates  of  helmet  use  for  confounding 
variables  such  as  race,  bicycle  type,  and  riding  site  type, 
the  authors  found  that  bicycle  helmet  use  increased  from 
4.6%  before  the  campaign  to  14%  after  16  months — a sig- 
nificantly {p>  0.001)  greater  increase  than  the  1.0%  to 
3.6%  change  documented  in  a control  community  during 
the  same  period. 
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able Glucose.  By  Mary  Joan  Oexmann,  ms.  RD. 
190  pp.  New  York,  William  Morrow  & Co,  Inc, 
1989.  $15.95  (clothcover) 

Tradition  and  Heritage:  Thomas  Jefferson  Uni- 
versity. Edited  by  Frederick  B.  Wagner,  Jr,  md. 
1,120  pp,  illustrated.  Philadelphia,  Lea  & Fe- 
biger, 1989.  $120.00  (hardcover) 

The  “Feeling  Great!”  Wellness  Program  for 
Older  Adults.  218  pp,  illustrated.  Binghamton, 
NY,  The  Haworth  Press,  Inc,  1988.  $24.95 
(hardcover) 

The  Last  Tiffany:  A Biography  of  Dorothy  Tiffa- 
ny Burlingham.  By  Michael  John  Burlingham, 
364  pp,  illustrated.  New  York,  Atheneum  Pub- 
lishers, 1989.  $22.50  (hardcover) 

Morphine,  Ice  Cream,  Tears:  Tales  of  a City 
Hospital.  By  Joseph  Sacco,  md  264  pp.  New 
York,  William  Morrow  & Co,  Inc,  1989.  $17.95 
(clothcover) 


Baby  Time:  A Grownup’s  Handbook  to  Use 
with  Baby.  By  Laurie  Krasny  Brown  and  Marc 
Brown.  38  pp,  illustrated.  New  York,  Alfred  A. 
Knopf,  Inc,  1989.  $12.95  (hardcover) 

Mental  Health  Care  for  Allied  Health  and  Nurs- 
ing Professionals.  Edited  by  H.  Steven  Moffic, 
MD.  Pedro  Ruiz,  md.  and  George  L.  Adams,  md. 
271  pp.  St  Louis,  Mo,  Warren  H.  Green,  Inc, 
1989.  $27.50  (softcover) 

Your  Baby  & Child:  From  Birth  to  Age  Five.  By 

Penelope  Leach,  p>c.  553  pp,  illustrated.  New 
York,  Alfred  A.  Knopf,  Publisher,  1989.  $16.95 
(paperback) 

The  Complete  Book  of  Pregnancy  and  Child- 
birth. By  Sheila  Kitzinger.  399  pp,  illustrated. 
New  York,  Alfred  A.  Knopf,  Publisher,  1989. 
$18.95  (hardcover) 

Breastfeeding  Your  Baby.  By  Sheila  Kitzinger. 
160  pp,  illustrated.  New  York,  Alfred  A.  Knopf, 
Publisher,  1989.  $14.95  (paperback) 

Old  Men  of  the  Bowery:  Strategies  for  Survival 
Among  the  Homeless.  By  Carl  I.  Cohen,  md.  and 
Jay  Sokolovsky,  PhD.  248  pp,  illustrated.  New 
York,  Guilford  Publications,  Inc,  1989.  $17.50 
(paperback) 

Ericksonian  Monographs.  Number  6.  Extrapo- 
lations: Demonstrations  of  Ericksonian  Thera- 
py. Edited  by  Stephen  R.  Lankton,  msw.  and  Jef- 
frey K.  Zeig,  PvO.  138  pp.  New  York,  Brunner/ 
Mazel  Publishers,  1989.  $25.00  (hardcover) 

Medicine  and  Culture.  By  Lynn  Payer.  204  pp. 
New  York,  Penguin  Books,  1988.  $8.95  (paper- 
back) 

Going  for  the  Cure.  By  Francesca  Morosani 
Thompson,  md.  293  pp.  New  York,  St  Martin’s 
Press,  1989.  $18.95  (clothcover) 

NEUROLOGY 

Merritt’s  Textbook  of  Neurology.  Eighth  Edition. 
Edited  by  Lewis  P.  Rowland,  md  964  pp,  illus- 
trated. Philadelphia,  Lea  & Febiger,  1989. 
$67.50  (hardcover) 

Illustrated  Guide  to  the  Central  Nervous  Sys- 
tem. By  Kazuaki  Sugiura,  md.  Grant  A.  Robin- 
son, PtO,  and  Douglas  C.  Stuart,  p>o.  160  pp, 
illustrated.  St  Louis,  Mo,  Ishiyaku  EuroAmerica, 
Inc,  1989.  $24.50  (softcover) 

Evoked  Potentials  in  Clinical  Medicine.  Sec- 
ond Edition.  Edited  by  Keith  H.  Chiappa,  md.  667 
pp,  illustrated.  New  York,  Raven  Press,  1990. 
$58.00  (hardcover) 

ONCOLOGY 

Head  and  Neck  Oncology:  Clinical  Manage- 
ment. Edited  by  A.  Robert  Kagan,  md.  and  John 
Miles,  MD  176  pp,  illustrated.  Elmsford,  NY,  Per- 
gamon Press,  Inc,  1989.  $60.00  (hardcover) 

Treatment  Planning  and  Dose  Calculation  in 
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Radiation  Oncology.  Fourth  Edition.  By  Guniila 
C.  Bentei,  Charles  E.  Nelson,  PhO,  and  K.  Thom- 
as Noell,  MD.  345  pp,  illustrated.  Elmsford,  NY, 
Pergamon  Press,  Inc,  1989.  $22.50  (softcover) 

ORTHOPEDIC  SURGERY 

Elbow  and  Shoulder  Pain.  By  John  P.  Adams, 
MD,  James  C.  Vailas,  md,  Henry  L.  Feffer,  md,  and 
Sam  W.  Wiesel,  md.  369  pp,  illustrated.  Char- 
lottesville, Va,  The  Michie  Co,  1989.  $65.00 
(hardcover) 

Industrial  Low  Back  Pain:  A Comprehensive 
Approach.  Second  Edition.  By  Sam  W.  Wiesel, 
MD,  Henry  L.  Feffer,  md,  David  G,  Borenstein,  md, 
and  Richard  H,  Rothman,  md.  931  pp,  illustrated. 
Charlottesville,  Va,  The  Michie  Co,  1989. 
$65.00  (hardcover) 

PEDIATRICS 

The  Pediatric  Neurosurgical  Patient:  A Coop- 
erative Approach.  Edited  by  L.  P.  Ivan,  md.  323 
pp,  illustrated.  St  Louis,  Mo,  Warren  H.  Green, 
Inc,  1989.  $49.50  (paperback) 

Dying  and  Disabled  Children:  Dealing  with 
Loss  and  Grief.  Volume  2.  Edited  by  Harold  M. 
Dick,  MD,  David  Price  Roye,  Jr,  md,  Penelope  R. 
Buschman,  rn,  Austin  H.  Kutscher,  Boris  Rubin- 
stein, MD.  and  Frances  K.  Forstenzer,  lcs\w.  153 
pp,  illustrated.  Binghamton,  NY,  The  Haworth 
Press,  Inc,  1988.  $24.95  (hardcover) 

PHARMACOLOGY 

Bedside  Clinical  Pharmacokinetics.  Simple 
Techniques  for  Individualizing  Drug  Therapy. 

Revised  Edition.  By  Carl  C.  Peck,  md.  Dale  P. 
Conner,  pharmd,  and  M.  Gail  Murphy,  md.  95  pp. 
Vancouver,  Wash,  Applied  Therapeutics,  Inc, 
1989.  $10.00  (paperback) 

Journal  of  Research  In  Pharmaceutical  Eco- 
nomics. Edited  by  Mickey  Smith,  PhD.  81  pp. 
Binghamton,  NY,  The  Haworth  Press,  Inc,  1989. 
$32.00  (paperback) 

1989  Basic  and  Clinical  Pharmacology.  Fourth 
Edition.  Edited  by  Bertram  G.  Katzung,  md.  897 
pp,  illustrated.  East  Norwalk,  Conn,  Appleton  & 
Lange,  1989.  $29.50  (paperback) 

PREVENTIVE  MEDICINE 

Guide  to  Clinical  Preventive  Services.  Report 
of  the  U.S.  Preventive  Services  Task  Force.  By 

U.S.  Preventive  Services  Task  Force.  294  pp. 
Washington,  DC,  1989.  $19.95  (paperback) 

A Guide  to  Conducting  Prevention  Research  in 
the  Community:  First  Steps.  By  James  G.  Kelly, 
PhD.  174  pp.  Binghamton,  NY,  The  Haworth 
Press,  Inc,  1988.  $22.95  (hardcover) 

Unnatural  Causes:  The  Three  Leading  Killer 
Diseases  In  America.  Edited  by  Russell  C.  Maul- 
tiz,  MD.  212  pp,  illustrated.  New  Brunswick,  NJ, 
Rutgers  University  Press,  1989.  $37.00  (cloth- 
cover) 


PSYCHIATRY 

When  One  Wants  Out  and  the  Other  Doesn’t. 
Doing  Therapy  with  Polarized  Couples.  Edited 
by  John  F.  Crosby,  phd.  288  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers,  1989.  $30.00 
(hardcover) 

Treating  Stress  in  Families.  Edited  by  Charles 
R.  Figley,  phd.  352  pp,  illustrated.  New  York, 
Brunner/Mazel  Publishers,  1989.  $35.00  (hard- 
cover) 

DSM-lll-R  Training  Guide.  For  Use  With  the 
American  Psychiatric  Association’s  Diagnos- 
tic and  Statistical  Manual  of  Mental  Disorders. 

Third  Edition,  Revised.  288  pp.  New  York,  Brun- 
ner/Mazel Publishers,  1989.  $18.95  (paper- 
back) 

The  February  Man:  Evolving  Consciousness 
and  Identity  In  Hypnotherapy.  By  Milton  H. 
Erickson,  md.  and  Ernest  Lawrence  Rossi,  PhD. 
266  pp.  New  York,  Brunner/Mazel  Publishers, 
1989.  $30.00  (hardcover) 

Time-Limited,  Intermittent  Therapy  with  Chil- 
dren and  Families.  By  Thomas  Kreilkamp,  phd. 
243  pp.  New  York,  Brunner/Mazel  Publishers, 
1989.  $20.00  (hardcover) 

Unlocking  the  Family  Door:  A Systematic  Ap- 
proach to  the  Understanding  and  Treatment  of 
Anorexia  Nervosa.  By  Helm  Stierlin,  md.  and 
Gunthard  Weber,  md.  256  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers,  1989.  $27.50 
(hardcover) 

Psychiatric  Diagnosis.  Fourth  Edition.  By  Don- 
ald W.  Goodwin,  md,  and  Samuel  B.  Guze,  md. 
332  pp,  illustrated.  New  York,  Oxford  University 
Press,  1989.  $29.95  (clothcover) 

Tales  of  Enchantment:  Goal-Oriented  Meta- 
phors for  Adults  and  Children.  By  Carol  H. 
Lankton,  ma,  and  Stephen  R.  Lankton,  msw.  432 
pp.  New  York,  Brunner/Mazel  Publishers,  1989. 
$40.00  (hardcover) 

Modern  Perspectives  in  the  Psychiatry  of  the 
Neuroses.  Edited  by  John  G.  Howells,  md  384 
pp.  New  York,  Brunner/Mazel  Publishers,  1989. 
$50.00  (hardcover) 

Chronic  Disorders  and  the  Family.  Edited  by 
Froma  Walsh,  PhD,  and  Carol  M.  Anderson,  PhD. 
187  pp.  Binghamton,  NY,  The  Haworth  Press, 
Inc,  1988.  $24.95  (hardcover) 

The  Myth  of  Atlas:  Families  and  the  Therapeu- 
tic Story.  By  Maurizio  Andolfi,  md.  Claudio  An- 
gelo, MD.  and  Marcella  de  Nichilo,  Phd.  256  pp. 
New  York,  Brunner/Mazel  Publishers,  1989. 
$28.50  (hardcover) 

A Handbook  of  Psychiatric  Nursing.  Edited  by 
Lloyd  A.  Wells,  md  423  pp.  St  Louis,  Mo,  War- 
ren H.  Green,  Inc,  1989.  $47.50  (hardcover) 

Psychiatric  Prevention  and  the  Family  Life  Cy- 
cle: Risk  Reduction  by  Frontline  Practitioners. 

Formulated  by  the  Committee  on  Preventive 
Psychiatry.  Group  for  the  Advancement  of  Psy- 
chiatry. New  York,  Brunner/Mazel  Publishers, 


1989.  $20.00  (clothcover) 

Alcoholism:  Biomedical  and  Genetic  Aspects. 
Edited  by  H.  Werner  Goedde,  PhD,  and  Dharam  P. 
Agarwal,  PhD.  364  pp,  illustrated.  Elmsford,  NY, 
Pergamon  Press,  Inc,  1989.  $60.00  (hardcover) 

A Mind  of  My  Own:  The  Woman  Who  Was 
Known  as  “Eve”  Tells  the  Story  of  Her  Tri- 
umph Over  Multiple  Personality  Disorder.  By 

Chris  Costner  Sizemore.  299  pp.  New  York, 
William  Morrow  & Co,  Inc,  1989.  $19.95  (cloth- 
cover) 

The  Child  In  Our  Times:  Studies  In  the  Develop- 
ment of  Resiliency.  Edited  by  Timothy  F.  Dugan, 
MD,  and  Robert  Coles,  md.  240  pp,  illustrated. 
New  York,  Brunner/Mazel  Publishers,  1989. 
$25.00  (hardcover) 

Current  and  Historical  Perspectives  on  the 
Borderline  Patient  (Current  Issues  in  Psycho- 
analytic Practice:  Monographs  of  the  Society 
for  Psychoanalytic  Training,  Number  1).  Edited 
by  Rubin  Fine,  PhD.  448  pp.  New  York,  Brunner/ 
Mazel  Publishers,  1989.  $40.00  (hardcover) 

Anorexia  Nervosa:  A Guide  for  Sufferers  and 
Their  Families.  By  R.  L.  Palmer.  139  pp.  New 
York,  Penguin  Books,  1988.  $6.95  (paperback) 

The  Birth  of  the  Family:  An  Empirical  Inquiry. 

By  Jerry  M.  Lewis,  md.  224  pp.  New  York,  Brun- 
ner/Mazel Publishers,  1989.  $26.95  (hardcov- 
er) 

Contemporary  Approaches  to  Psychological 
Assessment.  Edited  by  Scott  Wetzler,  phd,  and 
Martin  M.  Katz,  PhD.  366  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers,  1989.  $40.00 
(hardcover) 

Systemic  Treatment  of  Incest:  A Therapeutic 
Handbook.  By  Terry  S.  Trepper,  PhD,  and  Mary 
Jo  Barrett,  msw.  288  pp,  illustrated.  New  York, 
Brunner/Mazel  Publishers,  1989.  $30.00  (hard- 
cover) 

The  Encyclopedia  of  Phobias,  Fears,  and  Anxi- 
eties. By  Ronald  M.  Doctor,  phd,  and  Ada  P. 
Kahn.  487  pp.  New  York,  Facts  on  File,  Inc, 

1989.  $40.00  (hardcover) 

Diagnosing  and  Managing  Chemical  Depen- 
dency. By  Joseph  D.  Beasley,  md.  273  pp.  Dal- 
las, Essential  Medical  Information  Systems,  Inc, 

1990.  $12.95  (paperback) 

PUBLIC  HEALTH 

Guide  to  Clinical  Preventive  Services:  An  As- 
sessment of  the  Effectiveness  of  169  Interven- 
tions. Report  of  the  U.S.  Preventive  Services 
Task  Force.  Edited  by  Michael  Fisher.  419  pp. 
Baltimore,  Md,  Williams  & Wilkins,  1989. 
$19.95  (paperback) 

SPORTS  MEDICINE 

Exercise  and  Sport  Sciences  Reviews.  Vol- 
ume 17.  Edited  by  Kent  B.  Pandolf,  PhD.  569  pp, 
illustrated.  Baltimore,  Md,  Williams  & Wilkins, 
1989.  $46.95  (hardcover) 
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Immunodeficiency 

Syndrome 

Current  Issues  and  Scientific  Studies 


Edited  by  Pascal  James  Imperato,  MD 

With  a foreword  by 
George  J.  Lawrence,  Jr.,  MD,  Chairman 
AIDS  Task  Force 

Medical  Society  of  the  State  of  New  York 


The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
focus  of  much  public  discussion  and,  in  some  instances,  heated  debate.  The  chapters 
in  this  volume  reflect  a range  of  social  and  philosophical  challenges  posed  by  the 
epidemic  and  provide  some  stimulating  insights  from  authors  who  have  given  these 
issues  serious  thought.  Topics  covered  include  the  epidemiology  of  AIDS  in  the 
northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 

155  pp  + index/illustrated/1989/$39.50  ($47.40  outside  US  & Canada) 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 

ORDER  FORM  Clip  and  Mail 

ACQUIRED  IMMUNODEFICIENCY  SYNDROME 
[ISBN  0-306-43188-2] 

Please  send  me copies  at  $39.50  per  copy. 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 

Customer  Service 
Plenum  Medical  Book  Company 
233  Spring  Street 
New  York,  New  York  10013 

New  York  State  residents  should  add  appropriate  sales  tax. 

Name 

Add  re  ss 


i 


cquired 
mmuno- 
eficiency 
yn  drome 


Current  Issues  and 
Scientific  Studies 

EDi ibU  BY 

Pascal  James  Imperato,  MD 


CAPT.  JOSEPHINE  ALMONTE 
516-484-6940 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  stciff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


PHYSICIANS  WANTED— CONT’D 


“SELLING  PRACTICES  IS  OUR  BUSINESS” 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 

Countrywide  Business  Brokerage,  inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


EXCEPTIONAL  PRACTICE  OPPORTUNITY  for 

BC/BE  psychiatrist  in  thriving,  expanding  West- 
ern Massachusetts  medical  center.  Estab- 
lished, progressive,  interdisciplinary  adult  and 
adolescent  mental  health  programs.  Beautiful 
Pioneer  Valley  offers  fine  educational  and  cul- 
tural activities,  year-round  outdoor  sports  and  a 
clean  environment.  Excellent  salary  and  bene- 
fit package  includes  malpractice  insurance. 
Please  reply  to  Janet  Brodahl,  call  1-800-328- 
4827,  Ext.  1414. 


BUYING  OR  SELLING  A PRACTICE? 

It  is  one  of  the  largest  and  most  important  business  transactions  you  will  ever 
make.  You  can  handle  it  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionally,  we  will  arrange  for 
institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 


PRACTICES  AVAILABLE 


FOR  SALE,  Gen.  Int  Med/Clinical  Cardiology 
25  year  practice.  Northeast  New  Jersey. 
Equipped  730  sq.  ft.  office,  1 yr.  remains  on 
lease.  Excellent  income.  Will  introduce.  Re- 
ply Dept.  490  c/o  NYSJM. 


SUCCESSFUL  INTERNAL  MEDICINE  PRACTICE 

for  immediate  sale  in  Queens,  NY.  Fully 
equipped  all  private  patients.  Owner  moving. 
Enquires  (718)  217-2800. 
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WITH  OVERHEAD 
EXPENSE  INSURANCE 
FROM  BLANKSTEEN. 


PRACTICE 

MADE  MORE 

PERFECT 


If  you  get  sick,  we’d  like  to 
help  keep  your  practice  well 
with  overhead  expense  cov- 
erage that  can  reimburse 
office  salaries,  rent,  insur- 
ance premiums,  and  utilities 
during  an  extended  dis- 
ability Your  needs  are  spe- 
cial, so  call  and  talk  with  us. 
The  only  time  to  draw  a 
blank  in  your  insurance  is 
when  you  fill  it  in  with 
Blanksteen. 


The steen  Companies 


The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK- AG 


REAL  ESTATE  FOR  SALE  MISCELLANEOUS  MISCELLANEOUS— CONT’D 

OR  RENT  


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc,  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

THE  CONTINENTAL— Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier;  presti- 
gious building  in  the  heart  of  Forest  Flills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A/C,  separate  professional  wing.  1600 
sq.  ft,  will  subdivide.  Call;  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 

MANHATTAN — East  60’s  off  Park  Avenue. 
3,250  square  feet  for  sale.  Waiting  room,  busi- 
ness office,  4 consultation  rooms,  7 examina- 
tion rooms,  x-ray  room,  laboratory,  kitchen  and 
3 baths.  Modern  space  with  light  on  three 
sides.  Call  Mr.  Louis  Lemp  (212)  880-0632 
Brown,  Harris,  Stevens,  Inc. 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave.,  Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 


PHYSICIAN  BILLING — Professional  Billing  and 
Accounts  Receivable  Management.  Electronic 
billing  to  Medicare,  Medicaid,  etc.  On-Site 
Personnel  available.  Experienced  organization 
currently  billing  over  300,000  procedures  per 
year  consisting  of  cardiology,  emergency  medi- 
cine, internal  medicine  and  radiology.  Contact; 
Advanced  Alliance  Management  Corp.,  3630 
Hill  Boulevard,  Jefferson  Valley,  NY  10535, 
(914)  245-8936. 


MED-TYPING  SERVICE,  INC.  Computerized 
Medical  Transcription  Service.  Radiology, 
Neurology,  Otolaryngology  and  all  medical  spe- 
cialties. Professional  work  and  fast  turn- 
around-time at  competitive  rates.  Transcribe 
by  telephone  upstate/out  of  state.  Free  pick 
up  & delivery  in  the  New  York  metropolitan 
area.  Call  7 1 8-894- 1 987  for  more  information. 

GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  P.C.  set-ups  & 
dissolutions,  legal  representation  on  practice 
transfers,  employment  and  partnership  agree- 
ments. Manhattan  & Long  Island  Offices  (212) 
967-1404  & (516)  565-6260. 

RECORD  STORAGE — 25  cents  per  month  for 
transfer  file  30"  X 12"  X 10".  Pickup,  delivery, 
fax,  and  retrieval  of  specific  files  available. 
400,000  square  feet  prime,  secure.  Navy  Yard 
Warehouse.  IBM  AS/400  on-line  system  avail- 
able. ABC — Record  Storage,  (7 1 8)  834-0 170, 
Joal  Savino. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a sbmulating  action  on  the  moaf  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it.  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warniim:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweabng,  nausea  and  vomiting 
are  common  after  parenteral  administrabon  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ' ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  , 3 
How  Applied:  Oral  tablets  of  Yocon«  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Technology  Symposium — Searching 
for  New  Horizons  in  Non-Invasive 
Technology:  The  Next  Decade.  Union 
Square  Holiday  Inn,  San  Francisco. 
Feb  14-16.  23rd  Annual  Recent  Ad- 
vances in  Neurology.  15  Cat  I Credits. 
San  Francisco.  Contact:  Extended  Pro- 
grams in  Medical  Education,  Universi- 
ty of  California,  Room  569-U,  San 
Francisco,  CA  94143.  Tel:  (415)  476- 
4251. 

Feb  16-18.  Chronic  Fatigue  Syndrome 
and  Fibromyalgia:  Pathogenesis  and 
Treatment.  Biltmore  Hotel.  Contact: 
Chronic  Fatigue  Syndrome  Institute, 
436  North  Roxbury,  Suite  1 10,  Beverly 
Hills,  CA  90210.  Tel:  (213)  276-1887. 

COLORADO 

Feb  3-10.  16th  Annual  Vail  Conference 
in  Anesthesiology.  Feb  10-17. 15th  An- 
nual Vail  Symposium  in  Intensive  Care. 
Marriott’s  Mark  Resort,  Vail.  Contact: 
Professional  Seminars  Inc,  PO  Box 
012318,  Miami,  FL  33101.  Tel:  (305) 
547-6411. 

FLORIDA 

Feb  2-4.  Drug  Therapy  for  the  ’90s.  An 
Update  on  Drug  Therapy  for  All  Spe- 
cialties. 1 5 Cat  I Credits.  Colony  Beach 
Resort,  Sarasota.  Contact:  Thelma 
Bassett,  Course  Coordinator,  Universi- 
ty of  Miami,  School  of  Medicine,  PO 
Box  015996,  Miami,  FL  33101.  Tel: 
(305)  547-5930. 

Feb  9-10.  The  Practical  Use  of  Lasers 
in  Ophthalmology.  12  Cat  I Credits. 
Feb  12-14.  Current  Issues  in  Obstetrics 
and  Gynecology.  1 1 Cat  I Credits.  West 
Palm  Beach.  Contact:  Laura  J.  Lyons, 
CME  Coordinator,  Good  Samaritan 
Health  Systems,  Inc,  PO  Box  3166, 
West  Palm  Beach,  FL  33402.  Tel: 
(407)  650-6236. 

HAWAII 

Feb  24-Mar  5.  Wound  Management. 
Royal  Lahaina  Resort,  Maui.  Contact: 
Edith  S.  Bookstein,  Conference  Man- 
agement Associates,  PO  Box  2586,  La 
Jolla,  CA  92038.  Tel:  (619)  454-3212. 

IDAHO 

Feb  17-24.  Seventh  Annual  Office 
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Why  me. 
Mommy? 

Children  often  ask  hard-to- 
answer  questions.  And 
parents  don't  always  have  the 
right  answers.  But  how  do 
you  explain  cancer  to  your 
child? 

The  doctors  and  scientists 
at  St.  Jude  Children's 
Research  Hospital  have  been 
trying  to  answer  this  "why 
me"  since  1962.  We've  found 
many  cures;  we're  working  on 
a cause. 

Our  hope  is  that  once  a 
cause  can  be  found,  a preven- 
tion might  not  be  too  far 
behind.  Until  that  time; 
however,  St.  Jude  Hospital's 
work  must  continue  ...  for 
the  sake  of  all  children. 

To  find  out  how  you  can 
help  St.  Jude  answer  the  ques- 
tions of  childhood  cancer, 
write  for  your  free  brochure, 
or  call  1-800-238-9100. 


St.  Jude  Children's 
Research  Hospital 

^ 505  North  Parkway 

Memphis.  TN  38105 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  CouncO  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  S3m- 
drome  (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapiy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
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as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
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essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
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before  increasing  dose  or  abrupdy  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debiUtated;  avoidable  in  most  cases 
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Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
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diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 
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In  irritable  bowel  syndrome,*  intestinal 
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anxiety— launching  a cycle  of  brain/bowel 
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possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 
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as  adjunctive  therapy  in  the  treatment  of  peptic 
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A health  plan  can  provide  you  with  tremendous  support.  If  it 
has  the  right  backing  itself. 

At  CIGNA  Healthplan,  we  have  the  support  of  CIGNA,  a multi- 
billion dollar  corporation  whose  subsidiaries  have  been  in  business 

for  over  300  years. 

We  also  have  a 
strong  foundation  of 
our  own.  With  over  60 
years  experience  pro- 
viding quality  health 
care  and  more  than 
1.5  million  members 
in  30  markets  nation- 
wide. And  with  plans 
to  add  more  markets, 
we’re  getting  even 
stronger. 

Of  course  our 
greatest  strength  is 
our  relationship  with 
you.  Physicians  who 
are  as  committed  to 
standards  of  excel- 
lence as  we  are. That’s 
why  we’ve  taken  the  time  to  understand  your  concerns  and  work 
closely  with  you  to  develop  programs  designed  to  improve  treatment 
procedures  and  help  you  to  better  manage  costs. 

So  if  you’re  considering  health  plans  and  would  like  more 
information,  write  to  Mike  Soper  M.D.,  CIGNA  Healthplan,  A136, 
Hartford,  CT  06152.  You’ll  find  we’re  not  just  putting  up  a front. 


We  speak  your  language!" 


CIGNA 
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PHYSICIANS  WANTED— CONT’D 


9(arp 

Licensed  Real  Estate  Broker 


Commercial  & Medical  Business  Brokerage 

Ruth  Karp.. .the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  1 1 771 , (51 6)  922-1 31 9 


“SELLING  PRACTICES  IS  OUR  BUSINESS’ ’ 

Want  to  maximize  the  return  on  your  investment?  Before  you  buy  or  sell,  call  for 
an  appraisal  to  assure  the  best  financial  and  transfer  terms.  We  are  a full 
service  practice  broker,  not  simply  a listing  service.  Since  1981,  Countrywide 
has  been  instrumental  in  helping  hundreds  of  doctors  like  yourself  buy  and  sell 
their  practices.  We  guide  you  through  the  entire  sales  process  from  initial 
meeting  to  closing.  Our  offices  serve  New  York,  New  Jersey  and  New  England. 

Countrywide  Business  Brokerage,  inc. 

319  East  24th  Street,  Suite  23-G,  New  York,  NY  10010 
(212)  686-7902  (800)  222-7848  (203)  869-3666 


BUYING  OR  SELLING  A PRACTICE? 

It  is  one  of  the  largest  and  most  important  business  transactions  you  will  ever 
make.  You  can  handle  it  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionally,  we  will  arrange  for 
institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 


ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation,  signing  bonus, 
and  malpractice  insurance.  Benefit  package 
available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


WESTERN  NEW  YORK:  Seeking  full-time  and 
part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


Classified 

Advertising 


PHYSICIANS  WANTED 


EMERGENCY  ROOM  PHYSICIAN— Excellent  po- 
sition exists  for  Emergency  Room  Physician  for 
a Mid  New  York  State  Community  Hospital. 
Organized  Emergency  Medical  System  and 
T rauma  Unit  in  place  with  25,000  visits  per  year. 
Full  Time  Physician  Staff  in  place  with  support 
staff  of  Nurse  Practitioners  and  Family  Practice 
Residents.  Prefer  individual  who  is  Emergency 
Room  Board  Certified  or  eligible  but  will  accept 
candidate  based  on  other  specialities  and  expe- 
rience within  New  York  State  Standards  for 
Emergency  Room.  The  Central  New  York  area 
offers  excellent  recreational  and  cultural  facili- 
ties with  very  low  living  costs.  The  position  of- 
fers an  excellent  salary  and  benefit  package. 
Interested  Physicians  should  apply  in  writing  to: 
Dr.  Charles  Brady,  Director  Emergency  Ser- 
vices, St.  Elizabeth  Hospital,  2209  Genesee 
Street,  Utica,  New  York  13501. 


PHYSICIANS  WANTED— CONT’D 


CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice,  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career.  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford,  Direc- 
tor of  Physical  Recruiting,  Charter  Northside 
Hospital,  P.O.  Box  4627,  Macon,  GA  31208. 


ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  full  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 


OTOLARYNGOLOGIST  needed  to  join  busy  prac- 
tice in  beautiful  area  of  WNY.  A large,  new 
computerized  office  with  facilities  and  staff  for 
general  ENT,  allergy  and  complete  audiological 
services.  Well  equipped  350  bed  hospital.  Ex- 
cellent compensation  leading  to  full  partnership 
in  1-2  years.  Call  716-664-3299. 


PHYSICIANS — Camp  Wayne,  co-ed  summer  resi- 
dent camp;  northeastern  PA,  21^  hours  from 
NYC.  Modern  infirmary,  four  nurses,  outstand- 
ing facilities  on  600  beautiful  acres,  family 
accommodations.  6/28-7/11;  7/11-7/24. 
Box  823,  Lynbrook,  N Y,  11563.  516-599- 

4562. 


ALL  THE  ADVANTAGES  AND  NONE  OF  THE 
HEADACHES  OF  A SOLO  PRACTICE. 

Planned  Parenthood  of  Tompkins  County  is 
opening  a new,  comprehensive  Ob-Gyn  service. 
You'll  be  free  to  practice  medicine  while  we 
manage  administration  and  personnel.  We 
have  a reputation  for  excellence  and  an  estab- 
lished patient  base.  New  facility,  competitive 
salary,  and  excellent  benefits  including  mal- 
practice. Beautiful  Finger  Lakes  region,  home 
of  Cornell  University,  Ithaca,  New  York.  Board 
eligible  or  certified,  NYS  licensed,  begin  fall 
1990.  Send  CV  to  Executive  Director,  Planned 
Parenthood  of  Tompkins  County,  314  West 
State  Street,  Ithaca,  New  York  14850. 


ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  is  offering  a generous 
financial  package  for  Internists,  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Thomas  J.  Dowd, 
Executive  Director,  Nathan  Littauer  Hospital,  99 
East  Street,  Gloversville,  NY  12708  (518)  725- 
8621. 
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gmisaiifTS 


AT  MARINE, WE  KNOW  THE  NUTS  AND  BOLTS 
OF  YOUR  BUSINESS. 


Its  not  easy  being  a small  businessman  today.  But  there’s  someone  who  can 
help  you  take  part  of  the  burden  off  your  shoulders. 

The  Marine  Relationship  Manager.  A trained  specialist  who  works  with  you  and  for 
you,  to  help  you  grow  your  business.  Because  of  our  extensive  experience  with  Small 
Business  Administration  loans,  they’re  uniquely  qualified  to  provide  financial  help  that 
fits  the  specific  needs  of  many  kinds  of  businesses.  Such  as  financing  alternatives.  Improving 
cash  flow  Retirement  planning.  And  more. 

Stop  by  your  local  Marine  branch  soon  or  call 
1-800-9MARINE  and  let  us  demonstrate  all  we 
can  do  for  you.  It’s  all  free.  And  there’s  no  obligation. 

© 1989  Marine  Midland  Bank  N A . Member  FDIC. 


Let’s  work  it  out  together. 
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MEETINGS  AND 
LECTURES 


Pointing  the 
way  to  more 
CME  credit. 


Earn  more  CME  credit 
with  Postgraduate 
Medicine’s  new  and 
improved  CME  Program 
sponsored  by  the 
Interstate  Postgraduate 
Medical  Association. 

More  CME  credits  for 
less  money  ($10.00). 

Practical  questions 
covering  the  most  im- 
portant points  from 
each  article— not  just 
one  symposium  article. 

Now,  more  than  ever, 
you’ll  want  to  read 
every  issue  of 
Postgraduate  Medicine 
from  cover  to  cover! 


4530  W 77th  street 
Minneapolis,  MN  55435 
(612)835-3222 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


MARCH  1990 

AROUND  THE  STATE 

ALBANY 

Mar  22.  GI  Teaching  Day:  Hypercho- 
lesterolemia. Albany  Medical  College. 
Contact:  Diane  M.  Martin,  Conference 
Coordinator,  Albany  Medical  College, 
Office  of  CME,  47  New  Scotland  Ave, 
Albany,  NY  12208.  Tel:  (518)  445- 
5828. 

BRONX 

Mar  28.  Murder:  Rockland  County 
Style.  Lehman  College  Campus.  Con- 
tact: Mark  L.  Taff,  MD,  President,  New 
York  Society  of  Forensic  Sciences,  51 1 
Hempstead  Ave,  Suite  2,  West  Hemp- 
stead, NY  11552.  Tel:  (516)  292-2300. 

EAST  ELMHURST 

Mar  9,  10.  Emergency  Medicine  Oral 
Board  Review  Course.  7 Cat  I Credits. 
LaGuardia  Marriott  Hotel.  Contact: 
Ann  J.  Boehme,  CMP,  Associate  Direc- 
tor for  Continuing  Education,  Long  Is- 
land Jewish  Medical  Center,  New 
Hyde  Park,  NY  1 1042.  Tel:  (718)  470- 
8650. 

MANHASSET 

Mar  30.  Extrafamilial  Child  Sexual 
Abuse  and  Pornography:  A Community 
Disaster.  7 Cat  I Credits.  North  Shore 
University  Hospital.  Contact:  Mary  B. 
Strong,  MA,  Conference  Coordinator, 
North  Shore  University  Hospital,  300 
Community  Dr,  Manhasset,  NY 
11030.  Tel:  (516)  562-3045. 

MANHATTAN 

Mar  2-4.  Bellevue  Hospital  Center  Psy- 
chiatry Board  Review.  23  'A  Cat  I Cred- 
its. NYU  Medical  Center.  Mar  24-25. 
Cochlear  Implants  in  Children:  Reha- 
bilitation Techniques.  I3V2  Cat  I Cred- 
{continued  on  p 1 2 A) 
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COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

February  1990  • Volume  90,  Number  2 


The  health  and  health  care  challenges  for  New  York  City  in 

the  1990s 


New  York  City  enters  the  1990s  with  a long  agenda  of 
social,  economic,  political,  and  health  problems  in  need  of 
solution.  Newly  inaugurated  Mayor  David  N.  Dinkins  has 
pledged  to  do  his  best  to  address  this  wide  range  of  chal- 
lenges. However,  effectively  doing  so  in  the  environment 
of  serious  fiscal  constraints  that  looms  ahead  will  not  be 
an  easy  matter.  The  new  city  administration  faces  a half 
billion  dollar  deficit  in  the  current  fiscal  year  and  twice 
that  amount  next  year.  Preserving  resources  for  human 
services  will  not  be  easy.  As  the  new  mayor  has  said,  the 
city  faces  difficult  times  which  require  difficult  choices.' 
These  choices  are  likely  to  include  less  than  optimal  re- 
sources to  deal  with  a number  of  ongoing  and  in  some 
cases  worsening  health  and  health  care  problems. 

In  New  York  City  these  problems  are  often  intricately 
intertwined  in  a web  of  social  and  economic  determinants 
that  include  homelessness,  poverty,  drug  abuse,  unem- 
ployment, and  crime.  Many  of  them  resisted  resolution  in 
the  1980s  and  have  been  passed  on  as  a legacy  to  the 
1990s.  Among  them  is  the  drug  epidemic,  especially  that 
of  cocaine  and  crack.  Ambulatory  and  inpatient  hospital 
services  are  now  overwhelmed  by  the  medical  and  social 
consequences  of  drug  abuse.  Hospital  emergency  rooms  in 
the  city  are  stretched  to  the  limits  of  effective  functioning, 
not  so  much  by  rising  numbers  of  visits,  which  have  actu- 
ally fallen,  but  by  the  nature  of  these  visits,  and  because 
inpatient  bed  shortages  cause  a buildup  of  those  requiring 
hospitalization.  Over  a third  of  all  visits  to  hospital  emer- 
gency rooms  are  currently  related  in  some  way  to  drug 
abuse.  The  violence  spawned  by  both  drug  abuse  and  traf- 
ficking is  often  similar  to  that  seen  in  warfare  where  mas- 
sive gunshot  injuries  are  common.  These  types  of  injuries 
place  enormous  burdens  on  emergency  rooms  in  the  city. 

While  drug  abuse  and  the  violence  associated  with  it 
have  escalated,  the  drug  treatment  infrastructure  in  the 
city  has  not  kept  pace  with  need.  During  the  1990s  both 
the  number  of  drug  treatment  programs  and  their  overall 
patient  capacity  must  be  expanded  to  meet  this  need. 
Drug  abuse  is  tragedy  enough.  However,  the  tragedy  is 
compounded  when  someone  desiring  or  in  need  of  treat- 

The  opinions  expressed  in  this  editorial  are  those  of  the  author  alone  and  do  not 
constitute  an  expression  of  official  opinion  of  the  Medical  Society  of  the  State  of 
New  York. 


ment  is  denied  access  or  made  to  wait  because  of  insuffi- 
cient resources. 

The  epidemic  of  acquired  immunodeficiency  syndrome 
(AIDS)  will  continue  to  be  a major  challenge  in  the  city 
during  the  1990s.  Its  linkage  to  substance  abuse  has  pro- 
duced serious  consequences  for  many  infants  born  to 
mothers  infected  with  human  immunodeficiency  virus 
(HIV).  While  there  is  evidence  that  prevention  efforts 
among  those  men  engaging  in  homosexual  sexual  contacts 
are  succeeding,  the  same  cannot  be  said  thus  far  for  AIDS 
prevention  among  intravenous  drug  abusers.  Preventing 
AIDS  among  the  latter  is  a major  challenge  for  the  1990s 
as  is  reducing  the  numbers  of  HIV  infected  infants.  The 
achievement  of  these  goals  will  require  an  intensification 
of  current  efforts  and  the  initiation  of  others.  Special  at- 
tention will  have  to  be  given  to  certain  subgroups  of  teen- 
agers who  because  of  early  age  of  first  sexual  contact,  sub- 
stance abuse,  and  other  factors  are  at  high  risk  of 
acquiring  the  infection  and  transmitting  it  to  their  infants. 

The  demand  for  inpatient  beds  for  AIDS  patients  has 
steadily  risen  during  a time  when  overall  inpatient  bed 
numbers  in  the  city  have  been  reduced.  Innovative  ap- 
proaches to  the  management  of  HIV  infected  individuals 
hold  promise  for  the  1990s  for  delaying  the  onset  of  clini- 
cal AIDS  and  for  reducing  reliance  on  inpatient  services. 
Our  current  ability  to  monitor  the  progression  of  HIV  in- 
fection through  markers  such  as  the  CD4  (T4)  lympho- 
cyte counts  and/or  the  CD4  percent  permit  more  effective 
intervention  with  zidovudine  (AZT)  on  an  ambulatory 
care  basis. ^ Similarly,  Pneumocystis  carinii  pneumonia 
(PCP),  which  eventually  infects  80%  of  those  with  AIDS, 
can  be  efficiently  prevented  on  an  outpatient  basis  with 
aerosolized  pentamidine  and  trimethoprim-sulfamethox- 
azole.^ All  of  this  translates  into  a greater  role  for  primary 
care  in  the  management  of  HIV  infected  individuals  and 
for  a reduced  reliance  on  hospital  beds.  The  1990s  could 
be  the  decade  when  primary  care  gains  ascendancy  in  the 
treatment  of  HIV  infected  individuals. 

New  York  City’s  infant  mortality  rate  is  currently  un- 
acceptably high.  There  are  several  socioeconomic  deter- 
minants in  addition  to  drug  abuse  which  have  produced 
this  high  rate.  These  will  have  to  be  approached  on  a broad 
front  by  an  array  of  human  services  organizations  whose 
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efforts  must  be  coordinated  to  insure  success.  Perinatal 
services  in  the  city  are  now  inadequate  to  deal  with  the 
needs  of  many  mothers  and  infants.  Expansion  of  these 
services  is  only  part  of  the  solution.  The  recruitment  and 
retention  of  health  care  workers  to  staff  these  services  is 
also  critical.'*  The  provision  of  additional  medical  benefits 
to  indigent  pregnant  women  and  their  infants  will  help. 
However,  the  extra  $123  million  promised  by  the  state  for 
1990  is  insufficient. 

Staff  are  in  short  supply  not  only  in  the  area  of  perinatal 
care  but  also  in  the  field  of  general  nursing.  The  nursing 
shortage  in  general  care  hospitals  in  New  York  City  is  by 
no  means  unique.  Despite  improvements  in  entry  salary 
levels,  many  nursing  shifts  are  still  inadequately  staffed. 
The  attractions  of  salary  are  soon  lost  on  overworked 
nurses  assigned  to  understaffed  services.  Not  surprisingly, 
success  in  recruitment  is  frequently  nullified  by  failure  at 
retention.  Nurses  now  have  many  more  attractive  career 
options  outside  of  the  hospital  setting.  These  opportunities 
offer  equal  or  better  salaries,  less  stress,  and  regular  work- 
ing hours.  While  hospitals  may  compete  on  salary,  they 
cannot  match  the  other  advantages  of  nonhospital  nurs- 
ing. The  sharp  decline  in  the  number  of  applicants  to  nurs- 
ing schools  and  the  defection  of  many  registered  nurses 
from  hospital  care  pose  a very  serious  challenge  for  the 
1990s.  Hospitals  in  New  York  City  and  elsewhere  will 
have  to  do  more  than  raise  salaries  in  the  next  few  years  to 
recruit  and  retain  staff  nurses. 

Within  the  hospital  sector,  limited  revenue  growth 
through  third  party  reimbursement  will  continue  to  place 
institutions  in  financial  jeopardy.  The  impact  of  this  limit- 
ed revenue  growth  will  be  increasingly  felt  in  ambulatory 
care  services  where  losses  are  greatest  at  present.  The  12% 
reduction  in  the  number  of  general  care  beds  that  oc- 
curred in  New  York  City  during  the  1980s  has  contribut- 
ed to  high  occupancy  rates  compared  to  the  rest  of  the 
country.  This,  coupled  with  lengths  of  stay  longer  than  the 
national  average  and  an  increased  demand  for  beds,  has 
led  to  long  waits  for  inpatient  admission.  Lengths  of  stay 
in  New  York  City  are  frequently  longer  than  the  national 
average  because  of  a number  of  medical  and  nonmedical 
characteristics  of  the  inpatient  population.  These  charac- 
teristics are  not  generally  amenable  to  rectification, 
meaning  that  hopes  for  reducing  waits  for  inpatient  ad- 
mission should  not  be  placed  on  a reduction  of  length  of 
stay.  As  the  number  of  general  beds  fell  in  the  1980s,  the 
demand  for  these  beds  rose  because  of  AIDS,  substance 
abuse,  and  an  increased  birth  rate. 

Solutions  to  the  hospital  sector  problems  will  promi- 
nently figure  in  public  policy  debates  in  the  1990s.  Some 
have  already  been  put  forth  but  have  been  shunned  by 
state  legislators  and  the  state  administration  because  they 
require  increased  revenues  which  can  only  be  generated 
through  tax  increases.  The  New  York  State  Department 
of  Health’s  Universal  New  York  Health  Care  (UNY- 
*Care)  would,  under  whatever  form  adopted,  require  ad- 
ditional revenues.  It  would  increase  demand  for  and  waits 
for  inpatient  admission  because  it  would  give  access  to 
those  currently  uninsured.  It  might  shift  ambulatory  care 
visits  from  hospitals  to  private  physicians’  offices  and 
could  reduce  hospital  deficits.  However,  these  deficits  can 


only  be  appreciably  reduced  by  improving  ambulatory 
care  visit  payments  from  the  current  1981  Medicaid  base 
year.  There  will  be  an  increased  demand  in  the  1990s  for 
an  improvement  in  ambulatory  care  payments  not  only 
because  they  would  reduce  hospital  deficits  but  also  be- 
cause they  would  shift  patients  from  overburdened  hospi- 
tal outpatient  departments  to  other  ambulatory  care  set- 
tings. Beds  could  be  freed  up  by  extending  outpatient  care, 
decreasing  lengths  of  stay,  and  by  removing  the  burden 
from  hospitals  of  managing  nonmedical  problems.  How- 
ever, none  of  these  are  easy  objectives  and  have  thus  far 
proven  unattainable.  The  New  York  State  Department  of 
Health  announcement  that  inpatient  reimbursement  will 
go  up  6.1%  in  1990  is  a step  in  the  right  direction.  Howev- 
er, this  increase  is  not  likely  to  reduce  inpatient  deficits  by 
very  much. 

The  drug  abuse  epidemic  has  placed  an  enormous  bur- 
den on  both  the  inpatient  and  outpatient  services  of  hospi- 
tals. In  psychiatric  services,  the  1980s  witnessed  a 12% 
increase  in  psychiatric  inpatient  days.  There  was  a 29% 
increase  in  the  public  hospitals.^  This  illustrates  a medical 
problem  with  enormous  social  and  economic  determinants 
that  cannot  be  resolved  by  medical  means  alone. 

The  New  York  City  administration,  facing  as  it  does 
large  budget  deficits,  will  look  to  the  state  and  federal  gov- 
ernments for  assistance  in  funding  human  services.  It  is 
unlikely  that  substantial  help  will  be  forthcoming  in  the 
early  1990s.  What  is  likely  is  that  more  will  have  to  be 
done  with  less  in  the  public  sector.  In  this  scarce  resource 
environment  there  is  a high  risk  that  the  public  debate  will 
shift  from  focusing  on  solutions  to  fault  finding.  Local 
state  and  federal  officials  may  seek  to  engender  public 
support  not  by  trying  to  solve  problems  but  by  convincing 
voters  that  it  is  someone  else’s  responsibility  to  do  so.  This 
would  be  an  unfortunate  development  but  it  looms  large  as 
a possibility  from  the  perspective  of  1990. 

There  are  many  other  health  and  health  care  problems 
that  need  to  be  addressed  in  addition  to  the  ones  highlight- 
ed above.  The  national  nature  of  the  majority  of  these 
problems  means  that  they  cannot  be  addressed  by  local 
remedies  alone.  New  York  City’s  success  or  failure  in 
dealing  with  them  in  the  1990s  will  in  large  measure  be 
determined  by  the  support  and  cooperation  it  receives 
from  the  state  and  federal  governments. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 

Professor  and  Chairman 
Department  of  Preventive  Medicine  and 
Community  Health 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
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Bile  duct  carcinoma 


The  paper  on  bile  duct  carcinoma  by  Drs  Dytoc  and  Ona' 
in  this  issue  of  the  Journal  serves  to  remind  us  that  bile 
duct  carcinoma  can  mimic  benign  conditions  of  the  biliary 
tree.  Surgeons  and  gastroenterologists  need  to  be  aware 
that  on  occasion,  patients  who  present  with  a picture  of 
acute  cholecystitis,  acute  or  recurrent  cholangitis,  recur- 
rent febrile  episodes  of  unknown  origin,  or  defects  on  chol- 
angiography suggestive  of  stone  can  be  suffering  a malig- 
nant process  of  the  biliary  tree. 

When  the  possibility  of  malignancy  is  suspected  preop- 
eratively  in  the  patient  who  is  a good  surgical  risk,  a com- 
plete work-up  is  desirable.  For  proximal  bile  duct  tumors, 
computed  tomographic  (CT)  scan  or  ultrasound  can  re- 
veal the  presence  or  absence  of  metastatic  disease.  A per- 
cutaneous cholangiogram  confirms  the  location  of  the  le- 
sion and  its  proximal  extent.  If  it  is  felt  that  the  patient  is  a 
candidate  for  resection,  angiography  should  be  per- 
formed. A proximal  bile  duct  tumor  involving  the  hepatic 
bifurcation  should  be  considered  for  resection  in  a patient 
who  is  a good  surgical  risk  if  involvement  of  the  secondary 
segmental  ducts  is  unilateral,  when  the  main  hepatic  ar- 
tery and  portal  vein  are  not  involved,  if  the  tumor  involves 
the  hepatic  artery  or  portal  vein  of  the  lobe  affected  but 
spares  the  vasculature  of  the  opposite  lobe.  For  distal  bile 
duct  tumors,  if  the  CT  scan  does  not  show  metastatic  dis- 
ease, an  endoscopic  retrograde  cholangiopancreatography 
(ERCP)  is  performed  in  order  to  obtain  tissue  diagnosis, 
and  on  occasion,  for  retrograde  decompression  in  patients 
in  whom  surgery  has  to  be  deferred. 

For  distal  lesions,  endoscopic  papillotomy  can  occasion- 
ally be  useful  in  the  preoperative  work-up,  either  for  de- 
compression, to  differentiate  a tumor  from  a distal  im- 
pacted stone,  to  obtain  tissue  diagnosis,  or  to  remove  the 
stone  if  that  proves  to  be  the  case. 

When  operating  in  the  biliary  tree  for  presumed  benign 
disease,  the  surgeon  has  to  be  aware  that  the  finding  of 
stones  does  not  necessarily  rule  out  the  presence  of  a carci- 
noma, as  both  conditions  can  coexist.  One  should  try  to 
obtain  a complete  cholangiogram  that  opacifies  not  only 
the  distal  biliary  tree,  but  both  the  right  and  left  hepatic 
ducts  and  hepatic  bifurcation.  Atypical  findings  at  sur- 
gery, such  as  the  absence  of  gallstones  or  common  duct 
stones,  or  a decompressed  gallbladder  in  a jaundiced  pa- 
tient, should  increase  the  suspicion  of  a malignant  process. 
Cholangiography  and  choledochoscopy  are  helpful. 

If  the  clinical  and  radiological  features  in  a case  are 
those  of  malignancy,  but  a positive  tissue  diagnosis  cannot 
be  obtained  in  the  operating  room,  the  patient  should  be 
treated  as  having  a carcinoma,  as  in  most  instances  that 
will  prove  to  be  the  case. 

Prospective  randomized  trials  comparing  resective  pro- 
cedures with  palliative  endoscopic  and  percutaneous  tech- 


niques in  the  management  of  bile  duct  cancer  are  scarce. 
There  are  retrospective  data  suggesting  that  the  best  re- 
sults in  the  management  of  bile  duct  cancers  in  regard  to 
quality  of  life  and  length  of  survival  are  achieved  by  resec- 
tive operations. At  the  time  where  major  hepatic  resec- 
tions and  pancreatoduodenectomies  can  be  accomplished 
with  mortalities  under  5%,^-^  we  believe  that  patients  with 
biliary  malignancies  who  are  good  surgical  risk  patients 
should  have  the  benefit  of  a surgical  consultation,  prior  to 
being  treated  by  palliative  percutaneous  or  endoscopic 
means,  with  or  without  associated  adjuvant  therapies  such 
as  radiotherapy  or  chemotherapy. 

In  this  writer’s  view,  the  final  therapy  of  choice  in  the 
case  presented  by  Drs  Dytoc  and  Ona'  would  have  been  a 
pancreatoduodenectomy,  which  has  an  associated  five- 
year  survival  rate  of  30-60%.^  It  appears  especially  indi- 
cated in  a fairly  young  patient  in  otherwise  good  health. 
Radiotherapy,  as  used  in  this  case,  has  only  achieved  occa- 
sional long  term  survival  and  the  use  of  chemotherapy 
continues  to  be  controversial. 

If  at  the  time  of  exploration  for  a possible  resectable 
tumor,  this  appears  unresectable,  palliation  can  be 
achieved  either  by  proximal  internal  drainage  (cholangio- 
jejunostomies, proximal  hepatico  jejunostomies,  etc)  or 
stenting  techniques.  Although  the  role  of  liver  transplan- 
tation for  proximal  bile  duct  cancer  remains  very  contro- 
versial in  the  selection  process  of  possible  candidates,  it  is 
of  importance  that  the  patient’s  disease  be  adequately 
staged  at  the  time  of  the  first  operation.  This  includes  nod- 
al sampling  of  the  lymph  nodes  of  the  hilum  of  the  liver, 
celiac  nodes,  and  nodes  of  the  peripancreatic  area.  Pa- 
tients with  negative  nodes  appear  to  fare  better  and  there- 
fore could  be  better  candidates  for  transplantation,  while 
patients  with  positive  nodes  would  do  poorly  and  would 
not  be  candidates  for  this  therapeutic  modality.^ 

RICARDO  L.  ROSSI,  MD 
Chairman 

Department  of  General  Surgery 
Lahey  Clinic  Medical  Center 
Burlington,  MA  01805 
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An  intervention  to  reduce  the  sale  of  cigarettes  to  minors 

Michelle  T.  Skretny;  K.  Michael  Cummings,  phd,  mph;  Russell  Sciandra,  ma; 

James  Marshall,  phd 


ABSTRACT.  This  study  reports  the  results  of  an  interven- 
tion to  stop  the  illegal  sale  of  cigarettes  to  minors.  Sixty-two 
of  120  stores  in  Erie  County,  New  York,  were  randomly  se- 
lected to  receive  in  the  mail  an  informational  packet  request- 
ing their  help  in  stopping  the  illegal  sale  of  tobacco  to  minors. 
The  packet  included  a letter  to  the  store  manager  citing  the 
law  prohibiting  the  sale  of  tobacco  products  to  minors  and 
requesting  their  assistance  in  observing  the  law;  a supply  of 
warning  signs;  and  a tip  sheet  designed  to  assist  store  man- 
agers in  educating  their  employees  about  the  law.  Two 
weeks  after  the  mailing,  stores  in  the  study  were  visited  by 
study  teenagers  aged  14  to  16  who  attempted  to  purchase 
cigarettes.  The  intervention  resulted  in  an  increased  number 
of  stores  posting  warning  signs,  but  had  no  effect  on  deterring 
the  sale  of  cigarettes  to  minors.  Minors  purchased  cigarettes 
in  77%  of  stores  that  received  the  special  mailing  and  in 
86%  of  nonintervention  stores.  Warning  signs  were  visible  in 
40%  of  stores  that  received  the  special  mailing  and  in  none 
of  the  nonintervention  stores.  The  findings  from  this  study 
suggest  that  a merchant  education  program  to  increase 
awareness  of  the  law  and  posting  of  warning  signs  is  not 
sufficient  to  discourage  the  sale  of  tobacco  products  to  mi- 
nors. 

(NY  State  J Med  1990;  90:54-55) 

In  an  effort  to  prevent  children  from  using  tobacco  many 
states  have  enacted  laws  to  restrict  the  sale  of  tobacco  to 
minors.'  In  New  York  State  it  is  against  the  law  to  sell 
tobacco  products  to  anyone  under  18  years  of  age  (Penal 
Law  § 260.20).'  New  York  State  law  requires  businesses 
selling  tobacco  to  post  a sign  stating:  “SALE  OF  CIGA- 
RETTES OR  OTHER  TOBACCO  PRODUCTS  TO 
PERSONS  UNDER  18  YEARS  OF  AGE  IS  PROHIB- 
ITED BY  LAW”  (General  Business  Law  § 399-e).'  The 
mere  existence  of  a law  prohibiting  the  sale  of  tobacco  to 
minors,  however,  does  not  guarantee  that  such  sales  will 
not  occur.  A number  of  studies  conducted  throughout  the 
United  States  have  demonstrated  that  illegal  sales  of  to- 
bacco products  to  minors  are  commonplace.^"^ 

In  1987,  retail  business  establishments  in  the  Buffalo, 
New  York,  area  were  contacted  to  determine  their  aware- 
ness of  the  law  prohibiting  the  sale  of  tobacco  to  minors.^ 


From  the  Department  of  Cancer  Control  and  Epidemiology,  Roswell  Park  Can- 
cer Institute.  Buffalo,  NY  (Ms  Skretny.  Dr  Cummings,  Mr  Sciandra).  and  the 
Department  of  Social  and  Preventive  Medicine.  State  University  of  New  York  at 
Buffalo  (Dr  Marshall). 

Address  correspondence  to  Dr  Cummings.  Department  of  Cancer  Control  and 
Epidemiology.  Roswell  Park  Cancer  Institute.  Eim  and  Carlton  Streets,  Buffalo, 
NY  14263. 


In  40%  of  the  business  surveyed,  owners  or  store  managers 
either  did  not  know  of  the  law  or  were  misinformed  as  to 
the  legal  age  for  purchasing  tobacco  products.  Only  29% 
of  stores  claimed  to  have  a copy  of  the  law  posted  on  the 
premises  as  required  by  the  law. 

Several  recent  studies  have  suggested  that  increasing 
merchant  awareness  about  laws  prohibiting  the  sale  of  to- 
bacco products  to  minors  can  result  in  increased  compli- 
ance.The  purpose  of  this  study  was  to  determine 
whether  tobacco  sales  to  minors  in  the  Buffalo,  New 
York,  area  could  be  reduced  through  an  education  pro- 
gram designed  to  increase  merchant  awareness  of  laws 
prohibiting  the  sale  of  tobacco  to  minors  and  requiring  the 
posting  of  a warning  sign. 

Methods 

The  study  population  included  120  stores  located  in  the  Buffa- 
lo area,  including  22  supermarkets,  55  convenience  food  stores, 
and  43  pharmacies.  Stores  were  selected  out  of  the  Buffalo  Area 
Telephone  Directory  Yellow  Pages  and  were  randomly  allocated 
to  intervention  or  nonintervention  conditions.  To  prevent  con- 
tamination of  the  intervention  among  chain  stores,  all  stores 
within  a particular  chain  were  assigned  to  either  intervention  or 
nonintervention  conditions. 

The  62  stores  assigned  to  the  intervention  group  were  sent  an 
educational  packet  by  first  class  mail.  This  packet  included  a 
letter  to  the  store  manager  citing  the  New  York  State  law  pro- 
hibiting the  sale  of  tobacco  products  to  minors  and  requesting 
their  assistance  in  observing  the  law,  a supply  of  warning  signs  to 
be  placed  around  cash  registers  and  in  store  windows,  and  a tip 
sheet  for  educating  employees  not  to  sell  tobacco  to  minors.  The 
tip  sheet  was  presented  in  a question/answer  format  that  includ- 
ed information  on  penalties  for  selling  tobacco  to  those  under 
age,  the  circumstances  under  which  a customer  may  purchase 
tobacco,  placement  of  warning  signs,  and  facts  about  youth  and 
tobacco.  District  managers  of  chain  stores  assigned  to  the  inter- 
vention group  were  sent  a similar  packet  of  information  and  en- 
couraged to  assist  individual  store  managers  in  complying  with 
the  law.  The  58  nonintervention  group  stores  received  no  infor- 
mation. 

Two  weeks  following  the  mailing  of  the  educational  packet  to 
intervention  stores,  all  stores  in  the  study  were  visited  by  a minor, 
operating  under  adult  supervision,  who  attempted  to  buy  a pack 
of  cigarettes.  A total  of  seven  minors  aged  1 4 (n  = 3),  1 5 (n  = 2), 
and  16  (n  = 2)  years  visited  the  stores  to  purchase  cigarettes. 
Upon  entering  the  store,  the  minors  were  instructed  to  observe 
whether  the  warning  sign  about  tobacco  sales  was  posted  and  to 
purchase  one  package  of  Marlboro  Light  Cigarettes.  They  were 
instructed  that  if  asked,  they  should  state  their  actual  age  and 
indicate  they  were  buying  the  cigarettes  for  their  own  use.  If  a 
sale  was  made,  the  minor  left  the  store  with  the  package  of  ciga- 
rettes and  returned  to  the  car  to  complete  a brief  questionnaire 
about  the  sale. 


54  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/FEBRUARY  1990 


TABLE  I.  Cigarette  Sales  to  Minors  and  Posting  of  Warning  Signs  by  Type  of  Store  and  Intervention  Group 

Percentage  of  Stores  Where  Percentage  of  Stores  with 

Minors  Bought  Cigarettes  (N)  Warning  Signs  Posted  (N) 


Intervention 

Control 

P* 

Intervention 

Control 

P* 

Supermarket 

63  (5/8) 

93 (13/14) 

NS 

62 (5/8) 

0(0/14) 

<0.01 

Convenience  store 

79  (23/29) 

85 (22/26) 

NS 

28 (8/29) 

0 (0/26) 

<0.01 

Pharmacy 

80  (20/25) 

83 (15/18) 

NS 

48 (12/25) 

0(0/10) 

<0.01 

Total 

77 (48/62) 

86 (50/58) 

NS 

40  (25/62) 

0(0/58) 

<0.01 

* NS  indicates  not  statistically  significant  at  p <0.05. 


Results 

Results  of  the  study  are  summarized  in  Table  I.  Overall,  minors 
were  successful  in  purchasing  cigarettes  in  82%  (98/120)  of  the 
stores  visited.  Sales  of  cigarettes  to  minors  did  not  differ  between 
those  stores  receiving  the  mailing  and  those  that  did  not  (77%  versus 
86%,  p = 0.55).  Sales  did  not  differ  by  type  of  store,  the  sex  of  the 
merchant,  or  the  age  and  sex  of  the  prospective  purchaser. 

There  was  a significant  difference  in  the  posting  of  warning  signs 
associated  with  merchant  education.  Forty  percent  (25/62)  of  the 
stores  that  received  the  special  mailing  had  warning  signs  posted. 
None  of  the  nonintervention  stores  had  warning  signs  posted.  The 
results  were  consistent  across  type  of  store. 

Discussion 

The  findings  from  this  study  confirm  the  results  of  ear- 
lier investigations  which  have  demonstrated  that  illegal 
sale  of  tobacco  products  to  minors  is  common. Results 
from  this  study  also  suggest  that  merely  informing  mer- 
chants about  the  law  is  not  effective  in  reducing  such  sales. 
Although  our  intervention  increased  the  number  of  stores 
posting  required  warning  signs,  the  presence  of  a warning 
sign  was  not  related  to  compliance  with  the  law. 

The  findings  from  this  study  differ  from  those  of  Alt- 
man et  aF  who  found  that  a voluntary  merchant  education 
program,  combined  with  a media  campaign  and  grass- 
roots community  organization  effort,  was  effective  in  sig- 
nificantly reducing  illegal  over-the-counter  sale  of  ciga- 
rettes to  minors  in  Santa  Clara  County,  California.  There 
are  several  important  differences  between  the  intervention 
tested  in  this  study  and  the  program  evaluated  by  Altman 
et  al.^  The  California  study  involved  a pre-post  test  design. 
Information  obtained  during  the  pre-test  was  used  to  cre- 
ate a media  campaign  designed  to  heighten  public  aware- 
ness about  the  illegal  sale  of  tobacco  products  to  minors. 
The  support  of  community  groups  and  local  business  lead- 
ers was  also  solicited  to  help  promote  awareness  and  ob- 
servance of  the  law.  The  merchant  education  program  was 
also  much  more  extensive  in  the  California  study.  Certi- 
fied letters  were  sent  to  the  chief  executive  officers  of  com- 
pany-owned chain  and  franchise  operations  asking  them 
to  take  specific  actions  to  encourage  store  managers  and 
employees  to  observe  the  law.  Finally,  store  managers 
were  informed  of  the  pre-test  findings  in  which  minors  had 
attempted  to  buy  cigarettes  in  their  store. 

Increasing  community  awareness  about  the  problem  of 


illegal  sales  of  cigarettes  to  minors  appears  to  be  an  essen- 
tial element  in  promoting  merchant  compliance  with  the 
law.  Clearly,  the  norms  in  communities  about  minors’  ac- 
cess to  and  use  of  tobacco  need  to  change.  The  prevailing 
attitude  regarding  the  sale  of  tobacco  products  to  minors 
is  illustrated  by  an  interaction  which  occurred  between  a 
clerk  and  one  of  the  minors  in  our  study.  During  one  sale, 
the  clerk  stated,  “It’s  terrible  that  you  are  buying  ciga- 
rettes. It  is  wrong,  but  I guess  you  could  be  doing  worse 
things.’’ 

No  single  strategy  is  likely  to  be  effective  in  stopping 
illegal  tobacco  sales  to  minors.  In  addition  to  community 
and  merchant  education  efforts,  the  laws  pertaining  to  the 
illegal  sale  of  tobacco  to  minors  need  to  be  strengthened. 
The  legal  age  for  purchasing  tobacco  products  should  be 
increased  from  18  to  21  years.  We  recommend  that  retail 
tobacco  vendors  be  licensed  annually,  as  are  alcohol  ven- 
dors. Licensure  would  provide  an  opportunity  to  educate 
vendors  about  state  laws  before  their  licenses  are  renewed. 
Retailers  found  to  violate  the  law  would  be  in  danger  of 
having  their  licenses  revoked.  The  threat  of  losing  the  li- 
cense to  sell  tobacco  products  would  likely  do  more  to  mo- 
tivate compliance  than  the  existing  penalties,  which  in- 
volve relatively  small  monetary  fines.’  Finally, 
enforcement  of  the  tobacco  access  law  is  needed.  Income 
generated  from  licensing  retail  vendors  and  from  fines  lev- 
ied for  illegal  tobacco  sales  could  pay  for  community  and 
merchant  education  programs  and  for  development  of 
monitoring  mechanisms  to  ensure  vendor  compliance  with 
the  law. 
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Assessing  the  damage  from  cigarette  smoking  in 

New  York  State 

Perry  F.  Smith,  md;  James  M.  Shultz,  phd;  Dale  L.  Morse,  md 


ABSTRACT.  Although  there  is  clear  evidence  that  smoking 
is  the  leading  preventable  cause  of  death  in  the  United  States 
today,  almost  one  third  of  American  adults  continue  to 
smoke.  To  promote  public  awareness  of  smoking’s  adverse 
effects,  we  applied  a previously  established  methodology  to 
estimate  the  impact  of  cigarette  smoking  in  New  York  State. 
Using  New  York  State-specific  mortality  data,  cigarette 
smoking  prevalence  rates,  and  total  health  care  costs,  we 
found  that  cigarette  smoking  caused  almost  27,000  deaths  in 
1985,  resulting  in  335,000  years  of  potential  life  iost  (mean, 
12  years  per  person).  The  estimated  annual  cost  of  smoking 
totaled  $4.7  billion,  including  direct  (health  care)  and  indi- 
rect (lost  income  and  productivity)  costs  from  smoking-at- 
tributable deaths  and  illness.  The  New  York  State  Depart- 
ment of  Health  publicized  these  findings  to  gain  support  for  a 
statewide  reguiation  for  smoking  control  In  public  places. 
This  methodology  can  easily  be  applied  elsewhere  to  assess 
the  adverse  Impact  of  smoking  and  to  support  smoking  con- 
trol activities. 

(NY  State  J Med  1990;  90:56-60) 

There  is  unequivocal  evidence  for  the  adverse  effects  of 
smoking  on  health.  Recent  annual  surgeon  general’s  re- 
ports have  estimated  that  smoking  causes  30%  of  deaths 
from  cancer,'  30%  of  deaths  from  coronary  heart  disease,^ 
and  80%-90%  of  deaths  from  chronic  obstructive  lung  dis- 
ease^ each  year.  The  estimated  annual  number  of  deaths 
attributable  to  smoking  from  these  three  causes  totals 
350,000 — more  than  all  the  American  lives  lost  in  World 
War  I,  Korea,  and  Vietnam  combined.'^  Determinations 
such  as  these  have  prompted  the  surgeon  general  to  con- 
clude that  smoking  is  “the  single  largest  preventable  cause 
of  premature  death  and  disability  in  the  United  States.”^ 
However,  despite  widespread  publicity  about  the  dangers 
of  smoking,  nearly  one  of  every  three  American  adults 
continues  to  smoke. ^ 

To  promote  public  awareness  of  smoking’s  adverse  ef- 
fects at  a state  level,  we  estimated  the  impact  of  cigarette 
smoking  in  New  York  State.  Using  readily  available  state 
data  and  recently  developed  computer  software,  we  deter- 
mined the  number  of  smoking-attributable  deaths,  years 
of  potential  life  lost,  and  the  economic  costs  resulting  from 
smoking  in  New  York  in  1985.  The  results  of  this  analysis 
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provided  support  for  a statewide  regulation  to  restrict 
smoking  in  public  places. 

We  present  here  the  findings  from  this  study.  They  not 
only  document  the  huge  impact  of  smoking  at  a state  level 
but  also  illustrate  the  use  of  computer  software  that  is 
readily  available  to  state  and  local  health  departments. 

Methods 

For  these  calculations  we  used  a methodology  that  was  devel- 
oped by  Rice  and  colleagues^  and  a microcomputer  software 
package  that  was  developed  by  the  Minnesota  Department  of 
Health  for  use  by  state  and  local  health  departments.*  A brief 
summary  of  these  methods  is  presented  here. 

To  calculate  the  number  of  smoking-attributable  deaths,  we 
used  1 985  New  York  State  gender-specific  and  age-specific  mor- 
tality data  for  20  diagnoses,  which  were  selected  because  of  their 
strong  association  with  cigarette  smoking.^  We  determined  the 
number  of  smoking-attributable  deaths  by  multiplying  the  total 
number  of  deaths  from  each  disease,  coded  according  to  the  ninth 
revision  of  the  International  Classification  of  Diseases  (ICD-9- 
CM,  1978),  times  the  percentage  of  deaths  that  were  attribut- 
able to  smoking.  This  percentage,  defined  as  the  smoking-attrib- 
utable risk  fraction,  was  derived  from  gender-specific  smoking 
prevalence  rates  for  current  and  former  cigarette  smokers  and 
from  relative  mortality  risk  values  for  each  diagnosis  for  current 
and  former  smokers  compared  with  nonsmokers,  according  to 
the  following  formula:* 

Smoking-attributable  risk  fraction  = 

(Po  + P|(RR|)  + P;(RR2))  - 1 
(Po  + Pi(RRi)  + Pz(RR2)) 

where  po  = prevalence  of  never  smokers 
Pi  = prevalence  of  current  smokers 
P2  = prevalence  of  former  smokers 
RRi  = relative  risk  for  current  smokers  compared  with 
never  smokers 

RR2  = relative  risk  for  former  smokers  compared  with 
never  smokers 

For  this  calculation  we  used  1985  New  York  State  smoking  prev- 
alence rates  from  the  Behavioral  Risk  Factor  Surveillance  Sys- 
tem^ for  persons  20  years  old  or  older.  The  relative  risk  values 
were  derived  by  Rice  et  aF  from  four  prospective  studies. 

We  estimated  the  number  of  years  of  potential  life  lost  due  to 
smoking  by  multiplying  the  number  of  deaths  from  smoking  in 
each  gender-specific  five-year  age  group  times  the  gender-specif- 
ic number  of  expected  years  of  life  remaining  for  each  age  group. 
Values  for  the  years  of  life  remaining  were  based  on  New  York 
State-specific  vital  statistics  data  and  were  determined  from  the 
midpoint  of  each  age  group  to  life  expectancy. 

Smoking-attributable  economic  costs  were  divided  into  three 
categories:  direct  health  care,  indirect  mortality,  and  indirect 
morbidity. 
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Direct  health  care  costs  were  defined  as  personal  health  expen- 
ditures for  the  diagnosis  and  treatment  of  smoking-attributable 
diseases.  To  estimate  these  costs,  we  first  determined  the  total 
costs  in  New  York  State  for  hospital  care,  physicians’  services, 
nursing  home  care,  medications,  and  other  professional  services 
(1982  data  from  the  Health  Care  Financing  Administration,'® 
inflated  to  1985  dollars).  We  next  estimated  the  combined  costs 
for  neoplastic,  circulatory,  and  respiratory  diseases  in  New  York 
State  using  the  proportion  of  1980  national  direct  health  care 
costs  that  were  attributed  to  these  three  disease  categories.  Final- 
ly, we  estimated  smoking-attributable  direct  health  care  costs  by 
multiplying  the  combined  costs  for  these  three  disease  categories 
times  smoking-attributable  risk  fractions  for  health  care  utiliza- 
tion. These  risk  fractions  were  based  on  the  gender-specific  prev- 
alence rates  for  current  smokers  and  the  differential  rates  of 
medical  care  utilization  for  current  smokers  relative  to  never 
smokers.’  Former  smokers  were  not  included  in  this  calculation. 

Indirect  mortality  costs  were  defined  as  the  cost  of  lost  income 
and  productivity  resulting  from  premature  death  due  to  smok- 
ing-attributable disease.  We  estimated  these  costs  by  adding  the 
totals  of  the  present  value  of  future  earnings  in  1985  dollars, 
stratified  by  five-year  age  groups  and  gender,  times  the  number 
of  smoking-attributable  deaths  for  each  of  the  20  diagnoses  by 
age  group  and  gender.  We  used  1984  estimates  of  the  present 
value  of  future  earnings  with  a 4%  discount  rate  to  adjust  for 
future  inflation.  (AA  Scitovsky,  DP  Rice,  J Showstack  et  al,  un- 
published data,  1986).  For  our  calculations,  we  inflated  these 
figures  to  1985  values. 

Indirect  morbidity  costs  were  defined  as  the  cost  of  lost  income 
and  productivity  for  persons  who  were  disabled  by  smoking-at- 
tributable illness.  Since  these  data  were  not  readily  available,  we 
estimated  these  costs  using  national  data  on  total  smoking-at- 
tributable economic  costs.’  We  assumed  that  the  ratio  of  indirect 
morbidity  costs  to  direct  health  care  costs  and  indirect  mortality 
costs  in  New  York  State  was  the  same  as  the  ratio  observed  in  the 
United  States.  Using  this  ratio  and  the  values  for  the  direct 
health  care  costs  and  indirect  mortality  costs  calculated  for  New 
York,  we  estimated  the  indirect  morbidity  costs  for  the  state. 

To  assess  the  impact  of  maternal  smoking  on  the  fetus  and 
infant,  we  also  estimated  the  number  of  deaths,  years  of  potential 
life  lost,  and  indirect  mortality  costs  for  four  fetal  and  infant 
diagnoses  that  have  been  causally  linked  to  maternal  smok- 
ing."” For  these  calculations  we  used  the  same  methodology  as 
presented  above.  However,  because  of  the  requirements  of  the 
software  program,  years  of  potential  life  lost  were  calculated 
from  national  estimates  of  life  expectancy  rather  than  from  New 
York  State-specific  estimates,  and  the  smoking-attributable  risk 
fractions  for  these  diagnoses  were  based  on  the  smoking  preva- 
lence rates  in  New  York  State  for  women  aged  20-64  years,  as  an 
approximation  of  the  smoking  prevalence  rate  for  pregnant  women. 

Results 

The  smoking  prevalence  rates  used  in  our  calculations  are  shown 
in  Table  I.  Overall,  for  males  and  females  combined,  32.3%  were 
current  smokers,  22.5%  were  former  smokers,  and  45.2%  had  never 
smoked. 

The  smoking-attributable  risk  fractions,  total  deaths,  and  esti- 
mated smoking-attributable  deaths  in  New  York  in  1985  are  shown 
by  gender  and  diagnosis  in  Table  II.  In  sum,  there  were  almost 
27,000  smoking-attributable  deaths  in  the  state.  These  deaths  com- 
prised 26%  of  the  104,220  deaths  from  the  24  smoking-related  diag- 
noses,and  16%  of all  deaths  in  New  Yorkfor  that  year.  Over  17,000 
(65%)  of  the  smoking-attributable  deaths  occurred  in  males,  consis- 
tent with  the  higher  male  smoking  rates  in  the  over-65  age  cohort, 
which  bears  the  primary  burden  of  fatal  smoking-attributable  dis- 
eases. Overall,  20%  of  male  deaths  and  1 1%  of  female  deaths  were 
attributable  to  smoking  in  1985.  Three  diagnostic  categories — neo- 
plastic, circulatory,  and  respiratory  diseases — accounted  for  26,229 
deaths,  or  98%  of  all  smoking-attributable  deaths.  Among  8,898 
smoking-attributable  cancer  deaths,  6,344  (71%)  were  from  malig- 
nant neoplasm  of  the  lung.  Smoking  was  a factor  in  80%  of  male  and 


TABLE  I.  Smoking  Prevalence  Rates  by  Gender  and  Age 
Group,  from  the  Behavioral  Risk  Factor  Surveillance 
System,  New  York  State,  1985 


Males 

20-64  Yrs 

>65  Yrs 

All  Ages 
>20  Yrs 

Smoking  Status 

(N  = 374) 

(N  = 92) 

(N  = 466) 

Current 

35.3% 

23.9% 

33.6% 

Former 

24.7% 

50.2% 

28.6% 

Never 

40.0% 

25.9% 

37.9% 

Females 

20-64  Yrs 

>65  Yrs 

All  Ages 
>20  Yrs 

Smoking  Status 

(N  = 519) 

(N  = 150) 

(N  = 669) 

Current 

36.1% 

12.1% 

31.3% 

Former 

15.6% 

24.8% 

17.4% 

Never 

48.3% 

63.1% 

51.3% 

47%  of  female  deaths  from  lung  cancer.  Among  12,598  smoking- 
attributable  deaths  due  to  circulatory  disease,  8,909  (71%)  were 
from  ischemic  heart  disease,  with  6,263  (70%)  of  these  occurring 
after  age  64. 

Smoking-attributable  deaths  resulted  in  the  loss  of  approximately 
335,000  potential  years  of  life  for  New  Yorkers  in  1985.  The  mean 
number  of  years  lost  per  person  dying  of  smoking-attributable  dis- 
ease was  12.  Males  contributed  209,000  (62%)  years  to  the  total. 
The  number  of  years  of  life  lost  varied  by  disease  category  (Fig  1). 
Of  all  the  diseases  in  the  circulatory  category,  ischemic  heart  disease 
contributed  most  heavily,  with  102,000  years  of  life  lost.  Similarly, 
carcinoma  of  the  lung  contributed  most  heavily  to  the  category  of 
neoplastic  disease,  with  88,000  years  lost. 

Direct  health  care  costs  for  treatment  of  smoking-attributable 
diseases  were  estimated  at  $1.9  billion  for  New  York  State  for  1985 
for  current  smokers  (Table  III).  Males  accounted  for  $1.1  billion  or 
57%  of  direct  costs,  a smaller  contribution  than  males  made  to  all 
other  disease  impact  measures  because  of  the  higher  rates  of  medical 
utilization  by  females.  Hospital  costs  of  $1.4  billion  accounted  for 
76%  of  direct  costs  and  30%  of  the  total  estimated  smoking  cost  of 
$4.7  billion. 

Indirect  mortality  costs  were  valued  at  $ 1 .9  billion  in  1 985  dollars. 
Males  accounted  for  $ 1 .4  billion  (75%).  This  marked  gender  dispari- 
ty resulted  from  the  excess  of  male  deaths,  the  greater  number  of 
men  in  the  work  force,  and  the  higher  male  mean  incomes  in  the 
calculation  of  the  present  value  of  future  earnings.  Smoking-attrib- 
utable neoplastic  and  circulatory  diseases  accounted  for  80%  of  total 
indirect  mortality  costs. 

Smoking-attributable  indirect  morbidity  costs  were  estimated  at 
$910  million,  with  a striking  differential  by  gender,  as  noted  above 
for  indirect  mortality  costs. 

Overall,  we  estimated  the  total  cost  of  smoking-attributable  ill- 
ness in  New  York  in  1985  to  be  $4.7  billion.  Direct  health  care  costs 
comprised  40%  of  this  total;  indirect  mortality  costs,  41%;  and  indi- 
rect morbidity  costs,  1 9%. 

Discussion 

This  study  documents  the  huge  impact  of  smoking  at 
the  state  level.  Comparing  smoking  with  other  public 
health  problems  provides  perspective  on  the  importance  of 
the  smoking  problem.  For  example,  the  epidemic  of  ac- 
quired immunodeficiency  syndrome  (AIDS)  has  received 
great  publicity.  In  1985,  the  Secretary  of  Health  and  Hu- 
man Services  stated  that  AIDS  was  the  number  one  public 
health  priority  in  the  nation.'^  Massive  amounts  of  public 
resources  have  appropriately  been  directed  against  this 
disease.  The  magnitude  of  the  AIDS  epidemic  is  clear 
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TABLE  II.  Smoking-Attributable  Risk  Fractions  and  Deaths  by  Diagnosis  and  Gender,  New  York  State,  1985 


Males 

Females 

Total 

Disease  Category 
and  Diagnosis 

Risk 

Fractions 

Total 

Deaths 

Smoking- 

Attributable 

Deaths 

Risk 

Fractions 

Total 

Deaths 

Smoking- 

Attributable 

Deaths 

Smoking- 

Attributable 

Deaths 

Infectious 

Respiratory  tuberculosis 

.443 

102 

45 

♦ 

40 

* 

45 

Neoplastic 

Lip,  oral  cavity 

.693 

477 

330 

.455 

237 

108 

438 

Esophagus 

.594 

582 

346 

.579 

204 

118 

464 

Stomach 

.176 

783 

138 

.289 

592 

171 

309 

Pancreas 

.306 

931 

285 

.164 

1,028 

168 

453 

Larynx 

.814 

291 

237 

.455 

77 

35 

272 

Lung 

.801 

6,007 

4,810 

.470 

3,264 

1,534 

6,344 

Cervix 

NAt 

NA 

NA 

.410 

344 

141 

141 

Urinary  bladder 

.378 

634 

240 

.307 

306 

94 

334 

Kidney 

.253 

399 

101 

.138 

307 

42 

143 

Circulatory 

Hypertension 

.160 

914 

147 

.170 

1,227 

208 

355 

Ischemic  heart  disease,  20-64  yr 

.288 

7,066 

2,035 

.212 

2,889 

611 

2,646 

Ischemic  heart  disease,  65+  yr 

.179 

21,488 

3,841 

.092 

26,441 

2,422 

6,263 

Cardiac  arrest 

.402 

926 

372 

.385 

931 

359 

731 

Cerebrovascular  accident 

.097 

3,810 

370 

.159 

6,320 

1,008 

1,378 

Arteriosclerosis 

.242 

640 

155 

.350 

1,004 

351 

506 

Aortic  aneurysm 

.632 

825 

522 

.509 

387 

197 

719 

Respiratory 

Pneumonia,  influenza 

.210 

2,964 

621 

.107 

3,077 

331 

952 

Emphysema,  chronic  bronchitis 

.855 

726 

621 

.728 

428 

312 

933 

Airways  obstruction 

.855 

2,113 

1,807 

.728 

1,429 

1,041 

2,848 

Digestive 

Ulcers 

.487 

350 

171 

.486 

368 

179 

350 

Fetal  and  Infant 

Short  gestation/low  birth  weight 

.215 

176 

38 

.215 

165 

36 

74 

Respiratory  distress  syndrome 

.215 

188 

40 

.215 

106 

23 

63 

Other  respiratory  conditions 

.215 

212 

46 

.215 

161 

35 

81 

Sudden  infant  death 

.153 

169 

26 

.153 

115 

18 

44 

Total 

- 

52,773 

17,344 

— 

51,447 

9,542 

26,886 

* Insufficient  data  available  to  estimate  smoking-attributable  deaths  from  respiratory  tuberculosis  in  females. 
^ NA  = not  applicable. 


when  one  considers  that  there  were  9,504  AIDS  deaths 
among  New  York  residents  from  the  late  1970s,  when  the 
epidemic  began,  until  July  1988.'“*  However,  the  epidemic 
of  smoking  has  had  an  even  greater  impact,  causing  sever- 
al times  this  number  of  deaths  each  year.  In  1985,  AIDS 
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FIGURE  1 . Years  of  potential  life  lost  (YPLL)  due  to  smoking,  by  disease 
category.  New  York  State,  1985. 


resulted  in  approximately  2,700  deaths  (New  York  State 
Department  of  Health,  unpublished  data)  or  less  than  2% 
of  the  170,193  total  deaths  in  New  York,  while  smoking 
caused  a striking  16%  of  all  deaths.  AIDS  resulted  in  the 
loss  of  approximately  71,000  potential  years  of  life  for 
New  Yorkers  in  1985  (New  York  State  Department  of 
Health,  unpublished  data),  less  than  one  fourth  of  the 
years  lost  because  of  smoking. 

Automobile  crashes  are  another  cause  of  significant 
mortality  in  New  York.  They  also  have  received  much 
public  attention,  resulting  in  a state-wide  seat-belt  law  in 
1985.  Automobile  crashes  resulted  in  the  deaths  of  ap- 
proximately 2,000  New  Yorkers  in  1985'^  and  the  loss  of 
almost  76,000  years  of  potential  life  (New  York  State  De- 
partment of  Health,  unpublished  data).  By  comparison, 
smoking  caused  more  than  1 3 times  as  many  deaths  and 
more  than  four  times  as  many  years  of  life  lost. 

Smoking  has  considerable  economic  impact  as  well. 
Our  estimate  of  $4.7  billion  for  the  total  financial  burden 
of  smoking  translates  into  an  annual  cost  of  more  than 
$200  for  every  New  York  resident,  smoker  and  nonsmoker 
alike.  It  is  also  clear  that  tax  revenues  generated  by  ciga- 
rette sales  do  not  fully  compensate  for  the  cost  of  smoking. 
In  1985,  an  estimated  2.1  billion  packs  of  cigarettes  were 
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TABLE  III.  Smoking-Attributable  Economic  Costs*  by 
Cost  Category  and  Gender,  New  York  State,  1985 


Cost  Category 

Males 

Females 

Total 

Direct  health  care  costs 

Hospitalization 

$ 865 

$ 565 

$1,421 

Nursing  home  care 

103 

169 

272 

Physician  services 

84 

43 

127 

Medications 

24 

14 

38 

Professional  services 

3 

4 

7 

Subtotal 

$1,070 

$ 795 

$1,865 

Indirect  mortality  costs^ 

Neoplastic 

$ 586 

$ 189 

$ 775 

Circulatory 

578 

180 

758 

Respiratory 

152 

63 

215 

Fetal/infant 

77 

47 

124 

Infectious 

14 

t 

14 

Digestive 

13 

6 

19 

Subtotal 

$1,420 

$ 485 

$1,905 

Indirect  morbidity  costs 

Subtotal 

$ 617 

$ 293 

$ 910 

Total  costs 

$3,107 

$1,573 

$4,680 

* Costs  are  rounded  to  nearest  million  in  1 985  dollars. 

t Specific  diagnoses  in  each  disease  category  are  specified  in  Table  ll. 

• Insufficient  data  available  to  estimate  indirect  mortality  costs  for  infectious 
diseases  in  females. 

sold  in  New  York  State. We  estimate  the  tax  revenues 
from  these  sales  to  be  $441  million  ($.21/pack)  for  New 
York  cigarette  tax,  $336  million  ($.16/pack)  for  federal 
cigarette  tax,  and  $63  million  ($.03/pack)  for  New  York 
sales  tax,  yielding  a total  tax  revenue  of  $840  million.  This 
figure  is  less  than  half  of  the  direct  health  care  costs  of 
smoking  and  is  dwarfed  by  our  estimate  of  $4.7  billion  for 
the  total  cost  of  smoking. 

Estimates  of  the  adverse  impact  of  smoking  argue 
strongly  for  smoking  control  by  encouraging  smokers  to 
quit  and  by  mustering  public  support  for  legislative  ac- 
tion. For  this  reason,  the  Minnesota  Department  of 
Health  developed  the  microcomputer  software  program 
that  we  used  for  these  calculations.  The  results  in  Minne- 
sota provided  a very  convincing  argument  for  smoking 
control  legislation.'^-'*  In  New  York,  the  results  of  our 
study  were  presented  in  public  hearings  before  the  New 
York  State  Public  Health  Council  in  1987  to  support  an 
amendment  to  the  New  York  State  Sanitary  Code.  The 
amendment  included  one  of  the  most  comprehensive 
smoking  control  regulations  in  the  nation  by  providing  for 
a smoke-free  environment  in  virtually  all  public  places. 
Although  the  Public  Health  Council  approved  the  amend- 
ment, it  was  later  struck  down  by  the  New  York  courts  on 
legal  grounds.  However,  the  state  legislature  subsequently 
passed  the  New  York  State  Indoor  Clean  Air  Act,  which 
provides  for  similar  smoking  restrictions  in  public  places 
(effective  January  1,  1990)  and  in  private  and  public 
worksites  (effective  April  1,  1990). 

To  assist  other  states  and  local  communities  in  simitar 
efforts  to  document  the  impact  of  smoking,  the  Centers 
for  Disease  Control  of  the  Public  Health  Service  has  made 
the  Minnesota  microcomputer  software  program  avail- 
able to  local  health  officials.  The  program  is  easy  to  learn 
and  can  be  applied  readily  to  local  data. 

Although  the  estimates  of  smoking’s  adverse  impact  are 


based  on  extensive  epidemiologic  research,  there  are  limi- 
tations to  this  methodology.  The  central  calculation  is  the 
smoking-attributable  risk  fraction,  which  depends  in  part 
on  the  relative  mortality  risk  for  smokers  compared  with 
nonsmokers.  Estimates  of  relative  risk  for  many  smoking- 
related  diagnoses  vary  from  one  study  to  another  and  may 
be  affected  by  other  behaviors  that  correlate  with  smok- 
ing, such  as  alcohol  use.  Furthermore,  relative  risk  esti- 
mates vary  for  smokers  in  different  age  groups.  Age-spe- 
cific relative  risks  are  not  well  defined  for  most  smoking- 
related  diseases.  Therefore,  age-specific  smoking- 
attributable  risk  fractions  were  not  determined  for  any  of 
the  smoking-related  diagnoses  except  ischemic  heart  dis- 
ease, for  which  only  two  broad  age  categories  were  consid- 
ered. 

Our  economic  calculations  also  have  some  limitations, 
since  they  are  based  on  approximations  of  medical  care 
utilization,  incomplete  data  on  the  differential  morbidity 
for  smokers  and  nonsmokers,  and  on  multiple  economic 
assumptions.  Furthermore,  we  did  not  include  any  esti- 
mates of  the  cost  to  society  for  persons  who  survive  their 
full  life  expectancy  rather  than  dying  prematurely  from 
smoking-attributable  disease. 

Despite  these  potential  errors,  however,  there  are  sever- 
al reasons  why  these  calculations  might  underestimate 
smoking’s  impact.  For  example,  our  smoking  prevalence 
rates  included  only  cigarette  smokers  and  not  pipe  or  cigar 
smokers,  who  are  also  at  increased  risk  for  many  of  the 
same  diseases  as  cigarette  smokers."'  Also,  for  each  diag- 
nosis, we  assumed  that  deaths  due  to  smoking-attribut- 
able disease  were  distributed  by  age  in  the  same  pattern  as 
were  all  deaths  from  that  cause.  However,  smokers  are  not 
only  more  likely  to  die  from  certain  smoking-attributable 
diseases,  but  are  also  more  likely  to  die  younger  from  these 
diseases  than  their  nonsmoking  counterparts.^-'^  Since 
our  calculations  did  not  account  for  this  premature  mor- 
tality among  smokers,  our  estimates  of  years  of  potential 
life  lost  and  indirect  costs  are  likely  conservative.  In  addi- 
tion, although  our  estimates  of  smoking-attributable  mor- 
tality included  the  prevalence  rates  of  former  smokers,  our 
calculation  of  smoking-attributable  direct  health  care 
costs  did  not.  Therefore,  the  cost  of  care  for  smoking-at- 
tributable disease  in  former  smokers  was  not  included. 

This  study  dealt  with  the  adverse  impact  of  smoking  on 
smokers,  infants,  and  fetuses,  and  did  not  include  the  ef- 
fects of  passive  tobacco  smoke  exposure  on  other  children 
and  adults.  The  1986  surgeon  general’s  report  documents 
that  nonsmokers  who  are  exposed  to  environmental  tobac- 
co smoke  have  an  increased  risk  of  developing  disease,  in- 
cluding lung  cancer  and  respiratory  infections.^  We  did 
not  include  smoking-attributable  deaths  among  these 
nonsmokers,  since  the  relative  mortality  risk  from  passive 
smoke  exposure  is  not  yet  precisely  defined.  However,  as 
additional  information  about  this  hazard  becomes  avail- 
able, it  will  be  possible  to  estimate  the  impact  of  smoking 
on  nonsmokers  as  well. 

We  conclude  that  smoking  causes  enormous  costs  to 
Americans,  both  in  preventable  deaths  and  in  economic 
loss.  Efforts  to  increase  public  awareness  of  the  hazards  of 
smoking  and  to  promote  a smoke-free  environment  by  re- 
stricting smoking  in  public  places  would  likely  decrease 
the  prevalence  of  smoking  and  result  in  substantial  health 
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benefits.  Estimates  of  the  adverse  impact  of  smoking  pro- 
vide strong  support  for  such  efforts. 
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FROM  THE  LIBRARY 


THE  PHYSICIAN’S  OBLIGATION  IN  THE  SMOKING  ISSUE 

Seven  score  and  fifteen  years  ago  . . . Abraham  Lincoln,  the  great  emancipator  was  born.  By  a 
remarkable  coincidence,  Charles  Darwin,  who  emancipated  science  and  men’s  minds,  was  born  the 
same  day  and  year.  Today,  we  are  in  need  of  further  emancipation  of  men’s  minds  and  of  their  lungs  and 
hearts. 

Now  we  are  involved  with  perhaps  the  greatest  public  health  problem  ever  known.  The  world-wide 
cigaret  habit  has  had  such  an  insidious  development  and  has  become  so  firmly  entrenched  that  we  still 
have  no  proper  perspective  of  it.  Pulmonary  cancer,  emphysema,  and  cor  pulmonale  are  causally  relat- 
ed. Other  degenerative  diseases  are  aggravated  by  it;  these  include  coronary  spasm  and  thrombosis, 
circulatory  disturbances,  peptic  ulcer,  and  so  forth.  Quantitatively,  the  resulting  wide  devastation  is  far 
greater  than  smallpox  or  the  plague  ever  was.  Only  a few  years  ago,  daily  headlines  screamed  of  epi- 
demics of  poliomyelitis.  The  death  and  the  crippling  of  children  is  tragic  but  has  never  been  economical- 
ly important.  The  cigaret  death,  however,  hits  the  head  of  the  family,  the  wage  earner,  and  the  leader.  It 
punches  a hole  in  the  great  interlocking  economic  framework  on  which  our  modern  complex  life  de- 
pends. Thirteen  years  ago,  much  publicity  illuminated  the  loss  through  lung  cancer  of  a great  and 
guiding  figure  in  our  international  relations.  Only  recently  there  have  been  scores  of  important  and 
potentially  great  men  cut  down  more  quietly.  The  worlds  of  sport,  medicine,  communications,  enter- 
tainment, the  military,  and  others  have  paid  human  sacrifice  to  the  cigaret.  We  will  never  know  how 
many  thousands  have  died  on  the  threshold  of  accomplishment. 

In  contrast,  advertising  has  created  a smoking  super-race  which  must  be  dethroned.  Coaches  have 
always  known  instinctively  that  cigarets  diminish  full  physiologic  performance,  yet  Saturday’s  heroes 
tell  our  young  to  light  up.  On  the  stage  and  screen,  not  only  the  sophisticated  good  guys  but  also  the 
virile  bad  guys  maintain  a perpetual  semaphore  of  smoke.  The  beautiful  double-breasted  movie  star 
seductively  suggests  that  the  adolescent  cuddle  up  with  her  and  a full-flavored  smoke,  but  she  does  not 
explain  that  the  lung  is  nature’s  final  filter. 

Who  will  be  the  emancipator?  Certainly,  government  cannot  and  will  not.  The  Monday  after  the 
report  of  the  Presidential  Survey,  that  ubiquitous  and  anonymous  “source  close  to  the  White  House’’ 
said  that  if  Health,  Education,  and  Welfare  started  anything,  they  would  find  their  appropriation  cut  so 
fast  they  would  not  only  be  short  of  funds  but  also  short  of  breath.  In  this  war  of  attrition  which  is  going 
to  last  at  least  a generation,  the  medical  profession  must  be  the  leader,  the  emancipator.  We  should  take 
the  initiative  now  and  we  must  not  lose  it.  . . . 

RICHARD  H.  OVERHOLT,  MD 

{NY State  J Med  1964;  64:1297-1300) 
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SPECIAL  ARTICLE 


The  Alaskan  community  health  aide  scheme 

A successful  rural  health  program 


SiXTEN  S.  R.  HARALDSON 


The  only  part  of  the  United  States  in  the  arctic  region  is 
Alaska,  with  its  1.5  million  square  kilometers  mainly  lo- 
cated between  60°  and  70°  north  latitude.  The  southwest- 
ern half  of  Alaska  is  subarctic,  while  the  northeast  is  arc- 
tic. Much  of  the  state  is  covered  by  an  enormous 
permafrost  tundra.  Hunting  and  fishing  still  constitute 
the  main  occupations  of  the  Alaskan  natives. 

Of  the  total  Alaskan  population,  almost  half  a million 
(84%)  are  non-native  immigrants  living  mainly  in  urban 
areas  in  the  south  and  southwest.  Sixteen  percent  are  na- 
tives, consisting  of  about  75,000  Eskimos  and  Aleuts  and 
40,000  American  Indians.  The  average  population  density 
of  all  Alaska  is  0.3  persons  per  square  kilometer,  but  if 
non-native  settlement  areas  are  excluded,  the  figure  drops 
to  0.04/km^,  which  means  an  extremely  low  density  of 
people.  There  are  also  enormous  distances  between  some 
200  native  villages  scattered  over  a gigantic  wilderness 
with  a harsh  climate. 

Villages  vary  in  size  from  30  to  a few  hundred  inhabit- 
ants. The  inhabitants  of  this  region  face  many  adversities 
that  challenge  the  development  of  modern  services  such  as 
education,  health,  transport,  and  communication. 

Morbidity  and  Mortality 

A dramatic  decline  in  morbidity  and  mortality  rates 
among  Alaskan  natives,  especially  regarding  tuberculosis, 
otitis  media,  and  other  infectious  diseases  over  the  last  two 
decades,  is  partly  due  to  general  socioeconomic  develop- 
ment, and  partly  to  efficient  rural  health  programs. 

The  morbidity /mortality  pattern'  among  natives  has 
successively  become  similar  to  that  seen  in  the  western 
world,  with  an  increasing  frequency  of  cardiovascular  dis- 
eases and  malignant  neoplasms.  This  is  seen  in  spite  of  the 
young  age  of  the  Alaskan  native  population.  The  native 
birth  rate  is  more  than  double  the  average  rate  in  the  rest 
of  the  US.  The  total  mortality  figure  for  natives  is  lower 
than  the  average  figure  for  the  US  as  a whole  and  is 
unique  when  one  considers  the  extreme  living  conditions 
of  the  Alaskan  natives  and  compares  them  with  scattered 
or  similar  adversely  situated  populations  in  other  parts  of 
the  world,  including  arctic  regions.^ 

Accidental  deaths  are  still  at  the  top  of  the  list,  and 
standardized  rates  of  death  from  influenza  and  pneumo- 
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nia  are  several  times  higher  than  among  the  total  US  pop- 
ulation. Other  major  causes  of  mortality  are  suicide,  ho- 
micide, alcoholism,  and  cirrhosis  of  the  liver,  as  well  as 
diseases  of  early  infancy.  The  infant  mortality  rate  of 
Alaskan  natives  had  already  decreased  to  17/1,000  in 
1981  from  about  50/1,000  in  1960.  The  corresponding 
rate  for  all  the  United  States  was  12/1,000.  Neonatal 
mortality  is  almost  identical  in  the  two  groups.  The  some- 
what higher  numbers  of  postneonatal  deaths  among  na- 
tives are  closely  correlated  to  low  birth  weight.^  The  low 
neonatal  mortality  and  an  almost  negligible  maternal 
mortality  are  largely  due  to  the  fact  that  practically  all 
deliveries  in  Alaska  are  now  performed  in  institutional 
settings.  Native  expectant  mothers  are  sent,  a few  weeks 
in  advance,  by  air  to  the  hospital,  where  the  waiting  period 
before  delivery  is  used  for  health  education  and  intensive 
prenatal  care. 

The  Community  Health  Aide  Scheme 

The  earliest  health  services  for  the  natives  of  Alaska 
came  in  the  1930s  with  the  creation  of  rural  hospitals  in 
several  towns,  mostly  along  the  coastline,  by  the  federal 
Bureau  of  Indian  Affairs  (BIA).  In  the  1950s,  the  respon- 
sibility for  native  health  was  taken  over  by  the  US  Public 
Health  Service,  and  in  the  1960s,  regular  calls  to  native 
settlements  began,  focusing  primarily  on  maternal  and 
child  health  and  on  environmental  sanitation. 

A new  type  of  health  worker  emerged  during  this  period 
known  as  the  Community  Health  Aide  (CHA).  The  aide’s 
purpose  was  to  provide  primary  care  to  villagers.  Since 
1968,  these  aides  have  undergone  standardized  training, 
which  is  designed  and  organized  by  the  Alaska  Area  Na- 
tive Health  Board  in  Anchorage,  and  carried  out  in  each 
of  seven  service  units.  The  village  council  for  each  of  the 
about  200  native  villages  chooses  a local  woman  (only  a 
few  men  are  aides)  for  training. 

Training  focuses  on  primary  health  care  and  on  health 
problems  and  diseases  that  consume  the  major  part  of  ru- 
ral health  services.  Prevention,  immunizations,  and  health 
education  are  important  ingredients  in  the  curriculum  and 
in  the  practice  of  the  CHAs.'*  The  basic  course  for  the 
trainees,  who  usually  have  completed  about  nine  years  of 
primary  school  when  they  are  selected,  lasts  nearly  three 
months,  at  which  time  the  CHAs  return  to  their  own  vil- 
lages and  start  practicing.  Each  village  clinic  is  equipped 
with  a well-designed  drug  kit,  holding  essential  remedies 
and  vaccines. 
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In  her  daily  work,  the  CHA  is  supported  by  a manual, 
Guidelines  for  Primary  Health  Care  in  Rural  Areas 
and  by  daily  radio/telecommunication  via  satellite  with 
doctors  at  the  regional  hospital.  Difficult  cases  (5-15%) 
are  transported  by  air  to  the  hospital  for  more  qualified 
diagnosis  and  treatment.  Alaska  has  a unique  air  service 
system  with  350  airports,  all-weather  airstrips,  and  well 
trained  “bush-pilots.” 

A system  of  regular  supervision  exists,  combined  with 
assistance  to  the  village  clinic,  by  the  public  health  nurse, 
and  occasionally  by  the  physician  at  the  regional  hospital, 
who,  as  a member  of  the  team,  is  responsible  for  that  par- 
ticular clinic  and  CHA.  Together  with  frequent  refresher 
courses,  such  features  are  of  vital  importance  for  main- 
taining skills,  creating  a team  spirit,  and  supporting  the 
CHAs’  self  confidence  as  the  “village  doctor.”  The  villag- 
ers know  that  she  is  continuously  advised  by  the  hospital 
doctors. 

Native  health  services  in  Alaska  are  financially  sup- 
ported both  by  the  federal  government,  through  the  Alas- 
ka Native  Health  Services  (ANHS),  the  State  of  Alaska, 
and  by  12  native  regional  health  corporations.  The  CHAs 
are  paid  according  to  a contract  between  these  authorities. 
Remunerations  vary  somewhat  from  place  to  place,  but 
are  attractive,  and  are  about  equivalent  to  the  salary  of  a 
low  level  primary  school  teacher.  The  total  cost  or  the  per 
capita  cost  of  health  services  for  a village  is  complicated  to 
calculate,  as  a number  of  activities  and  several  authorities 
are  involved.  It  has  been  estimated  that  almost  half  of  the 
total  expenditures  are  swallowed  by  rather  generous  air 
transport  of  patients  and  of  health  personnel. 

In  contrast  to  the  situation  in  comparable  regions  of  the 
world,  the  Alaskan  natives  generally  wish  to  remain  rural, 
living  close  to  generous  natural  resources,  in  an  arctic 
ecology  to  which  they  have  adapted.  In  spite  of  the  accep- 
tance of  western  cultural  and  technical  elements,  the  Eski- 
mos in  particular  keep  a strong  cultural  self-identity. 

It  has  therefore  been  considered  urgent  in  Alaska  to  cre- 
ate a satisfactory  network  of  rural  primary  health  care  for 
natives.  Thanks  to  cooperation  from  the  natives’  side,  the 
present  CHA  scheme  has  developed  well  and  functions  well 
in  its  unique  rural  setting.  The  program  is  a front-line  ser- 
vice to  all  villagers,  affording  full  geographic  coverage  and 
accessibility.  It  is  well  accepted  and  fully  utilized,  although 
the  average  population  density  is  extraordinarily  low. 

Twenty  years  ago,  a basic  medical  training  program  for 
auxiliary  health  care  personnel  of  less  than  half  a year 
would  have  been  put  off  as  inconceivable.  Today  it  is  real- 
istic, assuming  that  the  training^  and  the  working  pro- 
grams^ have  been  carefully  planned  and  maintained  by 
dedicated  public  health  personnel.  Some  of  the  latter  have 
come  from  the  contiguous  lower  48  states,  and  have  re- 
mained in  Alaska  with  the  native  health  service  program. 
Thus,  concepts  and  methods  incorporated  in  the  CHA 
scheme  have  been  thoroughly  tested  and  evaluated  and 
are  now  well  adapted  to  local  conditions. 

The  World  Health  Organization  (WHO)  program 
“Health  for  All  by  the  Year  2000”  (HFA)  is  an  appeal  for 
improvement  of  rural  health  services,  bearing  in  mind  the 
fact  that  rural  people  everywhere  have  less  access  to 
health  facilities  than  do  people  in  urban  regions.  HFA 
aims  at  accessible  health  care  (as  defined  at  the  Alma  Ata 


world  conference  in  1978).  Front-line  health  stations 
should  offer  a broad  spectrum  of  services,  with  prevention, 
immunizations,  and  health  education  as  significant  ingre- 
dients. It  is  presumed  that  peripheral  rural  services  ought 
to  rely,  to  a large  extent,  on  locally  recruited  auxiliary 
health  workers. 

It  is  evident  that  there  will  be  obstacles  in  a project  as 
ambitious  as  HFA.  Some  population  groups  will  be  diffi- 
cult to  reach  and  serve,  for  instance  the  more  than  1 5 mil- 
lion refugees  of  the  world  and  the  mushrooming  slum  pop- 
ulations of  numerous  cities  and  megatowns.  A third 
problem  group  includes  peoples  inhabiting  difficult  to 
reach  locations,  extending  from  50  to  100  million  nomads 
to  indigenous  and  ethnic  minorities,  sometimes  scattered 
over  large  areas  with  low  population  density  and  great  dis- 
tances between  settlements  and  camps. * Apart  from  be- 

ing geographically  difficult  to  reach,  tribal  groups  may,  in 
addition,  be  distrustful  because  of  cultural  and  linguistic 
barriers. 

Scattered  populations  call  for  nontraditional  design  of 
health  care  services."  Front-line  health  services  based  on 
locally  recruited,  indigenous  people  with  an  educational 
background  of  only  5-6  years  of  primary  school,  and  with 
one  half  to  two  years  of  medical  training  to  become  auxil- 
iary health  workers,  have  been  tried  in  several  countries, 
especially  in  the  Third  World,  with  varying  success.  Ex- 
amples include  “barefoot  doctors”  in  China  and  the  “aid- 
post-orderlies”  of  Papua,  New  Guinea. 

The  Alaskan  model  of  health  service  has  not  attracted 
justified  attention  by  countries  with  comparable  scattered 
populations,  neither  in  the  Arctic,^  nor  in  the  developing 
nations  of  the  world.  It  may  therefore  be  useful  to  look  in 
detail  at  some  of  the  ideas  and  principles  behind  the  Alas- 
ka CHA  scheme. 

Why  has  Alaska’s  health  care  program  been  so  success- 
ful? It  could  be  a fortunate  consequence  of  ample  finan- 
cial and  other  resources  from  a rich  mother  nation,  or  it 
could  be  a result  of  some  ingenious  ideas,  or  a mixture  of 
both  assets,  plus  dedicated  cooperation  between  Alaskan 
natives  and  non-native  Americans. 

The  trainees  are  chosen  by  their  own  fellow  villagers, 
and  after  training  the  CHAs  live  and  work  among  their 
own  people.  Selecting  trainees  in  this  way  seems  to  be  of 
great  psychological  importance,  as  it  tends  to  create  a 
foundation  of  mutual  confidence.  Furthermore,  the  train- 
ing is  concentrated  on  a relatively  small  number  of  leading 
rural  health  problems.  Other  essential  elements  include 
team  work,  frequent  consolidation  courses,  a splendid 
working  manual,  and  daily,  compulsory  utilization  of 
well-functioning  radio/telecommunications. 

Some  features  of  the  CHA  scheme  raise  the  standard  of 
services  without  involving  high  cost.  They  are  therefore 
transferable  to  places  and  countries  with  fewer  financial 
means  than  those  of  Alaska,  and  are  applicable  in  other 
arctic  regions  as  well.  Even  in  the  absence  of  air  and  mod- 
ern road  transportation,  improvements  of  existing  front 
line  health  services  can  often  be  achieved.  However,  the 
limited  resources  in  the  Third  and  Fourth  World  countries 
will  force  the  continued  use  of  mules,  camels,  jeeps,  and 
stretcher  bearers  as  dominant  means  of  transportation. 

It  is  evident  that  authorities  are  often  reluctant  to 
launch  and  run  services  for  people  in  extreme  rural  set- 
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tings.  Calculated  per  capita,  cost  for  such  services  may  be 
prohibitively  high  for  a minimal  national  health  budget. 
Other  factors  in  many  places  have  been  the  lack  of  prima- 
ry schools  and  insufficient  utilization  of  existing  educa- 
tional facilities.  High  rates  of  illiteracy  greatly  restrict  the 
selection  of  suitable  candidates  for  training  as  auxiliary 
health  workers. 

Common  drawbacks  to  the  establishment  of  an  ade- 
quate health  care  program  are  the  absence  of  radio  and 
telecommunications,  adequate  transportation  facilities, 
the  lack  of  extension  and  refresher  courses  for  auxiliaries, 
and  half-hearted  cooperation  from  local  villagers.  Finally, 
inter-tribal  friction  may  prompt  members  of  one  tribe  to 
refuse  to  accept  services  provided  or  run  by  members  of 
other  tribes,  which  may  impede  the  development  of  an  ef- 
ficient rural  health  service. 

The  exchange  of  experiences  regarding  health  services 
ought  to  be  universal,  and  not  restricted  to  certain  lati- 
tudes, such  as  the  arctic  or  the  tropical  regions.  Climatic 
dissimilarities  are  of  minor  importance  and  should  not 
constitute  barriers  to  the  sharing  of  information. 
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THE  CPC 


Congophilic  angiopathy 


Mary  Anne  Whalen,  md  (Attending  Physician):  A 53- 

year-old  woman  with  Down’s  syndrome  died  of  a cerebral 
hemorrhage.  This  presentation  focuses  on  the  studies  and 
information  available  relating  to  dementia  in  Down’s  syn- 
drome, Alzheimer’s  disease,  and  the  entity  of  cerebral  am- 
yloid angiopathy,  also  known  as  congophilic  angiopathy. 

Cerebral  hemorrhage,  the  cause  of  death  of  this  patient, 
accounts  for  approximately  10%  of  recognized  cerebro- 
vascular accidents.  The  antecedent  risk  factors  are  now 
fairly  well  established.  They  include  hypertension,  thera- 
peutic anticoagulation  independent  of  hypertension, 
bleeding  diatheses  secondary  to  a variety  of  other  causes, 
cerebral  vascular  malformations,  and  factors  such  as  car- 
diac dysrhythmia  or  structural  disease,  which  predispose 
to  embolism  and  cerebral  infarctions — these  may  then  be- 
come hemorrhagic. 

Dr  Richard  Hood  has  cared  for  a number  of  these  pa- 
tients at  the  Pathfinder  Village  over  the  years.  Dr  Hood 
assured  me  that  as  far  as  he  recalls,  the  patient  presented 
here  did  not  have  any  risk  factors  that  would  have  predis- 
posed her  otherwise  to  experiencing  cerebral  hemorrhage. 

More  recently,  we  have  come  to  appreciate  that  persons 
with  Down’s  syndrome  are  particularly  at  risk  for  cerebral 
congophilic  angiopathy  associated  with  cerebral  hemor- 
rhage or  independent  of  another  identified  hemorrhagic 
event. 

Cerebral  congophilic  angiopathy  in  its  most  typical 
form  is  a condition  in  which  beta  amyloid  protein  infil- 
trates the  walls  of  small-  to  medium-sized  arteries  in  the 
brain,  and,  principally,  those  in  white  matter.  The  likeli- 
hood of  this  condition  tends  to  increase  with  age  and  may 
be  present  in  roughly  half  the  general  population  over  the 
age  of  70  years.'  In  patients  with  Down’s  syndrome,  it  is 
said  to  be  virtually  a ubiquitous  finding  over  the  age  of  30 
or  40,  though  I must  comment  that  the  studies  of  this  con- 
dition have  not  been  completed  in  such  a fashion  that 
would  permit  such  a blanket  statement. 

There  is  an  association  of  congophilic  angiopathy  with 
dementia  that  appears  to  be  independent  of  the  associa- 
tion with  age.  Cerebral  congophilic  angiopathy  is  not  as- 
sociated with  systemic  amyloidosis  or  with  the  other  risk 
factors  for  cerebral  hemorrhage.  It  is  reported  to  be  the 
basis  of  about  10%  of  cases  of  cerebral  hemorrhage  in  the 
general  population,  more  frequently  in  lobar  hemorrhage 
rather  than  hemorrhage  into  the  basal  ganglia  or  into  the 
brain  stem.^  In  general,  the  latter  are  the  most  frequent 

Based  on  a clinicopathologic  conference  (CPC)  held  at  Mary  Imogene  Bassett 
Hospital,  Cooperstown,  NY,  on  September  13,  1988, 
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sites  of  hemorrhages.  In  particular,  cerebral  congophilic 
angiopathy  is  found  to  be  the  underlying  pathology  in 
cases  in  which  lobar  hemorrhages  are  recurrent.  It  may 
also  be  the  underlying  cause  of  brain  infarction. 

That  genetic  factors  may  underlie  this  condition  is 
shown  by  the  reports  of  dominant  transmission  in  some 
families,  largely  from  the  Netherlands  and  from  Iceland.^ 
Cases  of  congophilic  angiopathy  in  the  general  population 
are  considered  to  be  sporadic.  The  incidence  of  cerebral 
congophilic  angiopathy  is  not  known,  although  it  is  said  to 
be  very  frequent  in  autopsied  cases  when  its  presence  has 
been  sought.  The  incidence  of  cerebral  hemorrhage  in 
Down’s  syndrome  is  also  unknown,  so  I cannot  argue  from 
a firm  statistical  basis  that  congophilic  angiopathy  was 
the  underlying  cause  of  hemorrhage  in  the  patient  de- 
scribed here.  Nonetheless,  supported  by  the  absence  of 
any  other  identified  risk  factors  in  this  patient,  I have  cho- 
sen to  proceed  on  the  assumption  that  congophilic  angio- 
pathy was  present,  because  this  occasion  provides  the  op- 
portunity to  talk  about  the  evidence  that  links  cerebral 
amyloid  proteins  and  Alzheimer’s  disease. 

The  accepted  neuropathologic  hallmark  of  Alzheimer’s 
disease  has  long  been  the  identifiable  presence  of  neuritic 
plaques  and  neurofibrillary  tangles,  appearing  both  corti- 
cally  and  subcortically,  with  considerable  variability  of 
distribution  throughout  the  brain.  The  plaques  and  tan- 
gles in  brains  are  found  in  nondemented  persons  as  well, 
and  to  a certain  extent  may  be  regarded  as  a normal  conse- 
quence of  the  aging  process.  However,  we  are  beginning  to 
develop  age-standardized  criteria  for  this  finding.  It  has 
been  clear  for  some  time  that  an  increased  density  of 
plaques  and  tangles  in  the  brain  is  present  in  patients  with 
dementia.  In  fact,  this  density  is  necessary  to  the  defini- 
tion of  Alzheimer’s  disease  and  must  be  paired  with  clini- 
cal evidence  of  dementia  before  that  diagnosis  can  be 
made. 

An  increased  density  of  plaques  and  tangles  has  been 
appreciated  for  60  years  in  patients  with  Down’s  syn- 
drome, causing  numerous  authors  to  infer  that  dementia 
was  also  present,  but  frequently  with  no  clinical  correla- 
tions that  would  justify  such  assumptions.  Critical  exami- 
nation of  the  literature  regarding  dementia  in  Down’s  syn- 
drome uncovers  a genuine  paucity  of  data  on  which  this 
assertion  is  based.  Rigorous  definition  of  dementia  would 
require  data  obtained  from  longitudinal  observations  of 
the  same  patient,  preferably  formal  psychometric  data 
that  would  permit  appropriate  quantification.  Such  data 
concerning  patients  with  Down’s  syndrome  are  scarce, 
and  certainly  the  more  subtle  manifestations  of  dementia 
may  easily  go  unnoticed  in  a population  of  persons  whose 
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baseline  is  already  one  of  some  degree  of  impairment. 
Nonetheless,  there  seems  to  be  good  evidence  that  an  in- 
creased incidence  of  dementia  occurs  at  an  earlier  age  in 
patients  with  Down’s  syndrome. 

It  should  be  noted,  though,  that  both  in  the  general  pop- 
ulation and  in  the  population  with  Down’s  syndrome,  the 
relationship  between  plaques  and  tangles  and  dementia 
cannot  be  demonstrated  to  be  linear.  That  is,  more  or  few- 
er plaques  and  tangles  do  not  necessarily  mean  more  se- 
vere or  less  severe  dementia.  It  has  been  proposed  that 
only  a critical  mass  of  plaques  and  tangles  is  necessary  for 
intellectual  dysfunction  to  become  evident. 

What  relationships,  if  any,  can  be  said  to  exist  between 
patients  with  Alzheimer’s  disease,  patients  with  Down’s 
syndrome,  and  patients  with  congophilic  angiopathy? 
First,  it  now  appears  to  be  established  that  the  neuritic 
plaques  essential  to  the  definition  of  Alzheimer’s  disease 
are  composed  of  a core  of  amyloid  protein  which,  by  im- 
munologic assay  and  by  amino  acid  sequencing,  seem  to 
be  virtually  identical  to  the  cerebral  vascular  amyloid  of 
congophilic  angiopathy.'*  Second,  although  most  instances 
of  Alzheimer’s  disease  occur  sporadically,  about  10%  of 
such  cases  are  apparently  familial  in  nature.  An  analysis 
of  the  pedigrees  of  these  families  has  resulted  in  tracking 
the  gene  for  Alzheimer’s  disease,  as  expressed  in  these 
families,  to  chromosome  21.  Independent  work  has  local- 
ized the  amyloid  protein  gene  to  the  same  region  of  this 
chromosome — the  same  chromosome  whose  genetic  ma- 
terial is  present  in  triplicate  in  Down’s  syndrome.^ 

Two  different  techniques  have  been  used  to  map  the 
involved  gene  location  in  the  familial  Alzheimer’s  disease 
cases,  and  for  the  beta  amyloid  protein  found  in  neuritic 
plaques  as  well  as  in  the  arteries  in  the  brain  in  persons 
with  congophilic  angiopathy. 

Studies  mapping  familial  Alzheimer’s  disease  have  tak- 
en advantage  of  a technique  known  as  restriction  frag- 
ment length  polymorphism  to  study  the  hereditary  pat- 
terns in  these  families,  and  to  work  out  the  region  on  the 
21st  chromosome  where  the  gene  appears  to  be  located. 
This  region  in  familial  Alzheimer’s  disease  has  been  local- 
ized within  the  21st  chromosome  in  the  area  known  as  the 
Q21  (11-21)  region.  Cell  hybridization  techniques  on  the 
other  hand  have  been  used  to  map  the  localization  of  the 
beta  amyloid  protein  gene.  This  technique  creates  a DNA 
hybrid  between  mouse  and  man  essentially,  and  then  uses 
further  technologic  means  to  identify  the  region  of  gene 
localization.  These  studies  have  mapped  the  gene  for  beta 
amyloid  protein,  again  to  the  21st  chromosome  and  to  the 
same  Q21  region. 

It  is  felt  that  the  liability  to  congophilic  angiopathy  and 
the  apparent  increased  incidence  of  Alzheimer’s  disease  in 
Down’s  syndrome  are  both  secondary  to  the  increased 
burden  of  the  pertinent  genomic  region  on  chromosome 
21,  which  persons  with  Down’s  syndrome  carry  in  tripli- 
cate. It  is  further  hypothesized  that  altered  gene  expres- 
sion of  this  genome,  through  mechanisms  not  yet  under- 
stood, accounts  for  the  instances  of  dominantly 
transmitted  Alzheimer’s  disease  in  the  general  popula- 
tion, and  for  the  more  widespread  association  of  cerebral 
amyloidosis,  neuritic  plaques,  and  dementia. 

To  date,  only  one  unequivocally  established  case  of  a 
person  with  Down’s  syndrome,  documented  dementia. 


cerebral  hemorrhage  secondary  to  cerebral  congophilic 
amyloidosis,  and  neuropathologic  evidence  of  Alzheimer’s 
disease  has  been  reported.^  Several  staff  members  of  the 
Pathfinder  Village,  where  the  patient  presented  here  re- 
sided, will  offer  their  opinions  about  whether  this  patient 
did  in  fact  have  any  evidence  of  dementia,  premature  se- 
nility, or  loss  of  function  over  the  period  of  time  during 
which  they  observed  her. 

Ms  Janet  Wiswell:  I am  a nurse  at  the  Pathfinder  Vil- 
lage. We  did  notice  that  the  patient  was  slowing  down. 
She  was  less  alert,  more  tired,  and  not  as  patient  with  the 
children  as  she  had  been.  She  certainly  acted  older  than 
her  age. 

Dr  Whelan:  Was  there  any  clear-cut  loss  of  skills  that 
you  could  identify?  Any  activity  that  she  was  formerly 
able  to  do  and  now  was  no  longer  capable  of  doing? 

Ms  Wiswell:  Not  that  I am  aware  of. 

Dr  Whelan:  Was  there  any  alteration  in  her  language 
ability? 

Ms  Wiswell:  Not  that  I noticed.  She  had  visitors  almost 
every  day  and  she  would  talk  to  them. 

Dr  Whelan:  I think  that  someone  else  made  an  interest- 
ing comment  about  the  different  perceptions  between  peo- 
ple who  saw  her  every  day  and  people  who  had  seen  her  at 
more  infrequent  intervals. 

Ms  Carol  Kessler:  I am  the  program  director  at  Path- 
finder Village.  This  patient  seemed  to  act  more  like  a nor- 
mal 70-year-old.  She  wanted  quiet  and  liked  to  go  to  bed 
early. 

Dr  Whelan:  In  general,  have  you  observed  many  in- 
stances of  what  you  would  think  of  as  premature  aging  in 
your  population  of  older  persons  at  Pathfinder  Village? 

Ms  Kessler:  Yes,  often.  By  their  20s,  most  patients  with 
Down’s  syndrome  seem  to  reach  a plateau  in  their  devel- 
opment, and  aging  is  seen  by  the  time  they  have  reached 
their  early  30s.  By  their  late  30s  and  early  40s,  most  act 
like  normal  people  in  their  50s  and  60s,  with  graying  of  the 
hair  and  loss  of  agility. 

Dr  Whelan:  How  many  patients  over  the  age  of  30  are  in 
residence  at  the  Pathfinder  Village? 

Ms  Kessler:  About  35  patients. 

Dr  Whelan:  They  would  be  a very  interesting  popula- 
tion to  follow  to  document  significant  mental  changes. 
This  patient’s  record  contains  one  instance  of  formal  psy- 
chometric testing  in  August  1975,  using  the  Wechsler 
Adult  Intelligence  scale,  on  which  she  obtained  a verbal 
IQ  of  54,  a performance  IQ  of  50,  and  a full  scale  IQ  of  50. 
The  statement  was  made  that  “Her  fund  of  knowledge 
was  relatively  good;  she  was  able  to  tell  me  the  shape  of  a 
ball,  knows  how  many  months  there  are  in  a year,  and  with 
help  was  able  to  tell  me  the  names  of  four  past  Presi- 
dents.” 

I am  anxious  to  know  from  the  pathologist  today  wheth- 
er this  patient  did  have  cerebral  amyloid  (congophilic)  an- 
giopathy, and  whether  an  excessive  number  of  neuritic 
plaques  and  tangles  were  present  when  the  brain  was  ex- 
amined. 

Clinical  Diagnoses 

Down’s  syndrome. 

Intracerebral  hemorrhage  most  probably  secondary  to 
cerebral  amyloid  angiopathy  (congophilic  angiopathy). 
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Pathology  Presentation 

Harlan  D.  Alpern,  MD(Pathologist-in-Chief):  When  not 
due  to  trauma,  intracerebral  hemorrhage  is  most  com- 
monly due  to  hypertension.  Less  common  causes  include 
vascular  malformations  (especially  arteriovenous  malfor- 
mations and  cavernous  malformations),  blood  dyscrasias, 
hemorrhagic  brain  infarction,  arteritis,  and  cerebral  amy- 
loid angiopathy  (also  called  congophilic  angiopathy). 

This  53-year-old  woman  with  Down’s  syndrome  died  of 
a massive  intracerebral  hemorrhage,  due  to  one  of  these 
less  common  causes.  The  brain  had  a mass  of  1 ,200  g,  with 
a rounded  shape  due  to  foreshortening.  The  superior  tem- 
poral gyrus  was  thin,  and  the  cerebellum  was  small.  In  the 
left  frontal  lobe  was  a 12  X 6 X 5-cm  region  of  intrapa- 
renchymal  and  subarachnoid  hemorrhage.  The  hemor- 
rhage produced  increased  intracerebral  pressure,  causing 
herniation  of  the  hippocampal  gyrus  into  the  tentorial 
notch  between  the  brain  stem  and  the  free  edge  of  the  ten- 
torium. This  herniation  produced  compression  of  regional 
veins,  leading  to  a secondary  mid-brain  hemorrhage, 
which  compromised  vital  autonomic  functions  of  respira- 
tion and  heart  rate  with  resultant  death. 

The  cause  of  the  hemorrhage  was  evident  by  microscop- 
ic examination  of  the  brain.  Numerous  small-  and  medi- 
um-sized arteries  in  the  brain  and  in  the  leptomeninges 
demonstrated  a marked  thickening  and  eosinophilic  hya- 
linization  of  their  walls,  characteristic  of  amyloid  deposi- 
tion (Fig  1 ).  In  a section  stained  by  crystal  violet,  metach- 
romasia  was  evident;  in  a section  stained  by  Congo  red  and 
visualized  under  polarized  light,  there  was  apple-green  bi- 
refringence. Most  dramatic  was  the  strong  fluorescence 
seen  in  the  section  stained  by  thioflavine  T (Fig  2).  These 
histochemical  reactions  confirm  that  the  eosinophilic  ma- 
terial seen  in  the  vessel  walls  is  indeed  amyloid. 

The  histologic  sections  of  the  brain  demonstrated  large 
numbers  of  senile  plaques,  as  well  as  some  neurons  with 
neurofibrillary  degenerative  changes,  all  characteristic  of 
Alzheimer’s  dementia.  The  senile  plaques,  which  may  be 
seen  by  routine  hematoxylin  and  eosin  stain,  are  better 
demonstrated  in  the  Jamarri  stain  (Fig  3).  Senile  plaques 
stained  by  the  periodic  acid-Schiff  reaction  and  also 
stained  for  amyloid. 

By  electron  microscopy,  senile  plaques  have  been  dem- 


FIGURE  1.  Thickening  and  eosinophilia  of  cerebral  arteriole  wall  due  to 
amyloid  deposition  (hematoxylin-eosin  stain;  original  magnification  X 
100). 


FIGURE  2.  Fluorescence  attributable  to  amyloid  in  wall  of  cerebral  arte- 
riole (thioflavin  T stain;  original  magnification  X 100). 


onstrated  to  contain  amyloid  within  their  central  portions, 
while  their  peripheral  neuronal  processes,  which  are  ab- 
normal, contain  enlarged  helical  fragments.  Hirano  bod- 
ies and  granulovascular  bodies  are  less  frequent  morpho- 
logic findings  in  cases  of  Alzheimer’s  disease. 

The  general  autopsy  performed  on  this  patient  was  oth- 
erwise unremarkable,  except  for  marked  chronic  superfi- 
cial gastritis  and  colonic  diverticulosis. 

The  gross  appearance  of  the  brain  in  Down’s  syndrome 
is  more  specific  than  are  the  microscopic  findings.  The 
weight  of  the  brain  in  adults  with  Down’s  syndrome  is  low, 
generally  about  three  quarters  of  normal  size,  averaging 
about  1,000  grams,  and  rarely  exceeding  1,200  grams. 
The  shape  of  the  brain  is  unusual  because  of  rounding  of 
its  contour,  which  may  be  secondary  to  the  decrease  in  its 
anteroposterior  dimensions,  with  a flattened  occipital  con- 
tour. Characteristically,  the  superior  temporal  gyrus  is 
narrowed  and  the  sylvian  fissure  is  widened.  There  may  be 
asymmetries  of  the  two  cerebral  hemispheres.  The  cere- 
bellum and  brain  stem  are  generally  small,  relative  to  the 
size  of  the  cerebrum.  The  view  has  been  expressed  that  the 
shape  abnormalities  of  the  brain  are  secondary  to  retarded 
skull  development,  which  occurs  in  Down’s  syndrome. 

The  microscopic  abnormalities  that  may  be  seen  in 
Down’s  syndrome  are  not  specific.  They  include  decreased 
numbers  of  neurons  in  the  third  cortical  layer,  cerebral 
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FIGURE  3.  Senile  plaque  (arrow)  in  frontal  cortex  attributable  to  Alzhei- 
mer's disease  (Jamarri  stain;  original  magnification  X 100). 
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calcifications,  decreased  myelin,  reduced  numbers  and 
complexity  of  dendrites,  and  white-matter  gliosis.  Middle- 
aged  patients  with  Down’s  syndrome  generally  show  clini- 
cal signs  of  Alzheimer’s  premature  dementia,  which  are 
histologically  reflected  by  the  presence  of  senile  plaques 
and  neurofibrillary  changes. 

Down’s  syndrome  is  characterized  by  chromosomal  ab- 
normalities which  include  trisomy  of  the  21st  chromo- 
some, translocations,  and  mosaicism.  Trisomy  21  occurs 
in  over  90%  of  cases,  translocations  in  2-4%,  and  mosa- 
icism in  2-3%.  Most  familial  cases  are  associated  with  the 
translocations.  Trisomy  21  represents  the  presence  of  a 
third  chromosome  21.  Translocation  is  the  shifting  of  a 
segment  of  one  chromosome  into  another  part  of  a ho- 
mologous chromosome  or  into  a nonhomologous  chromo- 
some. Mosaicism  is  the  presence  in  an  individual  of  cells  of 
differing  chromosomal  constitution. 

The  pathogenesis  by  which  the  additional  genetic  mate- 
rial can  cause  a wide  range  of  abnormalities  with  variable 
expression  remains  unknown.  It  has  been  suggested  that 
Down’s  syndrome  is  associated  with  one  third  of  the  long 
arm  of  chromosome  21,  and  that  the  occurrence  of  the 
triple  dose  of  the  gene  products  of  this  chromosome  may 
influence  the  premature  aging  seen  in  Down’s  syndrome. 

Cerebral  amyloid  angiopathy,  also  referred  to  as  congo- 
philic  angiopathy,  is  a pathologic  condition  characterized 
by  the  deposition  of  amyloid  in  the  walls  of  small-  and 
medium-sized  arteries  in  the  cerebral  cortex  and  menin- 
ges, in  the  absence  of  systemic  amyloidosis.^  This  entity  is 
one  of  the  less  common  causes  of  massive  intracerebral 
hemorrhage.  Amyloid  of  the  vasculature  is  only  rarely  as- 
sociated with  systemic  amyloidosis,  and  in  the  general 
population  is  present  as  an  incidental  finding,  increasing 
in  frequency  with  age:  about  5%  of  patients  in  the  seventh 
decade,  9%  of  patients  in  the  eighth  decade,  and  17%  in 
the  ninth  decade,  according  to  one  report.^ 

In  a series  of  73  patients  with  cerebral  amyloid  angio- 
pathy, the  incidence  of  massive  cerebral  hemorrhage  was 
3%.*  This  idiopathic  condition  has  been  most  commonly 
seen  in  association  with  the  dementia  of  Alzheimer’s  dis- 
ease, but  has  also  been  seen  in  cases  of  post-radiation  ne- 
crosis, in  hereditary  progressive  ataxia,  in  Creutzfeldt-Ja- 
kob  disease,  in  the  hereditary  Icelandic  form  of 
amyloidosis,  and  in  one  case  report  from  Stanford  Univer- 
sity of  an  instance  of  the  entity  occurring  in  Down’s  syn- 
drome.^ 

Although  this  entity  of  cerebral  congophilic  angiopathy 
was  first  described  in  1909  by  Oppenheim^  and  was  fur- 
ther characterized  by  Dirvy'°  in  1927,  it  has  been  recog- 
nized relatively  recently  as  an  important  cause  of  sponta- 
neous intracerebral  hemorrhage.  In  a series  by  Lee  et  al," 
seven  of  75  cases  (9.3%)  of  spontaneous  intracerebral 
hemorrhage  were  due  to  congophilic  angiopathy."  The 
characteristic  hemorrhage  resulting  from  cerebral  amy- 
loid angiopathy  usually  originates  in  the  cortex  or  subcor- 
tical white  matter,  and  dissects  through  the  brain  tissue 
into  the  subarachnoid  space.  Presumably,  the  amyloid  de- 
position results  in  vessel-wall  fragility,  destruction  of  the 
elastic  lamina,  and  subsequent  rupture.  Destruction  of  the 
elastic  lamina  was  demonstrated  in  this  case. 

There  is  a tendency  in  this  disorder  to  repeated  hemor- 
rhages, varying  in  location  and  time  of  occurrence.  Be- 


cause of  the  peripheral  location  of  most  of  these  hemor- 
rhages, in  general  they  carry  a better  prognosis  than  do 
the  generally  deep  hemorrhages  associated  with  hyperten- 
sion. 

The  causative  factors  of  cerebral  amyloid  angiopathy 
are  not  well  understood.  One  study  of  patients  with  the 
hereditary  Icelandic  form  of  the  disease  showed  some  evi- 
dence of  lymphocyte  dysfunction,  especially  an  imbalance 
of  lymphocyte  subsets,  reduced  T-cell  mitogen  reactivity, 
and  aberrant  membrane  properties.  The  author  postulat- 
ed an  immune  dysfunction  perhaps  related  to  a membrane 
defect  affecting  cell-cell  interaction. In  one  series,  92% 
of  patients  with  cerebral  amyloid  congophilic  angiopathy 
had  Alzheimer’s  disease."  The  nature  of  the  association 
remains  unclear.  A possible  direct  link  has  been  suggested 
by  the  similarity  in  the  immunologic  stains  between  the 
amyloid  cores  of  the  senile  plaques  and  that  of  the  amyloid 
in  the  vessels. 

The  clinical  importance  of  congophilic  angiopathy  as  a 
cause  of  spontaneous  intracerebral  hemorrhage  is  demon- 
strated in  several  series  by  the  fact  that  congophilic  angio- 
pathy has  been  implicated  as  the  cause  in  5-10%  of  cases 
of  spontaneous  intracerebral  hemorrhage,  an  incidence 
second  only  to  hypertension. 

In  summary,  this  53-year-old  woman  with  Down’s  syn- 
drome and  characteristic  pathologic  changes  of  Alzhei- 
mer’s dementia  died  of  a massive  intracerebral  and  sub- 
arachnoid hemorrhage,  attributable  to  cerebral  amyloid 
(congophilic)  angiopathy  in  which  the  deposition  of  amy- 
loid in  the  arterial  walls  predisposed  to  vessel  rupture. 

Dr  Whelan:  We  can’t  make  the  diagnosis  of  Alzhei- 
mer’s disease  without  good  clinical  evidence  of  dementia, 
in  addition  to  the  characteristic  neuropathologic  changes. 
The  statements  about  the  frequency  of  Alzheimer’s  dis- 
ease in  the  population  of  patients  with  Down’s  syndrome 
have  typically  been  inferred  from  the  pathologic  material, 
without  good  or  established  correlations  by  most  authors 
that  there  was  accompanying  clinical  evidence  of  demen- 
tia. 

One  author  has  even  considered  that  in  Down’s  syn- 
drome there  is  a peculiar  dissociation  between  the  pres- 
ence of  plaques  and  tangles  and  the  clinical  dementia,  re- 
flecting double-gene  dosage  or  else  reflecting  inadequate 
clinical  tools  to  detect  dementia  in  this  population.'* 

John  Davis,  MD  (Attending  Physician):  I assume  that  the 
age  of  53  years  for  a patient  with  Down’s  syndrome  might 
be  equivalent  to  age  83  to  93  in  a patient  without  that 
syndrome.  This  patient  lived  a long  time  for  someone  with 
Down’s  syndrome.  The  corollary  question  is,  how  often 
does  one  find  a “normal”  autopsy  in  a patient  with  Down’s 
syndrome?  Congenital  heart  disease  is  a frequent  finding; 
the  patients  are  also  predisposed  to  a variety  of  infectious, 
inflammatory,  and  neoplastic  disorders.  It  would  seem  to 
be  a rarity  that  such  a patient  would  live  long  enough  to 
develop  cerebrovascular  amyloidosis  and  to  die  of  one  of 
its  complications. 

Dr  Alpern:  Before  the  conference,  some  of  the  staff 
from  the  Pathfinder  Village  were  commenting  on  the  fact 
that  they  have  significant  numbers  of  patients  who  are  in 
the  older  age  group  for  Down’s  syndrome.  Could  you  give 
us  further  comment  on  that  matter,  as  to  how  many  of  your 
patients  with  that  condition  are  over  the  ages  of  30  or  40? 
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Ms  Kessler:  As  previously  mentioned,  about  35  patients 
are  over  30  years  of  age.  We  have  several  who  are  in  their 
40s. 

Dr  Alpern:  As  was  indicated,  the  incidence  of  Alzhei- 
mer's disease  and  congophilic  angiopathy  in  older  patients 
with  Down’s  syndrome  is  extremely  high. 

William  B.  Guiney,  Jr,  md  (Attending  Pathologist):  Did 
you  find  evidence  of  other  areas  of  previous  hemorrhage, 
either  hemosiderin  or  lacunae? 

Dr  Alpern:  No,  I found  no  evidence  of  previous  hemor- 
rhages, though  as  I indicated,  these  patients  are  prone  to 
have  recurrent  hemorrhages.  Apparently,  this  patient’s 
first  hemorrhage  was  so  massive  that  she  did  not  survive  it. 

Dr  Guiney:  You  mentioned  that  5-10%  of  cerebral  hem- 
orrhages were  associated  with  congophilic  angiopathy. 
What  percentage  of  individuals  of  that  same  age  dying 
from  other  causes  have  cerebral  congophilic  angiopathy? 

Dr  Alpern:  One  study*  indicated  that  only  about  3%  of 
the  patients  who  have  congophilic  angiopathy  develop 
massive  intracerebral  hemorrhage,  so  that  97%  who  have 
the  condition  do  not  develop  that  complication.  The  inci- 
dence of  congophilic  angiopathy  increases  with  age.  Ac- 
cording to  this  study,*  9%  of  individuals  in  the  eighth  de- 
cade and  17%  of  individuals  in  the  ninth  decade  had  the 
lesion  on  pathologic  evaluation,  without  any  relationship 
to  hemorrhage. 

Dr  Whelan:  In  addressing  Dr  Davis’  question  about  lon- 
gevity in  Down’s  syndrome,  I think  that  we  have  a chang- 
ing picture  here,  as  medical  facilities  improve,  and  there 
appear  more  and  stronger  advocates  for  the  rights  of 
handicapped  persons  to  receive  full  medical  treatment. 
The  curve  of  mortality,  however,  is  probably  a biphasic 
one;  children  with  extreme  congenital  heart  disease  or 
other  severe  immunologic  burdens  die  within  the  first  ten 
years  of  life.  Once  these  hurdles  are  cleared,  then  the 
curve  of  mortality  more  closely  approaches  the  normal. 


although  probably  not  fully  comparable  to  those  of  age- 
matched  persons  in  the  population  without  Down’s  syn- 
drome. 

Final  Diagnoses 

Intracerebral  and  subarachnoid  hematoma,  large,  due 
to  cerebral  amyloid  (congophilic)  angiopathy,  left  frontal 
lobe,  with  secondary  mid-brain  hemorrhage. 

Down’s  syndrome. 

Alzheimer’s  disease,  brain. 

Marked  chronic  superficial  gastritis,  stomach. 

Diverticulosis,  colon. 
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CASE  REPORTS 


Bile  duct  carcinoma  simulating  choledocholithiasis 

Joseph  N.  T.  Dytoc,  md,  Fernando  V.  Ona,  md 


Primary  biliary  carcinoma  has  been 
among  the  most  difficult  malignancies 
to  diagnose  and  treat  successfully.  At 
the  time  of  diagnosis,  curative  resection 
is  achieved,  at  best,  in  only  about  1 5% 
of  cases  with  proximal  duct  tumors,  in 
contrast  to  78.5%  of  distal  duct  tu- 
mors.'-^ However,  the  overall  prognosis 
remains  poor. 

Often,  the  onset  of  illness  is  insidious. 
A syndrome  of  obstructive  jaundice  is 
the  most  common  presentation. 
Cholangiography  is  the  most  useful 
procedure  for  determining  the  site,  the 
extent,  and  often,  the  etiology  of  ob- 
structive jaundice.^-^  The  cholangio- 
graphic  appearance  of  primary  bile 
duct  carcinoma  is  usually  that  of  a cir- 
cumferential stenosis  of  the  duct.  The 
stricture  varies  in  length  and  degree  of 
narrowing,  and  the  obstructive  margin 
tends  to  be  fixed,  abrupt,  and  irregular 
(Fig  l).^-’"'°  Rarely,  the  tumor  may  in- 
filtrate the  biliary  ducts,  producing  an 
intraluminal  polypoid  or  papillary  ap- 
pearance of  the  lesion.''"'^  In  this  in- 
stance, the  cholangiographic  picture 
can  be  deceptive  and  may  even  mimic 
benign  biliary  tract  disease.  This  fea- 
ture is  illustrated  in  the  following  case 
of  a carcinoma  of  the  distal  common 
bile  duct  masquerading  as  a calculus  on 
endoscopic  retrograde  cholangiopan- 
creatography (ERCP). 

Case  Report 

A 60-year-old  man  was  admitted  to  the 
hospital  with  a one-month  history  of  pain- 
less jaundice,  dark-colored  urine,  and 
weight  loss.  His  medical  history  was  unre- 
markable. On  physical  examination,  the  pa- 
tient was  afebrile  and  had  generalized  jaun- 
dice and  occult  blood  in  the  stools.  The 
remainder  of  the  examination  was  unre- 
markable. Pertinent  laboratory  findings  in- 
cluded bilirubin  of  16.2  mg/dL  (normal,  < 
1.5  mg/dL),  with  direct  bilirubin,  13.1  mg/ 
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FIGURE  1.  Strictured  appearance  of  a proxi- 
mal bile  duct  carcinoma  (single  arrow)  with  a 
polypoid  intraluminal  extension  (double  arrows) 
(courtesy  of  Jovitas  Skucas,  md,  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
Rochester,  NY). 

dL  (normal,  0-0.4  mg/dL);  alkaline  phos- 
phatase, 562  units/L  (normal,  45-110  U/ 
L);  aspartate  transaminase,  205  U/L  (nor- 
mal, 20-45  U/L);  alanine  transaminase, 
212  U/L  (normal,  15-85  U/L);  cholesterol, 
261  mg/dL  (normal,  140-280  mg/dL);  al- 
bumin, 2.4  mg/dL  (normal,  3. 5-5.0  mg/ 
dL).  Bile  was  present  in  the  urine. 

Ultrasonography  revealed  dilation  of  the 
biliary  tree  extending  down  to  the  distal 
common  bile  duct.  The  gallbladder  was  only 
slightly  dilated.  Although  no  stones  were 
noted  in  the  gallbladder,  the  presence  of  a 
calculus  was  suggested  at  the  distal  common 
bile  duct.  The  pancreas  appeared  normal.  A 
computerized  axial  tomographic  (CAT) 
scan  demonstrated  mild  intrahepatic  biliary 
dilation  with  a normal-appearing  pancreas. 
No  abnormal  calcifications  were  noted  in 
the  region  of  the  gallbladder  or  common  bile 
duct.  An  ERCP  showed  proximal  dilation  of 
the  common  bile  duct  and  a rounded,  well- 
demarcated  lucent  defect  within  the  distal 
common  bile  duct  (Fig  2).  The  superior 
margin  of  the  lesion  was  angular  and  simu- 


FIGURE  2.  Retrograde  cholangiogram  show- 
ing a rounded  lucent  defect  at  the  distal  com- 
mon bile  duct  (arrow)  simulating  an  impacted 
calculus. 


lated  the  appearance  of  an  impacted  calcu- 
lus causing  almost  complete  obstruction  of 
the  distal  common  bile  duct.  No  attempt  at 
sphincterotomy  was  made,  since  the  clinical 
history  was  thought  to  be  more  consistent 
with  a malignant  obstruction. 

At  surgery,  no  calculus  was  identified  on 
choledochotomy.  There  was,  however,  a 
hard,  dense,  fibrotic  lesion  that  was  ob- 
structing the  distal  common  bile  duct.  Fro- 
zen sections  from  curettage  specimens  of  the 
lesion  revealed  papillary  structures  embed- 
ded in  a dense  fibrous  matrix.  A choledocho- 
duodenostomy  with  cholecystectomy  was 
performed.  Permanent  sections  from  the 
previous  curettage  material  later  revealed  a 
well-differentiated  papillary  adenocarcino- 
ma (Fig  3).  Sections  from  the  gallbladder 
did  not  show  any  evidence  of  cancer.  The 
cystic  duct  and  a few  lymph  nodes  excised 
from  the  region  of  the  gallbladder  were  free 
of  tumor. 

The  patient  declined  a second  operation 
for  possible  curative  resection.  After  sur- 
gery, radiation  therapy  with  radiosensitiz- 
ing  chemotherapy  using  mitomycin-C  and 
5-fluorouracil  was  administered.  The  pa- 
tient has  remained  well  two  years  after  sur- 
gery. 

Discussion 

Biliary  carcinoma  is  an  uncommon. 
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FIGURE  3.  Microscopic  sections  of  curettings 
from  the  distal  common  bile  duct  showing  a 
well-differentiated  papillary  adenocarcinoma 
(hematoxylin-eosin  stain;  original  magnification 
X100). 

if  not  rare,  type  of  tumor  occurring  in 
0.0I%-0.85%  of  autopsy  subjects. 

The  peak  incidence  occurs  among  per- 
sons between  60  and  70  years  of 
3gg  1,3.14.15  jhere  is  a male  preponder- 
ance, with  a male-to-female  ratio  of 
3:2.5 

A definite  causative  factor  has  not 
been  identified.  However,  a relation- 
ship has  been  suggested  between  this 
condition  and  such  diseases  as  ulcer- 
ative colitis,5-5  parasitic  infections  of 
the  biliary  tract  such  as  Clonorchis  sin- 
ensis'^ and  Schistosoma  japonicum,^ 
congenital  anomalies  such  as  choledo- 
chal cyst,’’  and  administration  of  Thor- 
otrast.'*  Bile  duct  carcinoma  and  chole- 
lithiasis have  been  estimated  to  coexist 
in  20%  to  57%  of  patients;  however,  no 
apparent  difference  has  been  reported 
between  the  incidence  of  calculi  in  pa- 
tients with  extrahepatic  bile  duct  carci- 
noma and  the  expected  incidence  of  cal- 
culi in  comparable  age  groups.-'  '^ 

In  a review  of  four  series  reporting 
259  cases  of  bile  duct  tumors,'  jaun- 
dice was  the  most  common  finding  her- 
alding the  onset  of  this  illness.  The 
symptoms  are  presented  in  Table  1. 
Ninety-one  percent  of  the  patients  had 
jaundice.  Weight  loss  was  the  next  most 
common  symptom  (57%).  Abdominal 
pain  was  present  in  51%  and  was  ac- 
companied by  nausea  and  vomiting. 
Acholic  stools  and  dark  urine  accompa- 
nied clinical  jaundice  in  50%  of  cases. 
Pruritus,  which  occurred  concomitant- 
ly with  abdominal  pain  or  jaundice,  was 


TABLE  I.  Symptoms  of 
Adenocarcinoma  of  Bile  Duct  (259 
Patients)’"^ 


Symptoms 

Patients  with  Symptoms 

Jaundice 

91% 

Weight  loss 

57% 

Abdominal  pain 

51% 

Nausea/vomiting 

51% 

Acholic  stools 

50% 

Dark  urine 

50% 

Fatigue 

50% 

Pruritus 

46% 

Anorexia 

31% 

Fever/chills 

20% 

noted  in  46%,  and  was  most  helpful  in 
directing  attention  to  the  biliary  tract. 
Chills  and  fever,  which  suggested  sep- 
sis, were  found  in  20%  of  cases. 

The  physical  findings  in  the  same 
four  series  (Table  II)  showed  hepato- 
megaly as  the  most  common  abnormal- 
ity (52%).  Less  than  10%  of  patients 
presented  with  splenomegaly  or  ascites. 
Occult  blood  in  the  stools  was  found  in 
more  than  a third  of  the  patients  (37%). 
Abdominal  tenderness  was  present  in 
22%.  A palpable  abdominal  mass  was 
found  in  17%  and  was  often  attributed 
to  a distended  gall  bladder. 

The  laboratory  data  were  strongly  in- 
dicative of  obstruction  to  bile  flow.  As 
shown  in  Table  III,  the  most  frequent 
abnormal  laboratory  findings  included 
elevations  of  alkaline  phosphatase 
(95%)  and  serum  bilirubin  (95%).  Al- 
kaline phosphatase  ranged  from  184  to 
1,850  lU/L  with  simultaneous  total  bil- 
irubin levels  of  3.4  to  47.2  mg/dL. 
Modest  elevations  of  the  transamin- 
ases, low  serum  albumin,  and  prolonged 
prothrombin  times  were  noted  in  the 
majority  of  patients.  Serum  cholesterol 
was  elevated  in  about  half  of  the  cases. 

In  most  cases,  the  initial  evaluation 
of  patients  with  obstructive  jaundice 
begins  with  some  noninvasive  diagnos- 
tic tests  such  as  ultasonography  or  com- 
puted tomography,  which  can  confirm 
the  existence  of  dilated  intrahepatic 
ducts  and,  occasionally,  provide  infor- 

TABLE  II.  Physical  Findings  of 
Adenocarcinoma  of  Bile  Duct  (259 
Patlents)^"^ 


Patients 

Findings  with  Symptoms 


Hepatomegaly 

52% 

Heme-positive  stools 

37% 

Abdominal  tenderness 

22% 

Abdominal  mass 

17% 

Splenomegaly 

8% 

Ascites 

2% 

TABLE  ill.  Laboratory  Findings  In 
Adenocarcinoma  of  Bile  Duct'^ 


Laboratory  Study 

Abnormal 

Alkaline  phosphatase 

95% 

Direct  bilirubin 

95% 

Total  bilirubin 

93% 

Lactate  dehydrogenase 

87% 

Serum  glutamic  oxalo- 

82% 

acetic  transaminase 

Albumin 

72% 

Prothrombin  time 

61% 

Cholesterol 

55% 

mation  regarding  the  gallbladder  and 
the  extrahepatic  ducts. Table  IV 
shows  the  diagnostic  studies  employed 
in  146  patients  with  bile  duct  carcino- 
ma.^" Percutaneous  transhepatic  chol- 
angiography was  performed  in  61  pa- 
tients and  was  helpful  in  making  a 
diagnosis  in  96%  of  these  cases.  It  has 
been  the  procedure  of  choice  when 
proximal  lesions  are  suspected.  It  can 
reveal  the  site  of  tumor  and  define  the 
anatomy  of  the  ducts  proximal  to  the 
lesion.  When,  on  the  basis  of  ultrasound 
or  CT  scan,  a distal  obstruction  is  sus- 
pected because  of  a dilated  gallbladder, 
a dilated  extrahepatic  bile  duct,  the 
possibility  of  a peri-ampullary  lesion,  or 
in  patients  with  severe  ascites  or  coagu- 
lopathy, ERCP  would  be  the  procedure 
of  choice. 5 ERCP  was  performed  in  19 
patients  (Table  IV)  and  was  helpful  in 
68%  of  the  cases.  It  provides  informa- 
tion about  the  biliary  anatomy  distal  to 
the  tumor.  In  addition,  it  has  the  advan- 
tage of  direct  visual  assessment  of  the 
duodenum  and  the  ampullary  area, 
with  the  capability  of  obtaining  ade- 
quate tissue  samples  for  brush  cytology 
and  biopsy  for  immediate  histologic  di- 
agnosis. It  can  be  useful  in  defining  the 
anatomy  of  the  pancreatic  duct  to  help 
differentiate  between  pancreatic  malig- 
nancy or  benign  conditions,  such  as 
chronic  pancreatitis.  ERCP  provides 
the  added  benefit  of  possible  sphincter- 
otomy and  endoscopic  decompression 
of  the  obstructed  bile  duct  using  the  bil- 
iary catheter  or  stents  for  biliary  drain- 
age. However,  depending  on  the  degree 
of  the  malignant  stricture,  it  may  fail  to 
delineate  the  ducts  proximal  to  the  tu- 
mor. 

Ultrasonography  and  computed  to- 
mography were  often  useful  in  deter- 
mining the  extent  of  local  invasion^®-^'; 
however,  in  some  cases,  the  actual  site 
of  obstruction  could  not  be  adequately 
visualized  by  these  techniques. ^ 

Radionuclide  liver  scanning  and  up- 
per gastrointestinal  barium  studies 
were  generally  not  helpful  in  this  series. 
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TABLE  IV.  Diagnostic  Studies  (146  Patients  )2-‘* 


Procedure 

Number 

Performed 

Number 

Helpful 

Transhepatic  cholangiography 

61 

59 

Ultrasonography 

24 

17 

Liver-spleen  scan 

23 

11 

Upper  gastrointestinal  series 

20 

9 

Endoscopic  retrograde 

19 

13 

cholangiopancreatography 
Computed  tomography 

19 

13 

Percutaneous  liver  biopsy 

9 

6 

Percutaneous  bile  duct  biopsy 

8 

8 

Arteriography 

4 

2 

TABLE  V.  Histology  of  Bile  Duct  Carcinoma  (95  Cases)* 

Histology 

Frequency 

Adenocarcinoma 

82% 

Well  differentiated  (13%) 

Moderately  differentiated  (47%) 

Poorly  differentiated  (40%) 

Adenosquamous  carcinoma 

1.8% 

Leiomyosarcoma 

0.9% 

Mucoepidermoid  carcinoma 

0.9% 

* From  Alexander.  Rossi,  and  O'Bryan  et  al'  (with  permission  of  the  Lahey  Clinic). 

TABLE  VI.  Location  of  Carcinoma  of  the  Bile  Ducts  (109  Patients)^ 

Location 

Frequency 

Proximal  duct 

76.0% 

Bifurcation,  right  and  left  hepatic  duct 

72.0% 

Bifurcation  alone 

9.5% 

Bifurcation,  left  hepatic  duct 

7.0% 

Bifurcation,  right  hepatic  duct 

1.0% 

Right  hepatic  duct 

3.5% 

Left  hepatic  duct 

2.0% 

Common  hepatic  duct 

3.5% 

Mid-portion 

1 1 .0% 

Distal 

13.0% 

TABLE  VII.  Relation  of  Gross  Shape  of  Cancer  to  Its  Histologic  Type 

(43  Cases)* 

Gross  Shape  and  Histology 

Frequency 

Papillary  or  polypoid 

Papillary  adenocarcinoma 

100% 

Nodular 

Papillary  adenocarcinoma 

53% 

T ubular  or  poorly  differentiated 

47% 

Flat  or  ulcerated 

Papillary  adenocarcinoma 

11% 

Tubular  or  poorly  differentiated 

89% 

* From  Kozuka,  Tsubone,  and  Flachisuka''*  (with  permission  of  the  authors). 


Although  not  used  routinely,  arteriog- 
raphy was  occasionally  helpful  in  estab- 
lishing the  extent  of  local  tumor  inva- 
sion and  nonresectability  by  revealing 
vascular  encasement  or  portal  vein  in- 
vasion. 

Recently,  percutaneous  bile  duct  cy- 
tologic studies  have  proven  useful  for 
diagnosis  in  many  patients. In  com- 
parison, percutaneous  liver  biopsy  had 
failed  to  show  tumor  even  in  patients 
found  to  have  liver  metastases  at  sur- 
gery.2 

In  a review  of  95  cases,  Alexander 
and  coworkers'  found  that  adenocarci- 
noma was  the  predominant  histologic 
type  (Table  V).  These  tumors  com- 
prised 82%  of  the  cases.  Thirteen  per- 
cent of  adenocarcinomas  were  well 
differentiated,  47%  moderately  differ- 
entiated, and  40%  poorly  differentiat- 
ed. Other  unusual  histologic  types  in- 
cluded adenosquamous  carcinoma, 
leiomyosarcoma,  and  mucoepidermoid 
carcinoma,  comprising  about  4%  of  the 
cases. 

Bile  duct  carcinoma  frequently 
evokes  a strong  desmoplastic  reaction,^ 
giving  rise  to  the  sometimes  rock-hard 
consistency  of  the  lesion.  In  addition  to 
this  sclerosing  characteristic,  this  carci- 
noma also  tends  to  infiltrate  in  a sub- 
mucosal fashion,  so  that  adequate  sam- 
pling and  interpretation  of  biopsies  on 
frozen  section  may  be  extremely  diffi- 
cult.^ These  features  were  demonstrat- 
ed in  the  case  presented  here. 

Tumors  of  the  bile  duct  have  little 
tendency  to  metastasize,  although 
spread  to  contiguous  structures  such  as 
the  liver,  pancreas,  gallbladder,  and  du- 
odenum is  not  that  uncommon.^  The 
most  common  sites  of  distant  metasta- 
sis include  the  regional  lymph  nodes, 
lungs,  kidneys,  and  peritoneum.^ 

Table  VI  shows  the  distribution  of 
the  lesions  according  to  location  based 
on  a series  of  109  cases  by  Alexander 
and  coworkers.'  Most  of  the  tumors  in- 
volved the  proximal  bile  ducts  (76%). 
Tumors  of  the  distal  and  mid-portion  of 
the  ducts  comprised  24%  of  the  cases. 
Proximal  duct  tumors  were  commonly 
situated  at  the  bifurcation  of  the  com- 
mon hepatic  duct,  with  some  extension 
into  either  the  right  hepatic  duct  or  left 
hepatic  duct. 

A relationship  between  the  gross 
shape  of  the  tumor  and  the  histologic 
type  has  been  reported  by  Kozuka  et 
al.  The  shape  of  the  cancers  was  divid- 
ed into  three  types:  papillary  or  polyp- 
oid; nodular;  and  flatly  elevated  or  ul- 
cerated (Table  VII).  All  the  papillary 
or  polypoid  tumors  were  adenocarcino- 


mas on  histologic  evaluation,  while 
most  of  the  flatly  elevated  or  ulcerated 
tumors  were  tubular  adenocarcinoma 
or  poorly  differentiated  carcinoma.  The 
nodular  tumors  were  divided  between 
papillary  adenocarcinoma  and  tubular 


or  poorly  differentiated  carcinoma.  The 
papillary  or  polypoid  cancers  were 
mostly  noninfiltrating,  ie,  they  did  not 
penetrate  beyond  the  fibromuscular 
layer  of  the  bile  ducts;  while  most  cases 
of  nodular  and  flat  cancers  spread  into 
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the  deeper  layers  beyond  the  fibromus- 
cular  layer.''* 

Since  radical  surgery  tends  to  offer 
the  best  prognosis,'  the  aim  of  therapy 
is  resection  of  the  tumor  whenever  fea- 
sible. The  surgical  approaches  are  dic- 
tated by  the  extent  and  location  of  the 
lesion  as  well  as  the  condition  of  the  pa- 
tient. 

In  cases  in  which  the  risk  of  surgery  is 
acceptable,  surgical  exploration  is  fa- 
vored to  obtain  a tissue  diagnosis,  deter- 
mine resectability,  and  decide  prefera- 
ble therapy.^  In  poor  risk  patients  or  in 
patients  without  duodenal  obstruction 
in  whom  nonresectability  can  be  estab- 
lished without  laparotomy,  it  is  reason- 
able to  explore  nonoperative  methods 
for  relieving  jaundice. Depending 
on  the  location  of  the  tumor,  placement 
of  a drainage  tube  and  subsequently  a 
prosthesis  through  the  tumor  can  be 
achieved  either  via  the  percutaneous 
transhepatic  route^^  or  via  a duodenos- 
copic  method  of  intubation. 

The  latter  technique  is  probably 
more  feasible  when  the  tumor  is  located 
more  distally  and  has  the  advantage 
over  the  percutaneous  route  of  sparing 
the  patient  from  a permanent  external 
fistula  when  the  prosthesis  cannot  be 
placed.^'* 

Proximal  duct  tumors  are  resectable 
in  about  10%  of  cases. The  surgical 
approaches  for  these  tumors  consist  of 
partial  hepatectomy  with  reconstruc- 
tion by  hepatico-jejunostomy  or  by  ske- 
letonization with  resection. These 
types  of  resection  are  performed  after 
making  adequate  assessment  of  resect- 
ability of  the  proximal  tumor  by  careful 
dissection  and  exposure  of  the  common 
duct,  hepatic  duct  bifurcation,  the  right 
and  left  hepatic  ducts,  and  after  cir- 
cumferential dissection  of  the  portal 
vein,  hepatic  arteries,  or  its  branches. 
Biopsy  of  the  common  duct  and  cystic 
duct  nodes  should  be  performed.  The 
indications  for  liver  resection  should  in- 
clude the  following  criteria:  1 ) when  the 
proximal  tumor  extends  to  the  segmen- 
tal intrahepatic  ducts  of  either  the  right 
or  left  lobes  with  sparing  of  the  segmen- 
tal ducts  of  the  opposite  lobe,  resection 
may  be  possible;  2)  when  there  is  no  in- 
vasion of  the  portal  vein  and  hepatic  ar- 
teries; 3)  when  the  distal  extension  of 
the  tumor  is  limited  to  the  common 
duct  above  its  pancreatic  portion;  and 
4)  when  metastasis  is  absent.^  When 
the  tumor  is  unresectable,  palliative  de- 
compression can  be  performed  using 
transtumor  intubation  techniques'^  or 
techniques  of  intrahepatic  cholangioje- 
junostomy.^'”^^ The  mortality  associat- 


ed with  surgical  resection  has  been  esti- 
mated to  be  approximately  16%.' 
Palliative  percutaneous  drainage  is  the 
treatment  of  choice  for  unresectable 
proximal  tumors  when  the  patient  is 
considered  to  be  at  high  risk  for  pallia- 
tive surgery.^  The  five-year  survival 
rate  for  proximal  tumors  has  been  esti- 
mated to  be  about  25%.' 

Mid-duct  tumors  and  distal  duct  tu- 
mors have  resectability  rates  of  33% 
and  100%,  respectively.'  Mid-duct  tu- 
mors, when  resectable,  can  be  extirpat- 
ed by  skeletonization  and  resection  or 
by  pancreaticoduodenectomy.^  The 
mortality  from  these  surgical  proce- 
dures has  approached  25%  and  there 
have  been  no  five-year  survivors.'  Dis- 
tal duct  tumors  can  be  resected  ade- 
quately by  the  Whipple’s  procedure,^-^" 
with  or  without  pyloric  preservation. 
The  mortality  rate  reported  by  Alexan- 
der et  al'  in  their  report  of  14  patients 
with  distal  duct  tumors  treated  with 
surgery  between  1965  and  1978  was 
21%  with  a five-year  survival  rate  of 
20%.  However,  the  current  mortality 
associated  with  pancreaticoduodenec- 
tomy is  less  than  5%.  The  recent  report 
by  Roberts*  showed  a 1-2%  mortality 
rate  in  17  patients  with  ampulla  of 
Vater  carcinoma  treated  with  Whip- 
ple’s procedure.  For  unresectable  mid- 
duct and  distal  duct  tumors,  palliative 
bypass  surgery  can  be  achieved  by  a he- 
paticojejunostomy  proximal  to  the  site 
of  obstruction  or  by  one  of  the  transtu- 
mor intubation  techniques  via  either 
the  percutaneous  or  the  duodenoscopic 
method. 

In  addition  to  the  influence  of  tumor 
site  and  resectability,  tumor  grade  has 
also  been  shown  to  affect  survival.  The 
five-year  survival  of  patients  with  well- 
differentiated  tumors  was  reported  to 
be  15%,  compared  to  zero  in  patients 
with  poorly  differentiated  tumors.' 

The  issue  of  the  effectiveness  of  adju- 
vant therapy  on  bile  duct  cancer  re- 
mains unsettled.  Clinical  experience 
has  been  reported  in  the  use  of  postop- 
erative radiation  using  implantable 
iridium- 192,^*  external  beam  radia- 
tion,^ and  adjuvant  chemotherapy.* 
The  results  have  been  encouraging  in 
some  patients,  although  further  experi- 
ence is  required  to  assess  the  benefits  of 
these  treatments. 

In  summary,  we  have  presented  a 
case  of  a papillary  adenocarcinoma  of 
the  distal  common  bile  duct  simulating 
a calculus  by  ERCP  to  illustrate  a po- 
tential pitfall  in  the  cholangiographic 
diagnosis  of  these  obscure  tumors.  An 
awareness  of  this  rare  radiologic  ap- 


pearance of  these  tumors  will  be  helpful 
as  more  cholangiographic  studies  are 
performed  in  the  preoperative  evalua- 
tion of  obstructive  jaundice. 
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Carcinoma  of  the  colon  associated  with  systemic  sclerosis 

Catherine  Marino,  md;  Elizabeth  McDonald,  md;  Arthur  Alunday,  md 


The  association  between  an  increased 
incidence  of  malignancy  and  the  devel- 
opment of  a connective  tissue  disease  is 
well  established  in  polymyositis/der- 
matomyositis.  The  increased  risk  of 
malignancy  in  systemic  sclerosis 
(scleroderma)  is  not  as  clear,  though  an 
association  with  lung,  esophageal,  and 
breast  carcinomas  has  been  noted.'"* 
We  report  a case  of  cutaneous  sclero- 
dermatous changes  occurring  within  six 
months  of  an  adenocarcinoma  of  the  co- 
lon. 

Case  Report 

A 77-year-old  man  presented  in  Decem- 
ber 1987  with  the  complaint  of  abdominal 
pain  for  the  past  several  months.  A right 
lower  quadrant  mass  and  anemia  were 
present.  Barium  enema  revealed  a fungating 
mass  at  the  area  of  the  ileocecal  valve.  At 
surgery,  the  tumor  mass  was  adherent  to  the 
right  ureter,  and  there  was  lymph  node  in- 
volvement. Pathologic  evaluation  docu- 
mented a moderately  differentiated  adeno- 
carcinoma of  the  cecum  with  transmural 
infiltration  into  pericolic  fat,  with  metasta- 
sis to  eight  of  nine  lymph  nodes.  The  patient 
was  referred  for  chemotherapy. 

Treatment  with  5-fluorouracil  (5-FU), 
1,500  mg  intravenously,  was  initiated  on 
April  11,  1988,  and  750  mg  was  adminis- 
tered weekly  thereafter,  except  for  a dose  of 
1,500  mg  given  on  May  26,  1988.  With  the 
second  infusion,  the  patient  began  to  com- 
plain of  pruritus  and  a tight  feeling  in  the 
skin  around  the  infusion  site.  “Tension  of 
the  skin”  over  body  surfaces  was  noted  on 


From  the  Division  of  Rheumatology,  Department 
of  Medicine  (Drs  Marino  and  McDonald),  St  John's 
Queens  Hospital  Division  of  the  Catholic  Medical 
Center  of  Brooklyn  and  Queens,  Inc,  Elmhurst,  NY, 
and  the  Division  of  Hematology/Oncology,  Depart- 
ment of  Medicine,  Catholic  Medical  Center  of  Brook- 
lyn and  Queens,  Inc,  Jamaica,  NY  (Dr  Alunday). 

Address  correspondence  to  Dr  McDonald,  Chief, 
Division  of  Rheumatology,  Department  of  Medicine, 
St  John’s  Queens  Hospital,  90-02  Queens  Blvd,  Elm- 
hurst, NY  11373. 


May  26,  1988,  by  a house  officer.  A referral 
to  the  rheumatology  clinic  was  made  in  June 
1988. 

At  this  time  the  patient  complained  of 
pruritus  with  tightening  of  the  skin  of  the 
hands  and  legs.  He  denied  Raynaud’s  phe- 
nomenon, dysphagia,  or  change  in  bowel 
habits.  He  did  have  weight  loss  of  10  lb  over 
the  past  several  months. 

The  physical  examination  was  remark- 
able for  advanced  skin  changes,  compatible 
with  systemic  sclerosis  of  the  hands  and  fin- 
gers, face,  trunk,  upper  and  lower  arms,  as 
well  as  the  thighs  and  lower  legs.  Hand  grip 
was  poor.  There  was  no  telangiectasia. 
Blood  pressure  and  urinalysis  were  within 
normal  limits.  Results  of  anti-nuclear 
(ANA)  and  anti-centromere  antibody  tests 
were  negative.  The  carcinoembryonic  anti- 
gen level  was  0.3  ng/mL  (normal).  The  pa- 
tient refused  a skin  biopsy  or  esophageal  mo- 
tility studies. 


Photographs  of  the  patient  taken  on  the 
previous  Thanksgiving  (November  1987) 
revealed  normal  appearance  of  the  face  and 
hands,  compared  to  photographs  taken  in 
June  1988  (Fig  1). 

The  patient  was  begun  on  nifedipine,  10 
mg  three  times  a day,  continued  with  the  5- 
FU  because  of  the  severity  of  his  malignan- 
cy. Over  the  next  two  months,  he  experi- 
enced dysphagia  for  solids,  Raynaud’s 
phenomenon,  and  multiple  telangiectasia. 
The  patient  died  in  February  1989  of  meta- 
static colon  cancer.  Permission  for  a post- 
mortem examination  was  denied. 

Discussion 

Connective  tissue  diseases  may  pre- 
cede, accompany,  or  follow  the  presen- 
tation of  a malignancy  in  a given  pa- 
tient. In  the  prototypic  disease,  adult- 
onset  polymyositis/dermatomyositis. 


FIGURE  1.  Hands  demonstrating  skin  tightening. 
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malignancy  is  of  sufficient  significance 
to  warrant  continued  surveillance  for 
an  occult  neoplasm.^  Systemic  sclerosis 
has  been  associated  with  an  increased 
risk  of  cancer,  predominantly  lung  neo- 
plasias.'^'^  ''’  These  have  been  reported 
in  the  setting  of  long-standing  pulmo- 
nary fibrosis.  Esophageal  carcinomas, 
squamous  cell  adenocarcinoma,  and 
undifferentiated  carcinoma  have  also 
been  noted. ^ ' ' 

It  has  been  suggested  that  within  the 
lung  and  esophagus,  chronic  fibrosing 
changes  may  predispose  to  metaplasia 
and  neoplasia.  However,  uterine,  rectal, 
and  breast  malignancies  have  also  been 
reported  in  association  with  the  tempo- 
ral development  of  systemic  sclero- 
sis.1.5.12.13  Conflicting  epidemiologic 
studies  have  shown  no  increased  rela- 
tive risk''^  or  an  increased  relative 
risk'  "*-^  of  the  development  of  malig- 
nancy in  patients  with  this  disease.  Bas- 
ten  and  Bonnin'^  noted  that  the  major- 
ity of  neoplasms  were  adenocarcinoma 
and  carcinoid  tumors,  and  that  100%  of 
the  patients  had  cutaneous  manifesta- 
tions but  less  than  half  had  systemic 
disease. 

In  the  case  presented  here,  the  onset 
of  sclerodermatous  cutaneous  involve- 
ment followed  within  six  months  of  the 
diagnosis  of  advanced  colonic  adeno- 
carcinoma. Serologic  studies  (ANA 


and  anti-centromere  antibody)  were 
negative,  as  in  patients  exposed  to  vinyl 
chlorides  in  whom  scleroderma-like 
symptoms  developed.  However,  the  in- 
cidence of  antinuclear  antibodies  in 
scleroderma  patients  with  and  without 
malignancies  was  similar  in  the  report 
by  Roumn  and  Medsger."* 

Chemotherapeutic  agents,  namely 
bleomycin,  have  been  noted  to  cause 
scleroderma-like  skin  changes.'^  We 
could  find  no  reports  of  5-FU  associat- 
ed disease  and,  in  fact,  Casas  et  al'^  re- 
ported improvement  in  12  women  with 
systemic  sclerosis  treated  with  this 
drug.  It  seems  more  likely,  therefore, 
that  this  patient’s  disease  was  tempo- 
rally related  to  the  adenocarcinoma  of 
the  colon,  though  an  association  with  5- 
FU  cannot  be  excluded. 

Speculation  as  to  altered  immuno- 
logic response  due  to  tumor  antigens 
and  the  development  of  connective  tis- 
sue diseases  remains  unconfirmed. 
Demonstration  of  an  association  with 
chemotherapeutic  agents  other  than 
bleomycin  requires  further  surveil- 
lance. 
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Systemic  embolization  from  left  atrial  ball  thrombus 

The  case  for  early  surgical  intervention 


David  Wrisley,  md;  Ira  Lee,  rdms;  Frederick  Parker,  md;  William  Brownlee,  rdms; 

Mohammed  Ismail,  md 


Left  atrial  ball  thrombus  is  an  uncom- 
mon but  potentially  catastrophic  occur- 
rence. Transient  obstruction  of  the  mi- 
tral valve  can  produce  acute  cardiac 
decompensation'-’  or  syncope.^'’  Sys- 
temic embolization,  occasionally  multi- 
ple, has  been  described.-’’  Obstruction  of 
the  mitral  valve  may  not  resolve  and 
can  result  in  cardiovascular  collapse 
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with  sudden  death. ^ Because  of  these 
potential  outcomes,  some  authors'  -' 
have  recommended  that  such  throm- 
botic masses,  once  they  are  detected, 
should  be  surgically  removed  as  soon  as 
possible. 

We  describe  a patient  who  presented 
with  a transient  stroke-like  syndrome, 
and  who  was  found  to  have  a loose  left 
atrial  mass  by  echocardiography.  The 
patient  subsequently  experienced  mul- 
tiple systemic  emboli  during  an  in-hos- 
pital  observation  period,  while  waiting 
for  her  condition  to  stabilize  prior  to 
surgery. 


Case  Report 

a 69-year-old  woman  was  admitted  to  an- 
other hospital  in  August  1988,  after  becom- 
ing unresponsive  at  home.  She  had  had  mi- 
tral stenosis  due  to  rheumatic  fever  for  many 
years,  and  she  was  on  long  term  anticoagula- 
tion therapy  with  coumadin  because  of 
atrial  fibrillation.  Approximately  four 
weeks  prior  to  admission  she  stopped  taking 
coumadin. 

On  admission,  right  hemiparesis  was  noted. 
The  patient  was  treated  with  intravenous 
steroid  therapy,  and  she  promptly  recovered 
most  limb  function.  An  echocardiogram, 
performed  with  the  Interspec  Model  XL3 
sector  scanner  (Interspec  Inc,  Consho- 
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hocken,  Pa)  demonstrated  moderate  left 
atrial  dilation.  Significant  mitral  stenosis, 
with  a valve  area  of  approximately  0.9  cm^, 
as  determined  from  the  mitral  valve  diastol- 
ic Doppler  pressure  half-time,  was  also  ob- 
served. Additionally,  there  was  a free-float- 
ing body  of  approximately  1-1/2  cm  X 
1-1/2  cm  within  the  left  atrial  cavity  (Fig 
1).  This  was  believed  to  be  a detached 
thrombus.  The  mass  became  impacted  with- 
in the  mitral  valve  orifice  every  three  to  four 
beats  (Fig  2);  no  symptoms  were  associated 
with  these  impactions.  Additional  echocar- 
diographic  findings  included  marked  dila- 
tion of  the  right  ventricle  and  normal  left 
ventricular  size  and  function.  The  patient 
was  transferred  to  St  Joseph’s  Hospital 
Health  Center  for  further  evaluation  and 
therapy. 

Pertinent  cardiopulmonary  findings  on 
admission  included  clear  lungs  and  an  irreg- 
ular rhythm,  with  a ventricular  rate  of  65 
beats/min.  A grade  II/VI  systolic  murmur 
was  heard  at  the  apex,  and  it  radiated  into 
the  axilla.  A diastolic  rumble  of  variable  in- 
tensity was  also  heard  at  the  apex.  Neuro- 
logic examination  was  normal  with  the  ex- 
ception of  a finding  of  a mild  degree  of 
confusion. 

Cardiac  catheterization  was  performed 
on  the  day  following  admission,  primarily  to 
assess  the  coronary  arteries.  No  significant 
coronary  atherosclerosis  was  present.  It  was 
decided  at  that  time  to  introduce  anticoagu- 
lation therapy  with  heparin  and  to  optimize 
the  patient’s  medical  status  over  the  next 
several  days  with  the  eventual  intent  of  per- 
forming sternotomy  for  evacuation  of  the 
left  atrial  mass  and  replacement  of  the  mi- 
tral valve. 


FIGURE  1.  Parasternal  long-axis  view  show- 
ing dilated  left  atrium,  calcified  stenotic  mitral 
valve,  and  a free-floating  mass  within  the  atrial 
cavity  (small  arrowheads). 


FIGURE  2.  Apical  four-chamber  view  showing 
temporary  impaction  of  the  free-floating  mass 
(outlined  by  small  arrowheads)  within  the  ste- 
notic mitral  valve  orifice  (large  arrow)  (LA  = left 
atrium;  LV  = left  ventricle). 

During  this  period  there  was  fluctuation 
in  her  mental  status,  particularly  in  memory 
and  orientation.  A computed  tomographic 
scan  of  the  brain  showed  multiple  small  ar- 
eas of  what  was  interpreted  to  be  recent  in- 
farction resulting  from  multiple  emboli.  On 
the  sixth  hospital  day,  the  patient  com- 
plained of  sensations  of  “tiredness”  and 
coldness  of  her  left  leg.  Plethysmographic 
pulse  volume  recordings  were  consistent 
with  complete  obstruction  of  the  left  superfi- 
cial femoral  artery.  An  embolectomy  was 
performed  that  evening,  and  the  thrombotic 
origin  of  the  obstructing  mass  was  con- 
firmed on  histologic  analysis.  The  following 
day  the  patient  underwent  median  sterno- 
tomy with  left  atriotomy.  Several  pieces  of 
thrombus  were  removed  from  the  atrial  ap- 
pendage, which  was  then  sewn  over.  The  mi- 
tral valve  was  excised  and  replaced  with  a 
number  29  porcine  bioprosthesis. 

Discussion 

A free-floating,  left  atrial  thrombus 
can  present  with  unexpected  sudden 
death  when  permanent  mitral  valve  ob- 
struction occurs,  or  with  intermittent 
acute  heart  failure  when  occlusion  is 
transient.  Multiple  systemic  emboli 
from  such  thrombotic  masses  have  also 
been  described.  Clinically,  the  patient 
described  here  appears  to  have  experi- 
enced at  least  three  discrete  periods  of 
embolization.  The  first  included  her 
original  presentation  with  right  hemi- 
paresis,  the  second,  her  fluctuating  in- 
hospital  mental  status,  attributed  to 
embolic  cerebral  showers,  and  the 


third,  her  episode  of  left  superficial 
femoral  artery  obstruction.  The  ab- 
sence of  a loose  thrombus  at  the  time  of 
atriotomy  suggests  that  the  material  re- 
moved from  the  femoral  artery  com- 
prised the  bulk  of  the  original  left  atrial 
mass.  This  presumably  had  been  whit- 
tled away  progressively,  releasing  mul- 
tiple small  emboli,  until  the  thrombus 
itself  was  small  enough  to  pass  through 
the  stenotic  mitral  valve  orifice  and 
travel  to  the  periphery. 

Complications,  such  as  those  found 
in  this  patient,  would  appear  to  be  inev- 
itable in  cases  of  free-floating  intra- 
atrial  masses.  Therefore,  in  the  absence 
of  significant  medical  instability,  delay- 
ing surgery  does  not  seem  justified.  In- 
deed, this  patient  experienced  most  of 
her  embolic  complications  while  in  the 
hospital,  after  identification  of  the 
thrombus,  and  while  under  surveillance 
and  on  therapy  intended  to  optimize  her 
medical  status  in  preparation  for  sur- 
gery. We  agree  with  previous  authors  in 
suggesting  that  once  identified,  free- 
floating  intra-atrial  masses  should  be 
promptly  removed. 
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Student  participation  in  mixed 
gender  sports  competition 

TO  THE  EDITOR:  As  a registered  nurse 

working  in  a pediatric  outpatient  clinic 
and  as  a mother  of  three  teenaged  chil- 
dren, I looked  forward  to  reading  the 
guidelines,  “Student  participation  in 
mixed  gender  sports  competition,”' 
with  anticipation  and  interest.  Instead, 
I was  disappointed. 

Because  these  guidelines  were  pre- 
pared by  the  Committee  on  School 
Health  and  Sports  Medicine  and  ap- 
proved by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York,  they 
will  be  much  sought  after  by  parents 
and  school  personnel  as  they  move  to- 
ward incorporating  mixed  gender 
sports  competition  into  their  programs. 
The  guidelines,  therefore,  should  pro- 
vide helpful  recommendations,  and 
they  do  when  considering  physical  size, 
physical  fitness,  past  activity  and  expe- 
rience, and  protective  equipment. 

They  are  not  helpful  when  consider- 
ing adequate  locker  rooms,  and  the  atti- 
tudes of  the  coaches  and  team  mem- 
bers. If  locker  room  facilities  are  not 
adequate,  these  guidelines  should  en- 
courage that  changes  be  made  to  make 
them  adequate.  A coach  who  has  an  at- 
titude incompatible  with  the  participa- 
tion of  members  of  the  opposite  sex  on 
the  team  should  be  counseled  about  this 
attitude.  If  this  person,  a role  model  for 
the  young  team  members,  cannot 
change  then  she/he  should  be  replaced 
as  coach.  It  is  also  important  to  monitor 
the  attitudes  of  the  team  members  and 
put  to  rest  any  of  their  misconceptions 
about  mixed  gender  sports  competition. 
The  attitudes  cultivated  by  these  young 
people  on  the  playing  fields  will  be  the 
attitudes  that  accompany  them  for  the 
rest  of  their  lives.  In  these  areas,  the 
guidelines  do  nothing  to  encourage 
mixed  gender  sports  competition. 
Without  saying  so,  they  really  favor  the 
status  quo. 

What  I find  most  disappointing 
about  these  guidelines  is  the  very  subtle 
sexist  tone  that  pervades  them.  Boys  are 
superior  athletes  and  girls  are  put  at 
risk  if  they  play  sports  with  boys.  Girls 
have  to  measure  up  to  boys  in  order  to 
play  on  their  team.  I would  like  to  see 


these  guidelines  reconsidered  and  re- 
written in  order  to  make  them  what 
they  are  supposed  to  be — guidelines  for 
people  seeking  to  make  mixed  gender 
sports  competition  an  option  for  their 
children. 

ROSANNE  HOLTZMAN,  RN,  BS 
108  Washington  Ave 
Garden  City,  NY  1 1530 

1.  Student  participation  in  mixed  gender  sports 
competition.  NY  State  J Med  1989;  89:526. 

In  reply.  The  guidelines  were  written 
to  encourage  mixed  gender  participa- 
tion in  a responsible  manner,  paying 
proper  respect  to  the  health  and  well  be- 
ing of  the  participants. 

Adequate  locker  rooms  and  attitudes 
of  players  and  coaches  are  factors  that 
must  be  considered  by  a physician  sub- 
jecting an  athlete  to  mixed  gender  com- 
petition. No  attempt  was  made  to  re- 
solve unsuitable  conditions  and 
attitudes  since  this  is  a matter  for  local 
schools. 

Prior  to  puberty  the  risk  of  bodily 
harm  in  mixed  gender  contact  sports 
competition  is  equal  for  both  sexes.  Fol- 
lowing puberty  girls  have  less  lean  body 
mass  than  boys.  Girls  will  absorb  more 
of  a force  created  by  a collision.  Fe- 
males are  relatively  weaker  than  males 
in  upper  body  strength.  Postpubertal 
females  on  the  average  have  15%  to 
25%  less  aerobic  capacity  than  males. 
These  are  scientific  facts,  not  legal  or 
social  issues,  and  are  not  subject  to 
opinion.  We  appreciate  the  highly  de- 
veloped skills  of  both  male  and  female 
athletes  but  wish  to  point  out  the  great- 
er chance  of  the  female  being  injured  in 
contact  sports  where  both  males  and  fe- 
males participate. 

The  Committee  on  School  Health 
and  Sports  Medicine  encourages  great- 
er interest  in  those  sports  where  partici- 
pants of  both  sexes  and  all  ages  may 
compete  in  safety  and  with  a minimum 
of  risk.  These  sports  are  the  endurance 
and  noncontact  sports. 

MARTIN  C.  USHKOW,  MD 
Committee  on  School  Health  and 
Sports  Medicine 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  1 1042 


Physician  recredentialing 

TO  THE  EDITOR:  I believe  that  in  their 

reply  to  Dr  Atkinson’s  letter,  Drs  Gel- 
horn  and  Cherkasky  devalued  many  of 
the  best  points  he  made.'"^  I feel  that 
his  criticism  was  well  thought  out  and 
presented.  They  did  not  answer  what  he 
said  about  residency  programs  and  the 
need  to  better  address  some  of  the  prob- 
lems at  the  training  level.  Certainly  this 
would  be  more  corrective  than  setting 
up  yet  another  certification  examina- 
tion. 

Drs  Gelhorn  and  Cherkasky  cite  the 
16  specialty  boards  that  have  a recerti- 
fication process.  Noteworthy  is  the  fact 
that  in  inviting  family  practitioners  to 
retake  their  boards,  the  American 
Board  of  Family  Practice  considers  that 
there  may  be  certified  FPs  who  disagree 
with  the  process. 

Finally,  most  physicians  do  not  doubt 
that  Dr  David  Axelrod,  New  York 
State’s  Commissioner  of  Health,  would 
be  subjected  to  recredentialing  or  that 
he  would  pass  whatever  test  is  devised. 
This,  however,  would  not  put  an  end  to 
his  regulatory  fervor  which  already  has 
done  so  much  damage  in  this  state. 

PAUL  E.  REEVES.  MD 
St  John’s  Home 
150  Highland  Ave 
Rochester,  NY  14620 

1.  Atkinson  Dl:  Physician  recredentialing  [let- 
ter]. NY  State  J Med  1989;  89:536-537. 

2.  Gellhorn  A,  Cherkasky  M : Physician  recreden- 
tialing [reply].  NY  Stale  J Med  1989;  89:537. 


Eliminating  the  requirement  for 
medical  libraries  in  hospitals 

TO  THE  EDITOR:  Dr  Peter  Farnsworth 

has  sounded  a very  important  alarm  in 
his  commentary,  “The  elimination  of 
the  requirement  for  medical  libraries  in 
hospitals.”' 

It  is  shocking  that  both  the  Health 
Care  Financing  Administration  and  the 
New  York  State  Department  of  Health 
wish  to  eliminate  the  requirement  that 
hospitals  maintain  a medical  library.  It 
seems  almost  too  obvious  to  state  that  a 
medical  library  is  a necessary  but  not  a 
sufficient  condition  for  assuring  con- 
tinuing education  of  physicians.  Al- 


76  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/FEBRUARY  1990 


though  the  Department  of  Health  is 
correct  in  its  conclusion  that  existence 
of  a medical  library  does  not  guarantee 
the  quality  of  patient  care,  it  ignores  the 
fact  that  ready  access  to  a medical  li- 
brary is  one  essential  component  of  con- 
tinuing medical  education  and  there- 
fore of  high  quality  of  patient  care.  It 
would  seem  that  the  health  department 
has  failed  to  recognize  the  distinction 
between  “necessary”  and  “sufficient” 
conditions. 

We  must  hope  that  Dr  Farnsworth’s 
warning  will  be  heeded. 

PETER  ROGATZ,  MD 
Vice  President  for  Medical  Affairs 
Visiting  Nurse  Service  of  New  York 
107  E 70th  St 
New  York,  NY  10021 

I . Farnsworth  PB:  The  elimination  of  the  require- 
ment for  medical  libraries  in  hospitals.  NY  State  J 
Med  1989:89:601-602. 

TO  THE  EDITOR:  I am  writing  to  com- 

ment and  to  express  appreciation  to  Dr 
Peter  B.  Farnsworth  for  his  commen- 
tary on  libraries  in  hospitals.’  He  makes 
a strong  case  for  the  existence  of  librar- 
ies to  serve  the  educational  and  patient- 
related  information  needs  of  health 
practitioners.  He  also  makes  clear  the 
relationship  between  competency  of  the 
physician/nurse  and  the  quality  of  care 
provided.  Current  and  accurate  infor- 
mation and  literature  are  essential  to 
those  practicing  in  the  medical  profes- 
sions, for  their  continuing  education 
and  for  the  well  being  of  patients. 

LUCRETiA  McClure,  ma 
Medical  Librarian 

University  of  Rochester  Medical  Center 
Edward  G.  Miner  Library 
601  Elmwood  Ave 
Rochester,  NY  14642 

1 . Farnsworth  PB:  The  elimination  of  the  require- 
ment for  medical  libraries  in  hospitals.  NY  State  J 
Med  1989:89:601-602. 

TO  THE  EDITOR:  Dr  Farnsworth’s’ 

commentary  in  the  Journal  under- 
scores the  poor  judgment  shown  by  the 
New  York  State  Department  of  Health 
in  eliminating  the  requirement  that 
hospitals  maintain  medical  libraries.  A 
hospital  library  is  part  of  the  central 
nervous  system  of  the  hospital. 

Hospital  libraries  need  to  adapt  to 
changing  technology,  such  as  the  avail- 
ability on-line  of  the  National  Library 
of  Medicine  and  various  software  pro- 
grams. The  cost  of  these  is  modest  and 
their  use  results  in  decreased  space  re- 
quirements for  hospital  libraries.  Their 
use  also  results  in  a decrease  in  need  for 


certain  journals,  reference  texts,  and 
achieves  savings  in  personnel  costs  and 
other  costs  such  as  binding.  A computer 
network  in  a hospital  can  bring  the 
medical  library  to  doctors’  lounges, 
nursing  stations,  the  pharmacy,  and  ev- 
ery locus  where  medical  information  is 
needed. 

The  Department  of  Health  and  the 
Health  Care  Financing  Administration 
should  require  that  hospital  libraries 
expand  electronically  with  access  to  the 
National  Library  of  Medicine.  This  in- 
creased access  to  medical  literature  will 
reflect  itself  in  better  patient  care  and 
physician  performance. 

FELIX  WROBLEWSKI,  MD 

PO  Box  507 
Beekman  Rd,  RD  1 1 
Carmel,  NY  10512-0507 


1 . Farnsworth  PB:  The  elimination  of  the  require- 
ment for  medical  libraries  in  hospitals.  NY  State  J 
Med  1989:  89:601-602. 


TO  THE  EDITOR:  The  information 

contained  in  Dr  Peter  Farnsworth’s  edi- 
torial is  astounding  and  frightening.’ 
The  same  line  of  thinking  would  clearly 
indicate  that  all  public  libraries  should 
be  closed,  since  there  is  no  positive  evi- 
dence that  the  presence  of  such  institu- 
tions in  communities  enhances  their 
cultural  and  intellectual  climate  in  any 
fashion.  Once  all  the  libraries  are  closed 
then  we  can  begin  to  close  down  the  art 
museums,  public  symphonies,  etc. 

Perhaps  we  should  feel  fortunate  that 
the  Health  Care  Financing  Adminis- 
tration and  the  New  York  State  De- 
partment of  Health  only  deal  with  the 
health  of  our  society.  Imagine  if  they 
had  a truly  free  rein. 

MARVIN  GOLDSTEIN,  MD 
Poughkeepsie  Medical  Group 
375  Hooker  Ave 
Poughkeepsie,  NY  12603 

1 . Farnsworth  PB:  The  elimination  of  the  require- 
ment for  medical  libraries  in  hospitals.  NY  State  J 
Med  1989:  89:601-602. 


Gallstone  appendicitis 

TO  THE  EDITOR:  Many  etiologies  have 

been  described  for  acute  appendicitis.’ 
A review  of  major  texts  and  current  sur- 
gical literature  fails  to  reveal  any  refer- 
ence to  gallstone  appendicitis.  Report- 
ed cases  in  the  early  literature  were 
thought  to  be  unsubstantiated.^ 

Case  Report.  We  recently  treated  a 19- 
year-old  female  for  sharp  intermittent  per- 
iumbilical pain,  nausea,  and  vomiting.  She 
had  no  history  of  illness  relating  to  the  bili- 


ary tract.  Abdominal  examination  revealed 
tenderness  in  the  right  lower  quadrant,  with- 
out rebound,  guarding,  or  palpable  mass. 
The  patient  was  afebrile,  with  a white  blood 
cell  count  of  12,000/^xL,  and  serum  biliru- 
bin, alkaline  phosphatase,  serum  glutam- 
ic oxalo-acetic  transaminase,  and  amylase 
values  within  normal  limits.  At  surgery  an 
acute,  nonsuppurative  appendicitis  was  not- 
ed. Palpation  of  the  appendix  identified  a 
0.6-cm  hard  appendicolith  suspicious  for  a 
stone.  Once  off  the  operative  field,  the  ap- 
pendix was  incised,  revealing  a stone  with 
the  consistency  and  color  of  a gallstone.  The 
gallbladder  was  not  explored  intraoperative- 
ly  in  order  to  avoid  the  spread  of  contamina- 
tion. Biochemical  analysis  demonstrated 
that  the  stone  was  composed  entirely  of  cho- 
lesterol and  bilirubin.  A sonogram  and  oral 
cholecystogram  failed  to  reveal  any  further 
evidence  of  cholelithiasis. 

Discussion.  Appendicoliths  resem- 
bling gallstones  have  been  reported. 
However,  on  analysis  they  invariably 
are  found  to  consist  of  fecal  material.^ 
We  present  this  case  to  document  that 
gallstones  can  indeed  precipitate  ap- 
pendicitis. Even  in  the  absence  of  a his- 
tory of  symptoms  referable  to  the  bili- 
ary tract,  we  suggest  that  when 
appendicoliths  appear  to  be  stonelike 
they  be  sent  for  biochemical  analysis. 
This  should  be  done  in  order  to  identify 
those  rare  cases  in  which  gallstone  ap- 
pendicitis may  be  the  first  indication  of 
biliary  pathology. 

JANE  SIEGEL,  MD 
BENJAMIN  W.  PACE,  MD 
IRVING  B.  MARGOLIS,  MD 
Department  of  Surgery 
Long  Island  Jewish  Medical  Center 
Queens  Hospital  Center  Affiliation 
Jamaica,  NY  11432 

1.  McHardy  G:  The  appendix,  in  Beck  JE  (ed): 
Backus  Gastroenterology,  ed  4.  Philadelphia,  WB 
Saunders  Co,  1985,  pp  2609-261 1. 

2.  Fuller  FW,  Bernhard  WG:  Appendiceal  calcu- 
li resembling  gallstones.  Ann  Surg  1968:  167:101- 
105. 


Open  supramalleolar  amputation 
of  the  infected  foot:  An 
underutilized,  two-stage 
procedure 

TO  THE  EDITOR:  We  live  in  a medical 

care  climate  emphasizing  efficient  use 
of  hospital  bed  space  and  a growing  re- 
luctance to  return  a surgical  patient  to 
the  operating  room  for  any  reason.  De- 
spite this,  we  submit  a case  report  and 
opinion  that  the  two-stage  operative 
management  of  the  unsalvageably  in- 
fected foot  remains  the  optimum  treat- 
ment for  certain  patients. 

Case  Report.  A 62-year-old  diabetic 
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man  on  chronic  dialysis  was  admitted  for 
treatment  of  an  infected  left  foot  five  weeks 
following  minimal  trauma  to  the  great  toe. 
There  was  a history  of  heavy  smoking  and 
insulin  dependence.  The  left  femoral  pulse 
was  absent,  the  left  fourth  and  fifth  toes 
were  gangrenous,  a lymphangitic  streak  was 
present  above  the  ankle,  and  angiography 
confirmed  left  iliac  artery  occlusion.  After 
three  days  of  treatment  with  intravenous 
antibiotics  without  signs  of  improvement, 
the  patient  underwent  femoral-femoral  ar- 
terial bypass  and  open  amputation  of  the 
forefoot.  Despite  resolution  of  the  lymphan- 
gitis and  a favorable  degree  of  bleeding  seen 
during  the  forefoot  debridement,  the  foot  in- 
fection recurred  and  the  forefoot  amputa- 
tion site  became  gangrenous.  One  week 
postoperatively,  with  a patent  bypass,  an 
open  supramalleolar  amputation  of  the  left 
foot  was  performed.  At  this  surgery,  pus  was 
seen  streaming  from  the  fascial  spaces  of  the 
calf.  Continued  intravenous  antibiotics  and 
frequent  saline  dressings  to  the  open  ankle- 
level  stump  allowed  resolution  of  the  infec- 
tion. One  week  after  the  open  supramalleo- 
lar procedure,  a formal  below-knee 
amputation  was  performed.  This  healed  un- 
eventfully and  the  patient  was  discharged 
five  days  after  the  below-knee  amputation. 
He  was  subsequently  fitted  with  a prosthesis 
as  an  outpatient. 

Discussion.  This  case  demon- 
strates a situation  that  most  general 
and  vascular  surgeons  will  recognize: 
the  unsalvageably  infected  foot.  With 
adequate  blood  supply  to  the  midcalf 
level,  this  situation  is  most  commonly 
treated  by  a single-stage,  closed,  below- 
knee  amputation.  However,  in  situa- 
tions where  uncontrolled  infection  ex- 
ists just  distal  to  the  below-knee  site, 
such  treatment  will  be  accompanied  by 
unacceptably  high  rates  of  stump  infec- 
tion (22%)  and  eventual  revision  to  the 
above-knee  level  (1 1%).  These  infection 
and  revision  rates  have  been  demon- 
strated to  be  drastically  lowered  (3% 
and  0%,  respectively)  by  a supramalleo- 
lar open  (guillotine)  amputation  that 


allows  drainage  of  the  infected  fascial 
spaces  and  lymphatics  of  the  calf.''^ 
Following  this,  the  second  stage  of  the 
reconstruction,  the  actual  below-knee 
amputation,  can  usually  be  done  about 
one  week  later. 

The  open  ankle-level  drainage  opera- 
tion can  also  be  used  to  rid  a patient 
with  sepsis  of  the  infective  source,  even 
when  the  site  is  severely  compromised. 
The  relatively  minor  first  stage  takes 
about  ten  minutes  to  perform,  and  al- 
lows the  patient  to  recover  from  system- 
ic sepsis  before  proceeding  with  the  sec- 
ond stage  below-knee  amputation  at  a 
later  date.  The  procedure  is  also  useful 
if  the  patient  has  recently  had  a myo- 
cardial infarction  and  presents  with  a 
septic  foot.  In  this  situation,  the  second 
stage  amputation  is  delayed  until  cardi- 
ac improvement  permits  the  more  ma- 
jor procedure. 

In  four  years,  we  have  performed  1 1 
such  procedures,  one  under  local  anes- 
thesia. Nine  patients  underwent  revi- 
sion to  a below-knee  amputation  with- 
out infection  or  subsequent  revision  to 
the  above-knee  level.  Two  of  the  1 1 pa- 
tients died  from  medical  factors  unre- 
lated to  the  procedure  before  a revision 
was  performed. 

Two  recent  prospective  studies  sup- 
port the  use  of  the  two-stage  technique. 
Fisher  et  aP  randomized  a total  of  47 
patients  with  unsalvageable  wet  gan- 
grene to  either  a one-stage  below-knee 
amputation  with  delayed  skin  closure 
or  a two-stage  procedure.  Wound  com- 
plications developed  in  five  patients 
(23%)  of  the  one-stage  group,  which  ne- 
cessitated a higher  level  amputation  in 
two  patients,  whereas  none  of  the  pa- 
tients in  the  two-stage  group  experi- 
enced such  wound  complications.  Desai 
et  aP  found  the  two-stage  technique 
also  useful  with  foot  sepsis  associated 
with  ischemia.  They  treated  all  infected 
ischemic  feet  clinically  judged  to  re- 


quire a below-knee  amputation  by  a 
one-stage  procedure  with  delayed  skin 
closure  for  six  months  (29  patients), 
followed  sequentially  by  utilization  of  a 
two-stage  procedure  during  the  latter 
six  months  of  the  study  (44  patients). 
Thirty-three  percent  of  the  one-stage 
group  later  required  above-knee  ampu- 
tation, whereas  only  7.7%  in  the  two- 
stage  group  did.  Despite  this  recent 
support  from  the  literature,  we  believe 
that  the  supramalleolar  amputation  is 
underutilized  today.  We  recommend 
open  supramalleolar  amputation  to  sur- 
geons dealing  with  uncontrollable  foot 
infections  as  a simple  procedure  which 
may  well  preserve  the  knee. 

JERRY  J.  SVOBODA,  MD 
MALUR  R.  BALAJI,  MD 
Department  of  Surgery 
University  of  Rochester  School  of 
Medicine 
Rochester,  NY  14624 
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ERRATUM 

The  January  1990  issue  contained 
the  following  errors: 

In  the  case  report  by  Nakao,  “Local 
low-dose  infusion  of  streptokinase  for 
massive  pulmonary  embolism  when  sys- 
temic thrombolysis  is  contraindicated 
(90:32-33),”  the  captions  for  Figures  1 
and  2 were  inadvertently  transposed. 

In  the  article  by  Jacobs,  “Cervical 
angina  (90:8-1 1),”  the  entry  in  the  last 
line  of  T able  V,  column  2,  should  be  5/5 . 
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£SSAV  REVIEW 


Practicing  clinical  preventive  medicine 


Guide  to  Clinical  Preventive  Services.  An  Assessment  of 
the  Effectiveness  of  169  Interventions.  Report  of  the  U.S. 
Preventive  Services  Task  Force.  Edited  by  Michael  Fisher. 
419  pp.  Baltimore,  Md,  Williams  & Wilkins,  1989. 
$19.95  (paperback) 

It  is  a fact  that  the  three  major  killers  in  the  United 
States  result  from  individual  life  style  behaviors  rather 
than  from  bacterial,  viral,  or  other  infectious  diseases. 
Only  one  communicable  disease  (influenza/pneumonia) 
is  among  the  top  ten  killers.  These  facts  should  lead  to  a 
concentration  on  clinical  preventive  services  to  reduce  the 
mortality  and  morbidity  occurrences.  This  up-to-date 
Guide  to  Clinical  Preventive  Services  does  exactly  that. 
Arguments  are  strongly  stated  that  recommend  drastic 
changes  in  the  practice  patterns  of  physicians  as  they  care 
for  their  patients: 

. . . the  most  promising  role  for  prevention  in  current  medical 
practice  may  lie  in  changing  the  personal  health  behaviors  of 
patients  long  before  clinical  disease  develops.  The  importance  of 
this  aspect  of  clinical  practice  is  demonstrated  by  a growing  body 
of  evidence  linking  a handful  of  personal  health  behaviors  to  the 
leading  causes  of  death  in  the  United  States:  heart  disease,  can- 
cer, cerebrovascular  disease,  injuries,  and  chronic  obstructive 
pulmonary  disease. 

Evidence  on  tobacco  use  unequivocally  indicates  that 
smoking  contributes  to  one  out  of  every  six  deaths  in 
America.  Injuries  sustained  in  motor  vehicle  accidents  ac- 
count for  almost  50,000  deaths  per  year.  Clinical  preven- 
tive services  in  those  two  areas  alone  may  yield  dramatic 
decreases  in  mortality  statistics,  in  suffering,  and  in  per- 
sonal and  social  deficits. 

How  can  health  and  medical  care  providers  convince 
themselves  and  their  patients  to  do  the  right  things  to  pro- 
tect and  preserve  their  own  physical  and  mental  health?  If 
the  recommendations  suggested  in  this  Guide  to  Clinical 
Preventive  Services  are  widely  adopted  in  practice  and  in 
health  care  educational  institutions,  current  patterns  of 
medical/health  practice  and  behavior  would  be  consid- 
ered out  of  date. 

Critics  may  feel  that  the  Guide  goes  too  far  too  fast.  Is  it 
reasonable  to  expect  “busy  physicians  and  nurses  to  aban- 
don their  other  clinical  duties  to  become  counselors  or  nu- 
tritionists?” This  Guide  posits  that  the  “new  morbidity” 
demands  a “new  paradigm”  for  physicians  to  follow  in 
caring  for  their  patients. 

Others  may  feel  that  the  limited  recommendations  are 
too  conservative.  However,  the  Guide  authors  comment 
that  their  first  obligation  is  “to  do  no  harm”  and  point  out 
the  gaps  to  be  filled  in  as  research  provides  additional  in- 
formation. 


Can  a happy  medium  be  achieved?  Let  us  look  at  a sam- 
pling of  the  clinical  preventive  interventions  presented  in 
this  Guide. 

After  five  years  of  debate,  literature  review,  and  synthe- 
sis of  critical  comments  from  expert  reviewers,  an  inde- 
pendent 20-member  US  Preventive  Service  Task  Force 
turned  well-meaning  verbiage  into  specific  recommenda- 
tions for  practicing  clinicians.  Appointed  by  the  Assistant 
Secretary  for  Health  in  1984,  the  task  force  evaluated  the 
scientific  evidence  and  issued  a report  detailing  recom- 
mended clinical  practice  patterns  related  to  60  targeted 
potentially  preventable  diseases  and/or  conditions.  More 
than  100  specific  clinical  practice  interventions  (screening 
tests,  immunizations,  chemoprophylactic  regimens,  and 
counseling  sessions)  to  be  initiated  by  the  attending  physi- 
cians are  listed  and  extensively  explained. 

This  Guide  is  intended  for  primary  care  clinicians  and 
the  major  primary  care  specialties:  family  practice,  inter- 
nal medicine,  pediatrics,  and  obstetrics/gynecology.  In 
addition,  the  Guide  is  intended  for  use  by  nurses,  nurse 
practitioners,  physicians’  assistants,  other  allied  health 
practitioners,  and  students.  However,  there  should  cer- 
tainly be  no  inhibition  by  any  physician,  regardless  of  spe- 
cialty, to  incorporate  clinical  preventive  services  into  stan- 
dard operating  procedures  in  the  office  setting  and 
elsewhere.  Obviously,  any  patient  could  be  smoking,  over- 
weight, or  driving  a car. 

Following  a well-documented  methodology,  the  20  task 
force  members,  the  16  senior  advisors,  and  the  more  than 
325  expert  reviewers  undertook  their  investigations.  Em- 
phasis was  given  to  services  for  asymptomatic  persons  that 
could  be  delivered  in  a clinical  setting.  That  emphasis  led 
to  a focus  on  primary  and  secondary  clinical  preventive 
measures.  Combining  all  that  informational  input,  the 
task  force  agreed  on  a number  of  far-reaching  conclusions 
possibly  having  an  impact  on  the  day-to-day  office  prac- 
tice of  physicians.  Medical  care  encounters  could  be  dras- 
tically changed  by  the  following  findings: 

• A selective  periodic  health  examination  tailored  to 
individual  risks  is  a more  appropriate  clinical  strate- 
gy than  the  annual  physical,  in  which  the  same  bat- 
tery of  tests  is  performed  routinely  on  all  patients. 

• There  is  need  for  greater  selectivity  in  the  use  of 
screening  tests,  with  tests  chosen  on  the  basis  of  the 
unique  risk  profile  of  the  individual  patient. 

• Addressing  the  personal  health  behaviors  of  pa- 
tients through  education  and  counseling  is  one  of 
the  most  effective  forms  of  prevention  available  to 
the  clinician. 

• Both  clinicians  and  patients  will  continue  to  under- 


FEBRUARY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  79 


go  important  role  changes  in  the  near  future.  Pa- 
tients will  assume  greater  responsibility  for  their 
own  health.  Clinicians  will  develop  new  skills  in  risk 
assessment,  counseling,  and  patient  education. 

For  each  of  the  60  potential  interventions  to  prevent 
diseases  and/or  conditions,  the  recommendations  consid- 
er age,  gender,  and  risk  factors.  In  a few  short,  succinct 
pages,  each  of  the  60  target  preventive  interventions  is  re- 
viwed  and  the  Guide  uniformly  does  the  following: 

1.  States  the  recommendation. 

2.  Details  the  burden  of  suffering  in  terms  of  mortal- 
ity and  morbidity  statistics,  ages  affected,  and  so- 
cioeconomics. 

3.  Describes  the  intervention’s  efficacy  in  detecting 
the  condition  or  in  reducing  risk. 

4.  Evaluates  the  effectiveness  of  early  detection  or 
counseling  in  reducing  morbidity  or  mortality. 

5.  Summarizes  the  recommendations  of  other  groups 
relative  to  the  specific  intervention. 

6.  Discusses  other  relevant  issues  such  as  side  effects 
or  clinical  approaches  to  the  patient. 

7.  Suggests  appropriate  clinical  interventions,  includ- 
ing specification  of  high  risk  groups,  dosages,  and 
screening  schedules  (where  supported  by  evi- 
dence). 

8.  Lists  the  primary  literature  used  in  the  develop- 
ment of  the  specific  recommended  intervention. 

Clinical  preventive  services  are  divided  into  nine  screen- 
ing groupings  comprising  47  interventions,  one  counseling 
group  of  eight  interventions,  and  one  immunizations/che- 
moprophylaxis group  of  five  interventions.  These  group- 
ings are  identified  below,  along  with  the  diseases/condi- 
tions to  be  screened  for  in  each  category.  In  addition,  a 
recommendation  example  is  also  given.  Importantly,  each 
recommendation  is  more  fully  clinically  explained  in  each 
of  the  60  interventions  as  described  in  item  above. 

Clinical  screening  intervention  services  include  the  fol- 
lowing generic  groups,  with  the  disease  and/or  condition 
to  be  screened  for  listed  within  each  category: 

Vascular  Diseases:  asymptomatic  coronary  artery  disease;  high 
blood  cholesterol;  hypertension;  cerebrovascular  diseases;  and 
peripheral  arterial  disease. 

Recommendation  example:  Clinicians  should  emphasize  the 
primary  prevention  of  coronary  artery  disease  (CAD)  by  periodi- 
cally screening  for  high  blood  pressure  and  high  serum  cholester- 
ol and  by  routinely  investigating  behavioral  risk  factors  for  CAD 
such  as  tobacco  use,  dietary  fat,  and  cholesterol  intake.  Second- 
ary prevention  of  CAD  (screening)  by  performing  routine  elec- 
trocardiography to  screen  asymptomatic  persons  is  not  recom- 
mended. It  may  be  clinically  prudent  to  perform  screening 
electrocardiograms  (ECGs)  in  certain  high  risk  groups.  Routine 
resting  or  exercise  ECG  screening  before  entering  athletic  pro- 
grams is  not  recommended  for  asymptomatic  children,  adoles- 
cents, or  young  adults. 

Neoplastic  Diseases:  breast  cancer;  colorectal  cancer;  cervical 
cancer;  prostate  cancer;  lung  cancer;  skin  cancer;  testicular  can- 
cer; ovarian  cancer;  pancreatic  cancer;  and  oral  cancer. 

Recommendation  example:  There  is  insufficient  evidence  to 
recommend  for  or  against  routine  digital  rectal  examination  as 
an  effective  screening  test  for  prostate  cancer  in  asymptomatic 


men.  Transrectal  ultrasound  and  serum  tumor  markers  are  not 
recommended  for  routine  screening  in  asymptomatic  men. 
Metabolic  Disorders:  diabetes  mellitus;  thyroid  disease;  obesity; 
and  phenylketonuria. 

Recommendation  example:  An  oral  glucose  tolerance  test  for 
gestational  diabetes  mellitus  is  recommended  for  all  pregnant 
women  between  24  and  28  weeks  of  gestation.  Routine  screening 
for  diabetes  in  asymptomatic  nonpregnant  adult  patients,  using 
plasma  glucose  measurement  or  urinalysis,  is  not  recommended 
for  the  general  population,  but  it  may  be  appropriate  in  selected 
high  risk  groups. 

Infectious  Diseases:  hepatitis  B;  tuberculosis;  syphilis;  gonor- 
rhea; human  immunodeficiency  virus;  chlamydial  infection;  gen- 
ital herpes  simplex;  asymptomatic  bacteriuria,  hematuria,  and 
proteinuria. 

Recommendation  example:  Screening  for  infection  with  hu- 
man immunodeficiency  virus  (HIV)  should  be  offered  periodi- 
cally to  persons  seeking  treatment  for  sexually  transmitted  dis- 
eases, intravenous  drug  users,  homosexual  and  bisexual  men,  and 
others  at  increased  risk  of  infection.  Testing  should  also  be  of- 
fered to  pregnant  women  (or  women  contemplating  pregnancy) 
who  are  at  increased  risk  for  HIV  infection.  Testing  should  not 
be  performed  in  the  absence  of  informed  consent  and  adequate 
pretest  and  post-test  counseling.  Clinicians  should  be  careful  to 
use  proper  tests  and  qualified  laboratories.  Seropositive  persons 
require  adequate  post-test  counseling,  and  partners  should  be 
properly  notified.  Persons  with  negative  test  results  also  require 
counseling  and  repeat  testing  when  appropriate. 

Hematologic  Disorders:  anemia;  hemoglobinopathies;  and  lead 
toxicity. 

Recommendation  example:  All  infants  and  pregnant  women 
should  be  tested  for  anemia.  Routine  screening  of  other  asympto- 
matic persons  for  anemia  is  not  recommended  in  the  absence  of 
clinical  indications. 

Ophthalmologic  and  Otologic  Disorders:  diminished  visual  acu- 
ity; glaucoma;  and  hearing  impairment. 

Recommendation  example:  There  is  insufficient  evidence  to 
recommend  routine  performance  of  tonometry  by  primary  care 
physicians  as  an  effective  screening  test  for  glaucoma.  It  may  be 
clinically  prudent,  however,  to  advise  patients  aged  65  and  older 
to  be  tested  periodically  for  glaucoma  by  an  eye  specialist. 
Prenatal  Disorders:  intrauterine  growth  retardation;  pre- 
eclampsia; rubella,  Rh  incompatibility;  congenital  birth  defects; 
and  fetal  distress. 

Recommendation  example:  Fetal  heart  rate  should  be  mea- 
sured by  auscultation  on  all  women  in  labor  to  detect  signs  of 
fetal  distress.  Electronic  fetal  monitoring  should  not  be  per- 
formed routinely  on  all  women  in  labor.  It  should  be  reserved  for 
pregnancies  at  increased  risk  for  fetal  distress. 

Musculoskeletal  Disorders:  postmenopausal  osteoporosis;  and 
risk  of  low  back  injury. 

Recommendation  example:  Routine  radiologic  screening  to  de- 
tect low  bone  mineral  content  is  not  recommended.  Estrogen  re- 
placement therapy  is  discussed  in  chapter  59. 

Mental  Disorders  and  Substance  Abuse:  dementia;  abnormal  be- 
reavement; depression;  suicidal  intent;  violent  injuries;  and  alco- 
hol and  other  drug  abuse. 

Recomendation  example:  The  performance  of  routine  screen- 
ing tests  for  depression  in  asymptomatic  persons  is  not  recom- 
mended. Clinicians  should  maintain  an  especially  high  index  of 
suspicion  for  depressive  symptoms  in  those  persons  at  increased 
risk  for  depression. 

Clinical  Counseling  Services;  Counseling  services  for  patients  pay 
attention  to  the  following  specific  behavioral  pattern  goals:  pre- 
vention of  tobacco  use,  exercise  counseling,  nutrition  advice,  pre- 
vention of  motor  vehicle  injuries,  prevention  of  household  and 
environmental  injuries,  prevention  of  human  immunodeficiency 
virus  infection  and  other  sexually  transmitted  diseases,  preven- 
tion of  unintended  pregnancy,  and  the  prevention  of  dental  dis- 
ease. 
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Recommendation  example:  Tobacco  cessation  counseling 
should  be  offered  on  a regular  basis  to  all  patients  who  smoke 
cigarettes,  pipes,  or  cigars,  and  to  those  who  use  smokeless  tobac- 
co. The  prescription  of  nicotine  gum  may  be  an  appropriate  ad- 
junct for  some  patients.  Adolescents  and  young  adults  who  do  not 
currently  use  tobacco  products  should  be  advised  not  to  start. 
Immunization  and  Chemoprophylaxis  Prevention:  Immunization 
and  chemoprophylaxis  preventive  services  in  clinical  practice  in- 
clude the  following:  childhood  immunizations;  adult  immuniza- 
tions; post-exposure  prophylaxis;  estrogen  prophylaxis;  and  aspi- 
rin prophylaxis. 

Recommendation  example:  Low-dose  aspirin  therapy  should 
be  considered  for  men  aged  40  and  over  who  are  at  significantly 
increased  risk  for  myocardial  infarction  and  who  lack  contraindi- 
cations to  the  drug.  Patients  should  understand  the  potential 
benefits  and  risks  of  aspirin  therapy  before  beginning  treatment. 

In  addition  to  the  60  clinical  prevention  interventions, 
the  task  force  also  developed  seven  age-specific  periodic 
health  examination  regimens:  birth  to  18  months;  age  2 to 
6;  ages  7 to  12;  ages  13  to  18;  ages  19  to  39;  ages  40  to  64; 
and  age  65  and  older.  Each  age-specific  chart  lists  the 
leading  causes  of  death,  screening  services  to  provide,  im- 
munizations and  chemoprophylaxis  to  administer,  parent 
and/or  patient  counseling  topics,  and  events  that  the  phy- 
sician should  remain  alert  for  as  related  effects.  A time 
schedule  is  included  indicating  how  often  such  service 
should  be  provided.  Where  appropriate,  high  risk  groups 
are  identified. 

In  addition,  there  is  a chart  dealing  with  pregnant  wom- 
en. Screening  recommendations  for  the  first  prenatal  visit 
spell  out  items  to  inquire  about  during  history  taking,  ad- 
vise blood  pressure  taking  during  the  physical  exam,  and 
list  appropriate  laboratory /diagnostic  procedures  for  the 
visit.  In  addition,  tests  for  high  risk  groups  are  listed.  In 
the  first  prenatal  visit,  the  physician  should  counsel  about 
nutrition,  tobacco  use,  alcohol  and  other  drug  use,  and  the 
use  of  safety  belts.  High  risk  pregnant  women  should  be 
counseled  about  amniocentesis  and  the  risk  of  HIV  infec- 
tion. For  follow-up  prenatal  visits,  the  guide  provides  a 
time  schedule,  and  suggests  screening  for  blood  pressure 
and  urine  analysis  for  bacteriuria  and  special  tests  at  ges- 
tational ages  of  14-16  weeks,  24-28  weeks,  and  at  36 
weeks.  Counseling  covers  nutrition,  safety  belts,  and  ratio- 
nales for  future  tests.  High  risk  groups  are  counseled 
about  tobacco  use  and  alcohol  and  other  drug  use.  At  all 
visits  by  pregnant  women,  physicians  are  advised  to  be 
alert  for  signs  of  physical  abuse. 

Recommendations  for  or  against  preventive  interven- 
tions were  rated  by  the  task  force  based  on  the  strength 
and  quality  of  the  evidence  in  terms  of  study  designs.  In  1 3 
tables,  there  are  task  force  ratings  of  interventions:  A 
(good  evidence  supporting);  B (fair  evidence  supporting); 
C (poor  evidence  supporting);  D (fair  evidence  exclud- 
ing); and  E (good  evidence  excluding).  Similarly,  quality 
ratings  about  interventions  indicate  scientific  support:  I 
(at  least  one  properly  randomized  controlled  trial);  II- 1 
(well-controlled  trials  without  randomization);  II-2  (well- 
designed  cohort  or  case  control  analytic  studies);  II-3 
(multiple  time  series  with  or  without  the  intervention); 
and  III  (opinions  of  respected  authorities,  based  on  clini- 
cal experience,  descriptive  studies,  or  reports  of  expert 
committees). 

Within  this  system,  strength  of  recommendation  and 


quality  of  evidence  ratings  are  awarded  for  preventive  in- 
terventions relative  to  the  following:  breast  cancer  screen- 
ing, colorectal  cancer  screening,  diabetes  mellitus  screen- 
ing, prevention  of  sexually  transmitted  diseases  including 
HIV,  urinary  tract  disorders,  smoking  cessation  counsel- 
ing, physical  activity  counseling,  dietary  fat  counseling, 
automobile  occupant  protection  counseling,  fall  preven- 
tion among  older  persons,  prevention  of  unwanted  adoles- 
cent pregnancy,  preventive  dentistry,  and  immunizations 
and  immunoprophylaxis/chemoprophylaxis  to  prevent  se- 
lected infections. 

Practitioners  may  have  trouble  following  all  the  sug- 
gested clinical  preventive  services  recommended  for  inte- 
gration into  their  daily  office  practice.  This  Guide  resolves 
that  problem  with  a four-page  “Quick  Reference  Guide” 
which  lists  about  750  diseases/conditions  or  aspects  of 
them  in  alphabetical  order  with  the  appropriate  chapter 
indicated.  This  quick  reference  system  could  be  of  partic- 
ular use  to  the  nonprimary  care  specialists  who  want  rap- 
idly to  isolate  clinical  preventive  services  suitable  for  their 
own  practices. 

The  Guide  indicates  that  “Although  there  are  sound 
clinical  reasons  for  emphasizing  prevention  in  medicine, 
studies  have  shown  that  physicians  often  fail  to  provide 
recommended  clinical  preventive  services.”  Why?  A vari- 
ety of  reasons  exist  including  insufficient  time,  a lack  of 
reimbursement  for  preventive  services,  and  unfamiliarity 
with  procedures  and  services.  However,  even  with  those 
barriers  resolved,  clinicians  still  do  not  provide  recom- 
mended preventive  services.  Again,  why?  It  appears  that 
clinicians  are  uncertain  as  to  which  services  to  offer  to 
patients.  Recommendations  come  from  multiple  sources, 
frequently  the  recommendations  are  different,  and  confu- 
sion and  inaction  results.  Using  the  latest  information, 
this  Guide  to  Clinical  Preventive  Services  applies  the 
therapeutic  prescription  of  a 294-page  antidote  to  the  dis- 
ease and/or  condition  of  “physician  uncertainty.” 

Another  area  of  uncertainty  relates  to  the  ability  of 
physicians  to  counsel  and  to  educate  their  patients.  Medi- 
cal school  education  may  not  have  covered  those  skills  in 
any  detail.  Based  on  its  investigations,  the  task  force 
comes  up  with  ten  key  concepts  to  enhance  the  effective- 
ness of  clinicians  in  getting  their  patients  to  change  beha- 
viors. Attention  to  the  following  principles  should  allow 
physicians  to  integrate  the  clinical  preventive  measures 
into  their  physician/patient  encounters: 

1 . Develop  a therapeutic  alliance  that  is  truly  a provider-pa- 
tient partnership  to  help  patients  control  their  own  health 
choices. 

2.  Counsel  all  patients,  even  those  who  do  not  ask  questions,  in 
educational  ways  appropriate  to  their  age,  sex,  socioeconom- 
ic status  and  interpersonal  skills. 

3.  Ensure  that  patients  understand  the  dynamic  relationship 
between  behavior  and  health,  especially  their  own  risk  fac- 
tors inherent  in  the  effects  of  smoking,  lack  of  exercise,  poor 
nutrition  or  other  lifestyle  factors. 

4.  Work  with  patients  to  assess  barriers  to  behavior  change 
such  as  lack  of  skills,  motivation,  resources,  and  social  sup- 
port. Help  your  patients  to  find  ways  to  overcome  the  barri- 
ers. 

5.  Gain  commitment  from  patients  to  change  by  helping  them 
to  understand  and  to  agree  that  their  behaviors  are  signifi- 
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cantly  related  to  health  outcomes.  This  is  critical  if  counsel- 
ing and  education  is  to  be  relevant. 

6.  Involve  patients  in  selecting  priority  risk  factors  to  change 
realizing  that  too  much  at  once  may  overwhelm  the  patient. 
Take  on  one  problem  at  a time.  Remember  that  initial  suc- 
cess breeds  later  success. 

7.  Use  a combination  of  strategies  combining  individual  coun- 
seling, group  classes,  audiovisual  aids,  written  materials  and 
community  resources.  However,  do  not  substitute  slick  leaf- 
lets or  videotapes  for  your  own  verbal  communication  with 
the  patient.  Numerous  studies  demonstrate  that  individual 
attention  and  feedback  from  the  physician  is  the  most  useful 
strategy  in  changing  patient  knowledge  and  behavior. 

8.  Design  a behavior  modification  plan  that  can  include  a writ- 
ten action  program,  time  limited  goals  and  objectives,  in- 
structional materials  and  a reward  mechanism.  Remember 
that  patients  may  recall  only  50  percent  of  what  is  said  and 
that  lifestyle  recommendations  are  not  as  memorable  as 
medication  regimens.  Also  remember  that  patients  feel  re- 
warded when  their  physician  compliments  them  on  their 
achievements.  Recall  how  school  children  competed  for  the 
teacher’s  gold  star. 

9.  Monitor  progress  through  follow-up  appointments  or  tele- 
phone calls.  Reinforce  success  through  positive  verbal  feed- 
back. If  needed,  refer  patients  to  community  agencies,  self- 
help  groups  and  seek  support  from  the  family  and  friends. 
Try  to  progressively  transfer  responsibility  for  self  care  to 
the  patient. 

10.  Involve  your  office  staff  in  creating  a team  approach  to  pa- 
tient education.  Receptionists  can  encourage  patients  to 
read  materials  in  the  reception  room.  All  staff  should  com- 
municate consistent  positive  health  messages.  Consider  cre- 
ating a patient  education  committee  to  generate  program 
ideas  and  to  promote  staff  and  patient  commitment. 

These  key  concepts  to  induce  behavior  change  also  in- 
clude a critical  caveat  for  the  attending  physician,  whom 


the  patients  see  as  a role  model.  A physician  who  smokes, 
is  overweight,  and  does  not  exercise  may  find  it  uncom- 
fortable to  counsel  patients  in  those  areas.  “Physicians 
who  both  practice  and  preach  prudent  health  behavior 
should  be  better  able  to  foster  health  within  themselves 
and  their  patients.” 

Apparently,  there  is  a great  deal  of  material  in  the 
Guide  to  Clinical  Preventive  Services  that  instinctively  in- 
teracts with  this  reviewer’s  almost  40  years  of  working  ex- 
perience in  the  health  care  system.  Even  our  proverbs  sup- 
port the  contention  that  prevention  is  the  way  to  go  in  life 
and  in  medicine:  “A  stitch  in  time  saves  nine,”  or  “An 
ounce  of  prevention  is  worth  a pound  of  cure.” 

Hopefully,  some  aspect  of  this  review  will  stimulate  rea- 
ders’ intellectual  curiosity  to  beg,  borrow,  or  steal  a copy 
of  this  book.  Of  course,  there  may  be  disagreements  about 
some  of  the  specific  clinical  preventive  interventions.  That 
is  not  the  major  issue.  Those  can  be  corrected  easily  and 
there  will  always  be  periodic  updating  of  the  material. 

What  is  important  is  the  initiative  and  attention  to  the 
broad  scope  of  clinical  preventive  measures  to  be  integrat- 
ed into  the  everyday  armamentarium  of  the  practicing 
physician.  If  that  attitudinal  and  behavioral  change  can 
be  effected  in  practice  and  in  the  health  care  educational 
system,  the  US  health  care  system  will  be  moving  in  the 
right  direction.  A system  emphasizing  clinical  preventive 
services  will  also  contain  costs,  provide  curing  and  caring, 
and  meet  the  social  and  emotional  needs  of  people. 

ALLEN  D.  SPIEGEL,  PhD 
State  University  of  New  York 
Health  Science  Center  of  Brooklyn 
Brooklyn,  NY  1 1203 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  October  1989  issue  o/ Epidemiology 
Notes  (FoA  4,  No.  10),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Breast  cancer  detection  and  counseling 
program 

Breast  cancer  is  a major  cause  of  illness  and  death 
among  women.  In  New  York  State  alone,  nearly  10,000 
new  cases  are  diagnosed  each  year  and  approximately 
4,000  women  die  from  breast  cancer  annually.  A wealth  of 
scientific  evidence  suggests  that  increased  use  of  screening 
mammography  would  significantly  reduce  the  number  of 
breast  cancer  deaths.  While  white  women  experience 
higher  incidence  rates  than  minority  women,  black  wom- 
en suffer  a similar  number  of  mortalities,  with  a lower  five 
year  survival  rate.  This  disparity  is  believed  to  be  attribut- 
able to  social  and  environmental  factors  that  could  be  ad- 
dressed through  education,  increased  access  to  low  cost 
screening  programs,  and  improved  referral  and  follow-up 
systems  to  ensure  early  diagnosis  and  prompt  treatment. 

The  New  York  State  Legislature  appropriated  funding 
to  establish  the  Breast  Cancer  Detection  and  Counselling 
Program  in  1987-88  to  support  projects  in  counties  with 
the  highest  quartile  of  breast  cancer  incidence  or  mortal- 
ity, or  where  the  population  is  at  least  10%  black.  Each 
project  provides  breast  cancer  detection  and  counselling 
programs  including  outreach,  clinical,  mammographic 
and  education  services,  and  referral  and  follow-up  target- 
ed to  minority  populations  with  inadequate  access  to  pre- 
ventive health  care.  Additionally,  the  projects  helped  es- 
tablish and  participated  in  a statewide  service  referral 
network  among  local  cancer  providers. 

A Request  for  Application  was  distributed  to  hospitals, 
diagnostic  and  treatment  centers,  health  maintenance  or- 
ganizations, local  health  departments,  voluntary  organi- 
zations, and  cancer  programs  sponsored  by  the  American 
Cancer  Society,  National  Cancer  Institute,  and  the 
American  College  of  Surgeons  in  the  23  eligible  New 
York  State  counties.  Of  the  46  applications  submitted, 
eight  were  funded  at  approximately  $100,000  each.  The 
awards  were  granted  to:  Roswell  Park  Memorial  Institute 
(Erie  County),  Onondaga  County  Health  Department 
(Onondaga  County),  Albany  Medical  Center  Hospital/ 
Whitney  Young  Neighborhood  Health  Center  (Albany 
County),  Westchester  County  Health  Department 
(Westchester  County),  St.  Luke’s- Roosevelt  Hospital 
Center  (New  York  County),  Kings  County  Hospital/ 
Cumberland  Neighborhood  Family  Care  Center  (Kings 
County),  Queens  Hospital  (Queens  County),  and  Nassau 
County  Health  Department  (Nassau  County). 

Funded  projects  are  managed  by  the  Bureau  of  Adult 
and  Gerontological  Health,  evaluated  by  the  Bureau  of 
Cancer  Epidemiology,  and  monitored  for  mammographic 


quality  assurance  by  the  Bureau  of  Radiation  Protection. 
A Client  Intake  Form  was  developed  for  all  the  projects  to 
use  in  order  to  ensure  uniform  reporting.  Collected  infor- 
mation on  demographics,  breast  health  status  and  service 
outcome  data  are  then  included  in  a statewide  data  base. 
The  demographics  are  consistent  with  data  collected  by 
the  New  York  State  Cancer  Registry  to  enable  long  term 
follow-up  for  breast  cancer  incidence  and  mortality.  Re- 
porting requirements  include  the  completion  of  quarterly 
reports  that  summarize  patient  contacts,  outreach  and 
education  activities.  Despite  a six-month  delay  from  the 
time  funding  was  awarded  and  contracts  approved,  nearly 
2800  women  were  screened  for  breast  cancer  by  June  30, 
1989. 

Each  project  is  unique.  For  example,  Nassau  County 
Department  of  Health  has  breast  screening  services  in- 
cluding mammography  in  two  of  its  clinics,  while  West- 
chester County  Health  Department  sponsors  screening 
clinics  in  community-based  sites,  and  refers  clients  to  ra- 
diologists who  provide  free  or  low-cost  mammography. 
Onondaga  County  Health  Department  screens  patients 
through  its  own  Women’s  Health  Outreach  clinics,  but 
has  negotiated  contracts  with  four  providers  who  perform 
mammograms  for  indigent  patients. 

Hospital  based  programs  also  differ.  Roswell  Park  Me- 
morial Institute  has  a van,  the  Health  Express,  that  edu- 
cates and  provides  clinical  breast  examination  to  target 
neighborhoods,  and  all  radiologic  services  are  provided 
through  Roswell  Park’s  cancer  screening  program. 
Queens  Hospital’s  project  is  based  in  a multi-service  com- 
munity center,  and  both  Kings  County  and  Albany  Medi- 
cal Center  have  components  at  neighborhood  health  care 
centers,  while  the  St.  Luke’s-Roosevelt  project  is  entirely 
hospital  based.  Through  the  projects’  different  approach- 
es, the  Health  Department  can  compare  the  effectiveness 
of  different  strategies  to  encourage  breast  screening  in  mi- 
nority women. 

In  addition  to  the  appropriation  to  project  funding, 
monies  were  provided  to  implement  a statewide  mammog- 
raphy awareness  campaign,  A Mammogram  Can  Be  Your 
Breast  Friend.  The  campaign  began  in  October  1989,  in 
conjunction  with  National  Breast  Cancer  Awareness 
Month,  and  emphasizes  the  life-saving  benefit  of  mam- 
mography. It  provides  a toll-free  number  for  additional 
information.  Calls  are  answered  by  operators  from  Ros- 
well Park  Memorial  Institute’s  Can  Dial  Program,  who 
have  been  trained  to  give  information  and  referrals. 

For  more  information  about  the  Breast  Cancer  Detec- 
tion and  Counseling  Program,  contact  the  Cancer  Preven- 
tion Services  Program,  (518)  474-1222.  For  a Mammo- 
gram Can  Be  Your  Breast  Friend  poster  or  brochure, 
contact  the  Bureau  of  Health  Promotion,  (518)  474-5370. 


Vital  statistics  of  New  York  State 

The  birth  rate  is  rising  in  New  York  State  for  the  first 
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time  since  the  early  1970s  when  post-World  War  II  baby 
boomers  started  bearing  children  (Fig  1).  In  1987,  the 
birth  rate  in  New  York  was  15.2  births  per  1,000  popula- 
tion, the  highest  rate  since  the  15.4  per  1,000  recorded  in 
1971  and  up  3.2%  from  1986.  In  absolute  numbers,  there 
were  271,355  births  statewide  in  1987,  the  greatest  num- 
ber since  the  1971  total  of  238,562. 

This  trend  appears  in  virtually  all  areas  of  the  state, 
although  it  is  most  striking  in  New  York  City,  where  the 
birth  rate  was  16.7  per  1,000.  Rates  in  New  York  City 
ranged  from  20.0  in  the  Bronx,  to  1 8.8  in  Brooklyn,  to  14.8 
in  Queens  and  Staten  Island,  to  1 3.9  in  Manhattan.  Over- 
all, outside  the  city,  the  rate  was  14.1  per  1,000.  Counties 
in  the  Lake  Ontario  basin,  from  Orleans  and  Genesee  east 
to  Jefferson  and  Lewis,  also  contributed  to  the  increased 
birth  rate,  virtually  all  with  rates  above  the  state  average. 

These  birth  rates  are  reported  in  the  annual  Vital  Sta- 
tistics of  New  York  State,  a compilation  of  data  from 
birth,  death,  marriage  and  divorce  records  filed  with  state 
and  local  registrars. 

The  death  toll  from  AIDS  continued  to  climb  in  1987. 
AIDS  became  the  leading  killer  of  New  Yorkers  between 
the  ages  of  20  and  44.  AIDS  accounted  for  2,723  deaths  in 
this  age  group,  18%  of  the  total.  Seventeen  percent  of 
white  deaths  in  this  age  group  resulted  from  AIDS,  as  well 
as  21%  of  black  deaths.  Cancer  was  the  second  leading 
cause  of  death  in  this  group  with  1,705  deaths,  1 1%  of  the 
total. 

Overall,  heart  disease  continued  to  be  the  leading  cause 
of  death  among  all  New  Yorkers  in  1987.  However,  fewer 
people  died  from  the  disease  than  in  previous  years.  In 
1987,  66,490  New  Yorkers  died  of  heart  disease  which 
represents  a death  rate  of  372  per  100,000  population,  the 
lowest  rate  since  1939. 

This  annual  report  also  provides  a snapshot  of  New 
York  State  vital  statistics.  Figure  2 shows  the  daily  aver- 
ages for  each  recorded  event.  Daily,  743  births  and  470 
deaths  occur,  on  the  average,  in  New  York  State.  Each 
day  New  York  can  expect  161  teenage  pregnancies,  13 
accidental  deaths  and  ten  deaths  as  a result  of  AIDS. 

Other  statistical  highlights  include: 

• In  1987,  the  percentage  of  babies  born  weighing  less 
than  2,500  grams  (low  birth  weight)  rose  to  7.6%, 
the  highest  level  since  1979.  This  was  the  second 
increase  in  two  years  and  marks  the  end  of  the  con- 
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FIGURE  1.  Live  birth  rate;  New  York  State,  New  York  City,  Upstate  New 
York,  1967-1987. 


FIGURE  2.  Daily  average  of  vital  statistics  in  New  York  State,  1987. 


tinuous  downward  trend  observed  between  1977 
and  1985. 

• After  years  of  decline,  the  infant  mortality  rate  has 
flattened  out  and  even  begun  to  increase  again.  The 
statewide  infant  mortality  rate  (babies  per  1,000 
births  who  die  before  one  year)  increased  from  10.6 
in  1986  to  10.7  in  1987.  The  infant  mortality  rate  in 
areas  outside  of  New  York  City  actually  declined 
from  9.2  to  9.0,  while  the  rate  in  New  York  City 
increased  from  12.4  to  12.7.  The  infant  mortality 
rate  for  blacks  continues  to  be  about  twice  that  for 
whites,  17.5  and  7.9,  respectively.  The  national  in- 
fant mortality  rate  in  1987  was  10.0. 

• The  mean  age  at  death  for  men  is  decreasing,  while 
the  age  for  women  is  increasing.  The  median  age  of 
male  decedents  decreased  from  70.6  in  1986  to  70.3 
in  1987.  The  median  age  of  female  decedents  went 
from  78.0  to  78.2. 

• Whites  live  significantly  longer  than  blacks.  The 
median  age  of  white  decedents  was  76.5  compared 
to  62.4  for  blacks.  This  is  true  for  both  men  (whites 
had  a median  death  age  of  72.9  compared  with  57.4 
years  for  black  males)  and  women  (white  women 
had  a median  death  age  of  80.0,  compared  with  67. 1 
for  blacks). 

• The  median  age  for  first-time  brides  and  grooms 
rose  between  1 986  and  1987.  For  brides,  the  median 
age  rose  from  24.1  to  24.4  years  and  for  grooms 
from  25.8  to  26.2  years. 
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• The  median  length  of  marriages  ending  in  divorce 
dropped  from  7.3  to  7.2  years  between  1986  and 
1987,  a trend  noted  since  1984. 

Vital  Statistics  of  New  York  State  is  available  from 
Production  Systems  Management,  Vital  Statistics  Sec- 
tion, (518)  474-3069. 


Vibrio  vuinificus  in  raw  oysters 

During  1988,  45  cases  of  Vibrio  vulnificus  illness  were 
reported  to  health  authorities  in  the  United  States.  Twen- 
ty-five cases  were  related  to  known  raw  oyster  consump- 
tion and  12  cases  involved  wound  infections.  A total  of  17 
deaths  were  reported  and  1 1 of  these  (64%)  were  related 
to  raw  oyster  consumption. 

Vibrio  vulnificus  occurs  naturally  in  the  marine  envi- 
ronment and  is  considered  to  be  an  opportunistic  pathogen 
in  individuals  having  compromised  immune  systems  or 
medical  disorders.  Vibrio  vulnificus  illness  generally 
causes  a rapid  onset  of  symptoms  that  include  fever,  chills, 
nausea,  vomiting  and  abdominal  pain,  usually  occurring 
approximately  16  hours  after  shellfish  consumption  in 
healthy  individuals.  As  these  symptoms  are  not  unusual 
for  many  illnesses,  careful  questioning  of  the  patient  re- 
garding recent  shellfish  consumption  is  important. 

Cases  of  Vibrio  vulnificus  have  not  been  reported  in 
New  York  State,  but  it  is  possible  that  cases  may  be  going 
undetected.  In  general,  all  individuals  who  consume  raw 
or  inadequately  cooked  oysters  are  susceptible  to  vibrio 
infection.  Individuals  with  liver  disease,  compromised  im- 
mune systems  and / or  those  being  treated  for  stomach  acid 
disorders  face  a higher  risk  of  serious  complications  from 
Vibrio  vulnificus.  These  individuals  should  be  advised  not 
to  eat  raw  shellfish.  Since  normal  cooking  procedures  kill 
the  organism,  these  people  may  continue  to  eat  cooked 
shellfish.  These  high  risk  groups  may  develop  primary 
septicemia  in  association  with  a Vibrio  vulnificus  infec- 
tion with  a mortality  rate  of  greater  than  50%. 

Physicians  should  not  wait  for  confirmation  of  diagno- 
sis before  administering  an  antibiotic  because  death  of  the 
compromised  individual  may  occur  within  48  to  72  hours 
of  contracting  the  organism.  Possibly  compromised  indi- 
viduals would  include  persons  with  liver  disease  or  other 
diseases  with  possible  or  definite  hepatic  involvement, 
such  as  alcoholism  or  malignancy;  persons  with  therapeu- 
tically or  naturally  low  gastric  acid;  a compromised  im- 
mune system.  Tetracycline  is  the  antibiotic  of  choice. 
Rapid  treatment  using  appropriate  antibiotics  significant- 


ly improves  the  chance  of  survival  of  affected  patients. 
Cases  of  confirmed  Vibrio  vulnificus  illness  should  be  re- 
ported to  the  local  health  department. 


Prevention  of  disabilities 

Current  estimates  show  that  about  2.3  million  people, 
12%  of  the  state’s  population,  have  severe  or  moderate 
limitations  that  would  classify  them  as  disabled.  National 
estimates  indicate  that  as  many  as  20-30%  of  the  disabil- 
ities could  be  prevented  with  the  application  of  current 
measures.  Today’s  spiraling  health  costs,  coupled  with  the 
financial  and  emotional  toll  of  disabilities  on  the  families 
of  those  affected,  make  it  imperative  that  more  efforts  be 
directed  toward  prevention. 

New  York  is  one  of  nine  states  to  receive  funding  from 
the  US  Centers  for  Disease  Control  to  establish  a state- 
wide program  of  disability  prevention.  A Disability  Pre- 
vention Program  has  been  created  within  the  Depart- 
ment’s Office  of  Public  Health  (OPH).  Categories  of 
disabilities  to  be  addressed  include  prevention  of  disabil- 
ities as  a result  of  injuries,  developmental  disabilities,  and 
secondary  disabilities. 

The  program  will  focus  on  specific  preventable  disabil- 
ities identified  by  incidence/prevalence,  functional  im- 
pact and  amenability  to  prevention.  Preventive  action 
plans  will  be  developed  through  a process  that  will  involve 
agency-wide  resources  and  expertise,  representatives  of 
other  state  agencies  and  interested  organizations  and  ex- 
perts outside  of  the  state  government.  A State  Disability 
Prevention  Council  is  being  assembled  by  the  Department 
of  Health  to  advise  on  the  development  of  a strategic  plan 
for  prevention  and  to  mobilize  public,  private,  and  volun- 
tary agencies  and  organizations  to  implement  disability 
prevention  projects. 

The  Disability  Prevention  Program  will  function  within 
the  Center  for  Community  Health,  Division  of  Epidemiol- 
ogy. The  Program  Director  is  Susan  J.  Standfast,  MD, 
MPH.  Many  units  within  OPH  will  participate  in  this  pri- 
ority initiative  through  provision  of  technical  support,  ac- 
cess to  data  and  assistance  with  the  development  of  back- 
ground papers.  The  visibility  and  impact  of  this  program 
will  be  enhanced  through  relationships  with  other  state 
and  outside  agencies  and  individuals. 

Questions  may  be  directed  to  Fran  Stevens,  Disability 
Prevention  Program  Coordinator,  at  (518)  474-2018.  The 
Disability  Prevention  Program  is  located  in  Room  621, 
Corning  Tower,  Empire  State  Plaza,  Albany,  NY  12237- 
0608. 
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BOOK  REVIEWS 


THE  PEDIATRIC  NEUROSURGICAL 
PATIENT:  A COOPERATIVE  APPROACH 

Edited  by  L.  P.  Ivan,  MD.  323  pp,  illus- 
trated. St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1989.  $49.50  (paperback) 

The  Pediatric  Neurosurgical  Pa- 
tient: A Cooperative  Approach  is  edit- 
ed, and  largely  written,  by  L.  P.  Ivan, 
MD,  former  Chairman  of  Neurosurgery 
at  the  University  of  Ottawa  School  of 
Medicine,  and  H.  Hugenholtz,  MD,  As- 
sociate Professor  of  Neurosurgery  at 
the  University  of  Ottawa  School  of 
Medicine.  Nine  other  individuals  in  dif- 
ferent specialty  areas  also  contribute  to 
the  18  chapters  which  span  most  of  the 
important  areas  in  pediatric  neurosur- 
gery. 

Most  chapters  are  succinctly  and 
briefly  structured  as  topic  reviews,  and 
include  such  important  subjects  as  tu- 
mors of  the  central  nervous  system  and 
vascular  lesions  of  the  nervous  system. 
Other  topics  covered  include  hydro- 
cephalus, nervous  system  infections, 
head  trauma,  craniosynostosis,  and 
functional  neurosurgery.  Certain  other 
important  topics  discussed  in  this  book, 
but  usually  omitted  from  similar  works, 
include  special  needs  of  the  child,  fam- 
ily and  staff,  pediatric  clinical  neuro- 
psychology, and  pediatric  neurosurgi- 
cal nursing.  A number  of  potentially 
important  subjects  are  not  addressed, 
including  AIDS  and  the  pediatric  age 
group,  and  bioethical  considerations  in 
the  treatment  of  children  with  malig- 
nant and  other  diseases.  Many  useful 
and  easy  to  comprehend  tables,  radio- 
graphs, and  scans  are  included.  An  ad- 
dendum section  on  magnetic  resonance 
imaging  scanning  has  been  included, 
but  is  flawed  by  typographical  errors, 
uncommon  in  the  other  sections  of  the 
book.  Limited  references  are  supplied 
at  the  conclusion  of  each  chapter. 
While  many  of  the  references  are  dated, 
they  do  serve  to  direct  the  reader  to  oth- 
er, more  comprehensive  works. 

The  book  is  quite  readable  and  is 
written  in  a direct  and  factual  manner, 
electing  to  avoid  controversial  areas 
which  might  mislead  or  confuse  some 
readers.  It  covers  a tremendous  amount 
of  useful  information  in  a clear  and  con- 
cise way.  The  book  is  most  heartily  rec- 
ommended to  medical  students  and 
nursing  students  doing  clinical  rota- 
tions on  pediatric  neurology  or  neuro- 


surgery services,  or  house  officers  in  pe- 
diatrics, pediatric  neurology,  and 
neurosurgery.  Pediatric  critical  care 
nurses  and  therapists  should  also  find 
the  book  to  be  of  particular  interest. 
However,  it  simply  does  not  contain  the 
depth  and  breadth  necessary  to  make  it 
a valuable  reference  work  for  practic- 
ing neurosurgeons  or  senior  house  offi- 
cers. 

Although  there  are  already  a number 
of  excellent  standard  textbooks  of  pedi- 
atric neurosurgery  available,  including 
D.  D.  Matson’s  Neurosurgery  of  Infan- 
cy and  Childhood  (1969),  the  section 
on  pediatric  neurosurgery  of  the  Amer- 
ican Association  of  Neurological  Sur- 
geons’ Surgery  of  the  Developing  Ner- 
vous System  (1982),  and  T.  H. 
Milhorat’s  Pediatric  Neurosurgery 
(1978),  this  book’s  readable  style,  light 
weight,  soft  cover,  and  ample  illustra- 
tions give  it  a special  role.  It  is  a book 
which  should  not  be  filed  away  in  a li- 
brary for  occasional  use,  but  should  be 
readily  available  for  ward  consultation, 
and  handed  on  from  student  to  student. 
Despite  its  relatively  high  cost,  it  is  a 
good  investment  for  those  clinicians 
and  ancillary  staff  members  involved  in 
the  care  of  pediatric  neurosurgical  pa- 
tients. 

LAWRENCE  B.  LEHMAN,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 


PEDIATRIC  PULMONARY  DISEASE 

Edited  by  J.  Thomas  Stocker,  MD.  273 
pp,  illustrated.  New  York,  Hemisphere 
Publishing  Corporation,  1989.  $45.00 
(hardcover) 

The  pathology  of  neonatal  and  pedi- 
atric pulmonary  diseases  is  given  little 
attention  in  the  modern  medical  school 
curriculum  or  in  general  textbooks  of 
neonatology,  pediatrics,  and  pathology. 
Many  first-rate  medical  centers  still 
lack  pathologists  with  experience  and 
interest  in  pediatric  pathology,  and  cli- 
nicians themselves  seem  to  be  losing  in- 
terest in  learning  from  postmortem  ex- 
aminations. For  example,  death 
certificates  list  “prematurity”  or  “hya- 
line membrane  disease”  as  the  primary 
cause  of  death  in  premature  infants  de- 
spite the  fact  that  dozens  of  other  spe- 
cific lung  disorders,  albeit  rare,  might 


be  detected  by  autopsy.  As  a result,  to- 
day’s medical  students  are  exposed  to 
the  most  advanced  concepts  of  molecu- 
lar biology,  but  graduate  with  the  most 
primitive  notions  of  human  anatomy 
and  physiology.  Moreover,  they  are  ea- 
ger to  use  imprecise  diagnostic  tools 
such  as  new  imaging  techniques,  endos- 
copy, and  lung  lavage,  and  leave  histo- 
ry-taking and  physical  examination  to 
computers  and  nonphysicians.  If  these 
trends  continue,  modern  medicine  may 
become  exemplified  by  a recent  com- 
ment made  by  a pediatric  resident  who 
claimed  that  the  physical  examination 
of  a patient  should  be  deferred  until  the 
CT  and  MRI  scans  have  indicated 
which  part  of  the  body  should  be  exam- 
ined! 

Fortunately,  remedial,  if  vicarious, 
education  is  possible  for  the  individual 
interested  in  the  pathology  of  pediatric 
pulmonary  disease,  and  one  of  the  best 
places  to  start  is  to  read  this  slim  vol- 
ume. This  seven-chapter  multiauthored 
monograph  is  devoted  exclusively  to 
this  topic,  and  each  chapter  assembles 
important  information  that  is  unavail- 
able in  any  other  single  text. 

The  first  two  chapters  are  devoted  to 
pulmonary  embryology  and  to  congeni- 
tal lung  malformations.  In  both  chap- 
ters, lung  development  is  described  in 
classic  terms  put  forth  by  Reid,  which 
focus  mainly  on  epithelial  development. 
One  wishes  that  there  were  more  dis- 
cussion here  about  the  dynamic  interac- 
tions between  these  cells  and  lung  vas- 
cular, interstitial,  and  neuroendocrine 
maturation  as  well. 

A comprehensive  and  well-written 
review  of  the  pulmonary  hypoplasia 
syndromes  which  challenges  traditional 
tenets  is  provided  in  chapter  two.  We 
learn,  for  example,  that  up  to  50%  of 
infants  with  fatal  pulmonary  hypopla- 
sia do  not  have  a history  of  oligohy- 
dramnios, and  that  pulmonary  hypo- 
plasia and  structural  immaturity  of  the 
lung  are  not  synonymous. 

Three  chapters  are  devoted  to  ac- 
quired neonatal  problems  and  the  long- 
est of  these  is  a chapter  on  hyaline 
membrane  disease  and  its  sequela, 
bronchopulmonary  dysplasia  (BPD). 
In  this  chapter,  the  editor  offers  an  in- 
novative and  testable  conceptual 
framework  with  which  to  view  the  pa- 
thology of  BPD.  In  addition,  there  is 
new  information  about  the  cardiac  and 
systemic  vascular  abnormalities  seen  in 
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these  infants. 

Another  chapter  discusses  how  me- 
chanical ventilation  with  positive  pres- 
sure produces  interstitial  air  dissection 
in  premature  infants  with  respiratory 
failure.  The  author  concludes  that,  as  in 
adults,  alveolar  rupture  causes  this 
problem.  However,  data  from  prema- 
ture animal  models  indicate  that  it  is 
the  terminal  bronchioles  which  rupture 
early  and  lead  to  this  problem. 

Other  chapters  deal  with  unusual 
pulmonary  venous  and  lymphatic  dis- 
eases, rare  tumors  of  the  lung  and  chest, 
and  the  pulmonary  consequences  of 
HIV  infection.  All  of  the  chapters  in- 
clude useful  tables  and  figures,  and 
most  contain  many  photomicrographs 
which  usually  appear  on  the  same  page 
as  the  appropriate  text.  The  illustra- 
tions are  in  black  and  white,  and  it  is 
sometimes  difficult  to  see  important  de- 
tails in  the  photographs  of  gross  speci- 
mens. Finally,  as  with  other  pathology 
texts,  there  is  little  discussion  about  the 
clinical  or  physiological  abnormalities 
that  accompany  these  disorders.  Over- 
all, it  is  a fine  review  of  selected  topics 
in  pediatric  pulmonary  pathology.  It 
should  prove  useful  to  the  pathologist 
and  to  those  who  practice  and  teach 
perinatology,  neonatology,  and  pediat- 
rics. 

THOMAS  HAZINSKI,  MD 
Vanderbilt  University  School  of  Medicine 
Nashville,  TN  37232 


BRONCHOPULMONARY  DYSPLASIA 

Edited  by  Eduardo  Bancalari,  MD,  and 
J.  Thomas  Stocker,  MD.  441  pp,  illus- 
trated. New  York,  Hemisphere  Pub- 
lishing Corp,  1988.  $79.50  (hardcover) 

Bronchopulmonary  dysplasia  (BPD) 
is  a chronic  obstructive  pulmonary  dis- 
ease which  occurs  predominantly  in  in- 
fants of  less  than  29  weeks’  gestation 
who  need  treatment  for  respiratory  fail- 
ure. Because  of  the  increasing  survival 
rates  of  these  premature  infants,  and 
because  of  a high  rate  of  prematurity  in 
the  United  States,  the  disorder  is  now 
the  most  frequent  chronic  pulmonary 
disorder  of  infancy.  Its  pathogenesis 
and  treatment  include  virtually  every 
known  mechanism  of  lung  injury  and 
repair.  It  is  therefore  appropriate  that 
the  planners  of  an  annual  symposium 
devoted  to  pediatric  pulmonary  medi- 
cine chose  BPD  as  their  inaugural  topic 
in  1986.  This  multiauthored  text  is  a 
summary  of  this  first  symposium,  and 


because  of  the  multifactorial  nature  of 
BPD,  not  one  of  the  27  chapters  in  this 
book  can  be  said  to  be  inappropriate. 
Indeed,  although  the  book  is  entitled 
“Bronchopulmonary  Dysplasia,”  this 
ambitious  work  surveys  virtually  the 
entire  field  of  neonatal  lung  injury  and 
lung  development.  For  the  most  part, 
each  chapter  is  written  by  individuals 
who  continue  to  make  substantial  con- 
tributions to  the  field,  and  the  chapters 
themselves  are  meticulously  referenced 
and  nicely  illustrated. 

When  viewed  from  the  perspective  of 
early  1 990,  it  is  clear  that  the  year  1 986 
was  thought  to  be  pivotal  for  the  under- 
standing of  BPD.  That  year,  there  was 
new  hope  that  advances  in  biochemis- 
try, cell  biology,  and  animal  modelling 
would  soon  lead  to  a better  understand- 
ing of  the  mechanisms  of  lung  injury 
and  repair.  Chapters  are  therefore  de- 
voted to  thoughtful  reviews  of  the  role 
of  oxidant  injury,  lung  barotrauma, 
specific  nutrient  deficiencies,  inflam- 
matory mediators,  and  acquired  vascu- 
lar disease.  Although  much  has  been 
learned,  the  complex  interaction  be- 
tween these  factors  and  the  immature 
lung  remains  poorly  understood. 

This  volume  also  captures  the  wide- 
spread enthusiasm  for  new  therapies 
which  would  prevent  or  reduce  this  vex- 
ing disease.  In  1986,  preliminary  clini- 
cal trials  of  surfactant  replacement  and 
high  frequency  ventilation  suggested 
that  the  incidence  and  severity  of  BPD 
could  be  reduced.  Unfortunately,  sub- 
sequent clinical  trials  of  these  therapies 
have  been  unable  to  confirm  these  re- 
sults. Indeed,  it  is  likely  that  surfactant 
replacement  therapy,  if  widely  adopted, 
will  increase  the  prevalence  of  BPD  as  a 
consequence  of  increased  survival  rates 
for  very  low  birth  weight  infants. 

Similarly,  in  1986  there  appeared 
preliminary  data  which  seemed  to  dis- 
pel the  prevailing  notion  that  BPD  was 
the  inevitable  consequence  of  neonatal 
survival  and  lung  immaturity.  Instead, 
some  argued,  differences  in  BPD  inci- 
dence existed  which  might  be  explained 
by  differences  in  the  clinical  care  prac- 
tices of  individual  nurseries.  Although 
this  provocative  report  prompted  clini- 
cians to  reexamine  their  clinical  care 
policies,  more  recent  epidemiologic 
data  have  not  yet  supported  this  possi- 
bility, and  the  overwhelming  predispos- 
ing factors  to  BPD  remain  low  birth 
weight  and  lung  immaturity. 

A special  strength  of  this  volume  is 
that  it  contains  a wealth  of  pathologic 
studies  of  acute  and  chronic  BPD  which 
have  been  artfully  assembled  by  Dr 


Stocker  from  material  at  the  Armed 
Forces  Institute  of  Pathology.  These 
studies  indicate  that  the  key  morpho- 
logic abnormality  of  BPD  is  focal  squa- 
mous metaplasia  of  small  conducting 
airways,  but  other  abnormalities  seen  in 
BPD  patients  are  similar  to  those  seen 
in  patients  with  congestive  heart  failure 
and  with  chronic  asthma.  These  obser- 
vations formed  the  basis  for  clinical  tri- 
als of  diuretic,  bronchodilator,  and  cor- 
ticosteroid therapy;  the  results  of  these 
early  studies  are  presented  in  the  text. 

In  short,  despite  the  passage  of  time 
and  its  cost,  this  comprehensive  work  is 
a welcome  and  valuable  addition  to  the 
literature  of  BPD  and  to  pediatric  pul- 
monary medicine  in  general. 

THOMAS  HAZINSKI,  MD 
Vanderbilt  University  School  of  Medicine 
Nashville,  TN  37232 


TOXICOLOGIC  AND  PHARMACOLOGIC 
PRINCIPLES  IN  PEDIATRICS 

Edited  by  Sam  Kacew,  MS,  PhD,  and  Si- 
mon Lock,  MS,  PhD.  314  pp,  illustrated. 
New  York,  Hemisphere  Publishing 
Corp,  1988.  $59.50  (hardcover) 

This  is  the  first  edition  of  a textbook 
published  by  a pharmacologist  and 
toxicologist  with  the  help  of  14  contrib- 
utors. The  authors  state  in  the  preface 
that  the  text  is  written  primarily  for  the 
benefit  of  pharmacologists,  toxicol- 
ogists, and  other  health  scientists,  al- 
though they  state  that  clinicians,  in- 
cluding obstetricians,  neonatologists, 
and  pediatricians,  may  find  many  areas 
of  the  book  particularly  helpful.  This 
300-page  effort  includes  12  chapters 
which  discuss  various  aspects  of  pediat- 
ric and  neonatal  pharmacology  and 
toxicology.  Included  are  chapters  on  in 
utero  drug  exposure  and  its  effects  on 
reproductive  function,  pulmonary  sur- 
factant development  and  its  modulation 
by  pharmacologic  influences,  analgesic 
embryopathy,  and  the  influence  of  ma- 
ternal substance  abuse  on  the  develop- 
ing fetus.  There  are  also  three  chapters 
that  discuss  the  environmental  toxins 
lead,  chlordecon,  and  hydrocarbons. 

There  are  many  outstanding  sections 
in  this  textbook.  Included  among  these 
are  many  well-outlined  tables  delineat- 
ing factors  affecting  placental  transfer 
of  drugs,  relationships  between  drugs 
and  developmental  stages,  and  effects 
of  drugs  on  the  fetus.  These  tables  out- 
line the  authors’  thoughts  and  make  for 
a clear  presentation.  The  chapter  on  an- 
algesic embryopathy  and  chemically  in- 
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duced  cataracts  is  extremely  well  writ- 
ten, and  provides  a balance  of  clinical 
and  basic  science  aspects  of  the  study  of 
drug  effects  on  the  developing  infant. 

The  textbook  appears  to  have  several 
minor  shortcomings.  As  is  often  the 
case  with  textbooks  written  by  multiple 
contributors,  there  is  a tendency  for  an 
unevenness  in  the  writing,  with  varying 
degrees  of  emphasis  on  clinical  versus 
basic  science  and  some  redundancy  in 
the  use  of  certain  concepts.  While  the 
tables  are  clear,  one  often  wishes  that 
the  data  in  the  tables  were  referenced  to 
provide  easy  access  to  the  original  liter- 
ature on  the  topic.  It  is  also  of  note  that 
many  references  provided  in  the  text 
are  relatively  old,  having  been  pub- 
lished in  the  1970s.  This  is  true  despite 
the  fact  that  a clear  body  of  literature 
on  these  topics  has  been  published  more 
recently.  This  is  particularly  true  for 
the  chapter  on  maternal  drug  depen- 
dence. The  chapter  on  lead  intoxication 
only  discusses  the  effect  of  lead  on  opi- 
ate receptors  in  the  brain,  with  no  dis- 
cussion of  the  more  important  neurode- 
velopmental  consequences  of  lead 
intoxication  in  the  fetus  and  young  in- 
fant. A discussion  of  chlordecon  (Ke- 
pone™)  is  welcome  in  the  chapter  on 
pesticides.  However,  one  is  left  wonder- 
ing why  no  other  pesticides,  including 
24-D  and  DDT,  are  discussed  in  the 
book.  Finally,  many  aspects  of  pediatric 
toxicology  which  might  be  appropriate 
for  a textbook  such  as  this  are  unmen- 
tioned, for  example,  the  influence  of  ra- 
diation hazards  such  as  radon  and  the 
specific  risks  they  potentially  pose  in 
the  young  child. 

Despite  these  shortcomings,  the  text- 
book is  very  informative  and  fills  a void 
in  pediatric  toxicology.  As  the  authors 
note,  this  is  a textbook  which  appears  to 
be  designed  specifically  for  nonphysi- 
cian pharmacologists  and  toxicologists. 
Clinical  toxicologists  may  also  derive 
some  benefit  from  this  book  as  an  addi- 
tion to  their  library. 

■MICHAEL  SHANNON.  MD 
Massachusetts  Poison  Control  System 
300  Longwood  Ave 
Boston,  MA  02115 


GYNECOLOGIC  SURGERY 

Edited  by  Luis  E.  Sanz,  MD.  450  pp,  il- 
lustrated. Oradell,  NJ,  Medical  Eco- 
nomics Books,  1988.  $57.95  (hardcover) 

The  book  is  intended  to  provide  au- 


thoritative and  up-to-date  coverage  of 
innovative  surgical  procedures,  tech- 
niques, and  instrumentation  in  gynecol- 
ogy. The  intent  has  been  well  accom- 
plished. The  editor  has  brought 
together  the  works  of  distinguished  gy- 
necologic surgeons  in  the  field,  and  the 
textbook  provides  a comprehensive, 
concise,  and  well-organized  presenta- 
tion of  the  various  operative  procedures 
used  in  gynecology.  This  book  repre- 
sents an  excellent  surgical  source  for 
those  interested  in  gynecologic  proce- 
dures. 

The  text  is  organized  into  six  sections 
which  are  divided  into  44  chapters  to  al- 
low for  easy  review  of  each  particular 
topic.  Section  I,  entitled  “General  Sur- 
gery and  Anatomy,”  includes  nine 
chapters  dealing  with  anatomy  of  the 
retroperitoneum,  retroperitoneal  ap- 
proaches to  pelvic  surgery,  wound  man- 
agement, application  of  surgical  staples 
and  drains,  appendectomy,  repair  of  in- 
cidental abdominal  wall  hernias,  intra- 
uterine transfusion,  and  evaluation  of 
breast  lumps. 

Section  II  is  entitled  “Vaginal  Sur- 
gery.” This  section  has  ten  chapters 
dealing  with  preventing  and  treating 
enterocele,  repair  of  total  vaginal  pro- 
lapse, sacrospinal  support  after  total 
vaginal  prolapse,  the  Martins  graft 
technique  for  rectovaginal  fistulas 
(RVF),  correcting  failed  RVFs,  indica- 
tions and  techniques  for  vaginal  hyster- 
ectomy, vaginectomy,  cerclage  for  in- 
competent cervix,  hysteroscopy,  and 
surgical  management  of  anal  inconti- 
nence. 

Section  III,  entitled  “Gynecologic 
Urologic  Surgery,”  includes  seven 
chapters  on  the  evolution  of  surgery  for 
stress  urinary  incontinence  (SUI),  pro- 
cedures for  correcting  urinary  inconti- 
nence, treating  vesicovaginal  fistulas 
(VVF),  the  Latzko  technique  for  re- 
pairing VVFs,  and  correcting  urethral 
diverticula. 

Section  IV  is  entitled  “Infertility 
Surgery.”  This  section  has  chapters  on 
implantation  to  restore  tubal  patency, 
laparoscopic  surgery  for  tubal  pregnan- 
cy, mastering  reconstructive  tubal  mi- 
crosurgery, managing  ectopic  pregnan- 
cy in  young  patients,  review  of 
techniques  for  tubal  sterilization,  me- 
troplasty,  and  myomectomy. 

Section  V is  entitled  “Laser  Surgery” 
and  has  four  chapters  dealing  with  in- 
tra-abdominal laser  applications,  hys- 
teroscopic  laser  surgery,  laser  laparos- 
copy, and  endometrial  ablation  with  the 


Nd:YAG  laser. 

Section  VI  is  entitled  “Managing 
Complications  of  Gynecologic  Surgery.” 
This  section  has  seven  chapters  dealing 
with  postpartum  hemorrhage  and  tech- 
niques for  hypogastric  artery  ligation, 
uterine  artery  ligation  for  hemorrhage, 
recognizing  injuries  to  the  urinary 
tract,  repairing  the  bladder  during  gy- 
necologic surgery,  management  of  ure- 
teral laceration,  repair  of  bowel  inju- 
ries, and  geriatric  gynecologic  sur- 
gery. 

Overall  the  writing  style  is  simple, 
straightforward,  and  uniform  through- 
out. The  chapters  are  very  well  orga- 
nized and  referenced.  In  general,  the  il- 
lustrations are  simple,  clear,  and  to  the 
point  (germane).  The  text  is  clearly 
written  and  the  print  is  easy  to  read 
with  double  columns  on  each  page  and 
graphs  and  tables  that  complement  the 
written  material.  The  chapters  on  the 
anatomy  of  the  retroperitoneum, 
wound  management,  preventing  and 
treating  enterocele,  and  sacrospinal 
support  after  total  vaginal  prolapse  are 
excellent,  with  ample  illustrations  to 
enhance  coverage  and  current  refer- 
ences. The  chapter  on  laser  surgery  puts 
this  current  modality  in  proper  perspec- 
tive with  potential  uses,  advantages, 
and  disadvantages  well  outlined.  The 
rest  of  the  chapters  are  adequate  in 
terms  of  content,  illustrations,  and  bib- 
liography. 

The  chapters  on  intrauterine  transfu- 
sion, cerclage  for  incompetent  cervix, 
postpartum  hemorrhage,  techniques 
for  hypogastric  artery  ligation,  and 
uterine  artery  ligation  belong  in  a text- 
book on  operative  obstetrics  rather  than 
in  a textbook  on  gynecologic  surgery. 
The  chapter  on  geriatric  gynecologic 
surgery  is  very  relevant  but  does  not  be- 
long within  the  section,  “Managing 
Complications  of  Gynecologic  Sur- 
gery.” 

Despite  these  partisan  complaints, 
this  is  a well-conceived,  well-executed 
textbook  and  ranks  among  the  best  in 
the  field.  It  is  readable  and  thorough 
and  has  a timely  bibliography.  It  will  be 
invaluable  as  a textbook  and  reference 
work.  If  one’s  interest  lies  in  gynecolog- 
ic surgery,  one  would  do  well  to  find 
room  on  the  shelf  for  this  commendable 
and  valuable  work. 

ISAAC  DELKE.  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 
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OBITUARIES 


Frank  John  Amodio,  MD,  Syracuse. 
Died  October  13,  1989;  age  75.  Dr 
Amodio  was  a 1942  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Surgeons.  His  memberships  included 
the  New  York  State  Surgical  Society, 
the  New  York  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Lowyd  Ballantyne,  Jr,  MD,  McLean, 
Virginia.  Died  October  4,  1989;  age  66. 
Dr  Ballantyne  was  a 1949  graduate  of 
Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a Diplo- 
mate  of  the  American  Board  of  Plastic 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member 
of  the  American  Society  of  Plastic  and 
Reconstructive  Surgery,  the  Pan  Amer- 
ican Medical  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Irving  Rosen  Block,  MD,  Patchogue. 
Died  October  27,  1989;  age  74.  Dr 
Block  was  a 1940  graduate  of  Howard 
University  College  of  Medicine,  Wash- 
ington, DC.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  of  the 
American  Board  of  Colon  and  Rectal 
Surgery,  and  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member 
of  the  American  Society  of  Colon  and 
Rectal  Surgery,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Lester  Blum,  MD,  New  York.  Died  Au- 
gust 30,  1989;  age  83.  Dr  Blum  was  a 
1930  graduate  of  Columbia  University 
College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
State  Surgical  Society,  the  New  York 
Society  for  Cardiovascular  Surgery, 
the  American  Association  for  the  Sur- 
gery of  Trauma,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Dominic  Anthony  Bovino,  MD,  Brook- 
lyn. Died  September  15,  1989;  age  80. 
Dr  Bovino  was  a 1936  graduate  of  the 


New  York  Medical  College.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Winfield  L.  Butsch,  MD,  Buffalo.  Died 
October  24,  1989;  age  83.  Dr  Butsch 
was  a 1930  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Thoracic  Surgery 
and  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Erie 
and  the  Medical  Society  of  the  State  of 
New  York. 

Murray  Cohen,  MD,  Manhasset.  Died 
October  27,  1989;  age  56.  Dr  Cohen 
was  a 1959  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a member  of  the 
Nassau  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

John  E.  Cunningham,  MD,  Glens  Falls. 
Died  May  4, 1989;  age  86.  Dr  Cunning- 
ham was  a 1 930  graduate  of  the  Albany 
Medical  College  of  Union  University. 
He  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Warren,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Michael  DiGiacoma,  MD,  Bronxville. 
Died  October  28,  1989;  age  75.  Dr  Di- 
Giacoma was  a 1940  graduate  of  the 
New  York  Medical  College.  He  was  a 
Fellow  of  the  American  Academy  of 
Family  Physicians.  He  was  a member 
of  the  Bronx  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Peter  Dineen,  MD,  New  York.  Died  Oc- 
tober 17, 1989;  age  64.  Dr  Dineen  was  a 
1947  graduate  of  Cornell  University 
Medical  College.  He  was  a Diplomate 
of  the  American  Board  of  Surgery  and 
a Fellow  of  the  American  College  of 
Surgeons.  His  memberships  included 
the  New  York  State  Surgical  Society, 
the  American  Geriatrics  Society,  the 
American  Surgical  Association,  the 
American  Thoracic  Society,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 


Martin  Dollin,  MD,  Babylon.  Died  No- 
vember 6,  1989;  age  78.  Dr  Dollin  was  a 
1937  graduate  of  Rush  Medical  Col- 
lege, Chicago.  He  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and 
Neurology  and  a Fellow  of  the  Ameri- 
can Psychiatric  Association.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Bernard  Drexler,  MD,  Marcellus.  Died 
November  4,  1989;  age  78.  Dr  Drexler 
was  a 1935  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine.  He  was  a member  of  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Mon- 
roe, and  the  Medical  Society  of  the 
State  of  New  York. 

Myron  John  Dybich,  MD,  Schenectady. 
Died  October  16,  1989;  age  87.  Dr  Dy- 
bich was  a 1930  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Schenectady  and  the  Medical  Society 
of  the  State  of  New  York. 

Walter  Davis  Edwards,  MD,  Rochester. 
Died  September  15,  1989;  age  99.  Dr 
Edwards  was  a 1915  graduate  of  Har- 
vard Medical  School.  He  was  a member 
of  the  New  York  Academy  of  Medi- 
cine, the  Medical  Society  of  the  County 
of  Monroe,  and  the  Medical  Society  of 
the  State  of  New  York. 

Ruth  Selke  Eissler,  MD,  New  York. 
Died  October  7,  1989;  age  83.  Dr 
Eissler  was  a 1932  graduate  of  the  Me- 
dizinische  Fakultaet  der  Universitaet 
Heidelberg,  Heidelberg,  Baden-Wur- 
temberg,  Germany.  She  was  a Diplo- 
mate of  the  American  Board  of  Psychi- 
atry and  Neurology.  She  was  a member 
of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Edward  Henry  Eppers,  MD,  Buffalo. 
Died  May  1,  1989;  age  73.  Dr  Eppers 
was  a 1940  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine.  He  was  a member  of  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 
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Aldo  Rocco  Faga,  MD,  Scarsdale.  Died 
May  24,  1989;  age  58.  Dr  Faga  was  a 
1958  graduate  of  the  Facolta  di  Medi- 
cina  e Chirurgia  delPUniversita  di 
Roma,  Rome,  Italy.  He  was  a Diplo- 
mate  of  the  American  Board  of  Allergy 
and  Immunology  and  a Fellow  of  the 
American  College  of  Allergists.  He  was 
a member  of  the  American  Academy  of 
Allergy,  the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Abraham  Isidor  Feldman,  MD,  Kings- 
ton. Died  November  11,  1989;  age  65. 
Dr  Feldman  was  a 1948  graduate  of  the 
Chicago  Medical  School.  He  was  a Fel- 
low of  the  American  College  of  Obste- 
tricians and  Gynecologists.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Ulster  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Martin  Friedland,  MD,  Amherst.  Died 
October  21,  1989;  age  88.  Dr  Friedland 
was  a 1926  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Erie 
and  the  Medical  Society  of  the  State  of 
New  York. 

Rudolph  C.  Giannattasio,  MD,  Massape- 
qua  Park.  Died  October  8,  1989;  age 
69.  Dr  Giannattasio  was  a 1949  gradu- 
ate of  Loyola  University  Stritch  School 
of  Medicine,  Maywood,  Illinois.  He 
was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  He 
was  a member  of  the  Nassau  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Ramon  Garcia  Gochuico,  MD,  Brooklyn. 
Died  October  25,  1989;  age  52.  Dr  Go- 
chuico was  a 1962  graduate  of  the  Fac- 
ulty of  Medicine  and  Surgery  University 
of  Santo  Tomas,  Manila,  Philippines. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

Lester  B.  Goldstein,  MD,  Whitestone. 
Died  February  6,  1989;  age  80.  Dr 
Goldstein  was  a 1936  graduate  of  the 
Faculte  de  Medecine  de  I’Universite  de 
Lausanne,  Lausanne,  Switzerland.  He 
was  a member  of  the  American  Acade- 
my of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 


Jack  Jason  Goliger,  MD,  Lawrenceville, 
New  Jersey.  Died  November  5,  1989; 
age  81 . Dr  Goliger  was  a 1934  graduate 
of  the  University  of  St  Andrews  School 
of  Medicine,  Dundee,  Scotland.  He  was 
a Fellow  of  the  American  College  of 
Chest  Physicians.  He  was  a member  of 
the  New  York  Cardiological  Society, 
the  American  Thoracic  Society,  the 
American  Geriatrics  Society,  the  Med- 
ical Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Phyllis  Greenacre,  MD,  Garrison.  Died 
October  24,  1989;  age  95.  Dr  Garrison 
was  a 1916  graduate  of  Rush  Medical 
College,  Chicago,  Illinois.  She  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  She  was  a 
member  of  the  New  York  Academy  of 
Medicine,  the  American  Psychiatric 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Herman  Jack  Grobstein,  MD,  Kent,  En- 
gland. Died  October  15,  1989;  age  78. 
Dr  Grobstein  was  a 1936  graduate  of 
the  Faculte  de  Medecine  de  I’Universite 
de  Lausanne,  Lausanne,  Switzerland. 
He  was  a member  of  the  Nassau  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Stephen  L.  Gumport,  MD,  New  York. 
Died  November  12,  1989;  age  76.  Dr 
Gumport  was  a 1938  graduate  of  Cor- 
nell University  Medical  College.  He 
was  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the 
American  College  of  Surgeons.  He  was 
a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  State  Sur- 
gical Society,  the  American  Associa- 
tion for  Cancer  Research,  the  Society 
of  Surgical  Oncology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Arthur  Harold  Hartley,  MD,  Cranbury, 
New  Jersey.  Died  September  11,  1989; 
age  79.  Dr  Hartley  was  a 1 933  graduate 
of  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  His  memberships 
included  the  New  York  State  Society  of 
Anesthesiologists,  the  American  Soci- 
ety of  Anesthesiologists,  Inc,  the  Medi- 
cal Society  of  the  County  of  Queens, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Leslie  L.  Hayos,  MD,  Valley  Stream. 
Died  November  8,  1989;  age  79.  Dr 
Hayos  was  a 1934  graduate  of  the  Or- 


vosi  Fakultas  Tudomanyegyetem,  Bu- 
dapest, Hungary.  He  was  a Fellow  of 
the  American  College  of  Cardiology. 
He  was  a member  of  the  Nassau  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Edward  E.  Helwith,  MD,  Rockaway 
Point.  Died  October  20,  1989;  age  76. 
Dr  Helwith  was  a 1952  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Thomas  P.  Jacobs,  MD,  New  Rochelle. 
Died  August  24,  1989;  age  74.  Dr  Ja- 
cobs was  a 1 940  graduate  of  Rush  Med- 
ical College,  Chicago.  He  was  a Diplo- 
mate of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Society  of 
Internal  Medicine,  the  Medical  Society 
of  the  County  of  Westchester,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Arnold  Jacobsen,  MD,  Teaneck,  New 
Jersey.  Died  October  15,  1989;  age  91. 
Dr  Jacobsen  was  a 1 922  graduate  of  the 
Friedrich-Wilhelms  Universitaet  Me- 
dizinische  Fakultaet,  Berlin,  Germany. 
He  was  a Qualified  Fellow  of  the  Inter- 
national College  of  Surgeons.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

J.  Harry  Katz,  MD,  Naples,  Florida. 
Died  October  1 1, 1989;  age  77.  Dr  Katz 
was  a 1936  graduate  of  Hahnemann 
Medical  College  of  Philadelphia.  He 
was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  American  Acade- 
my of  Dermatology,  the  Society  for  In- 
vestigative Dermatology,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Andrew  D.  Kerr,  MD,  New  York.  Died 
November  23,  1989;  age  67.  Dr  Kerr 
was  a 1945  graduate  of  New  York  Uni- 
versity School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of 
Anesthesiology  and  a Fellow  of  the 
American  College  of  Anesthesiologists. 
His  memberships  included  the  New 
York  State  Society  of  Anesthesiolo- 
gists, the  American  Society  of  Anesthe- 
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siologists,  Inc,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Kathryn  Kirby,  MD,  South  Nyack.  Died 
May  23,  1989;  age  66.  Dr  Kirby  was  a 
1947  graduate  of  the  University  of 
Iowa  College  of  Medicine.  She  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  Her  mem- 
berships included  the  American  Psychi- 
atric Association,  the  American  Medi- 
cal Women’s  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

William  W.  Kleinhandler,  MD,  Schenec- 
tady. Died  September  6,  1989;  age  62. 
Dr  Kleinhandler  was  a 1954  graduate 
of  Tufts  University  School  of  Medicine, 
Boston,  Massachusetts.  He  was  a Dip- 
lomate of  the  American  Board  of  Oph- 
thalmology. He  was  a member  of  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Medical  Soci- 
ety of  the  County  of  Schenectady,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Marcus  D.  Kogel,  md,  Croton-on-Hud- 
son.  Died  November  28,  1989;  age  86. 
Dr  Kogel  was  a 1927  graduate  of  New 
York  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Preven- 
tive Medicine,  Inc,  and  a Fellow  of  the 
American  College  of  Preventive  Medi- 
cine. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Public  Health  Association, 
the  Suffolk  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Howard  J.  Kopins,  MD,  New  Rochelle. 
Died  September  30,  1989;  age  80.  Dr 
Kopins  was  a 1933  graduate  of  George- 
town University  College  of  Medicine. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Westchester  and 
the  Medical  Society  of  the  State  of  New 
York. 

David  John  Kreis,  Jr,  MD,  Stony  Brook. 
Died  October  8,  1989;  age  38.  Dr  Kreis 
was  a 1 977  graduate  of  Y ale  University 
School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Surgery 
and  a Fellow  of  the  American  College 
of  Surgeons.  He  was  a member  of  the 
Suffolk  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Beatrice  Kresky,  MD,  Jamaica.  Died 


October  12,  1989;  age  74.  Dr  Kresky 
was  a 1945  graduate  of  the  New  York 
University  School  of  Medicine.  Her 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Public  Health  Association,  the  Ameri- 
can Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

J.  Walter  Landsberg,  MD,  Locust  Val- 
ley. Died  October  4,  1989;  age  82.  Dr 
Landsberg  was  a 1943  graduate  of  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons.  He  was  a member 
of  the  New  York  Academy  of  Medi- 
cine, the  Nassau  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Jessie  L.  Gillespie  Merin,  MD,  Roches- 
ter. Died  October  28,  1989;  age  89.  Dr 
Merin  was  a 1927  graduate  of  Cornell 
University  Medical  College.  She  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Philip  Vincent  Messina,  MD,  Copiague. 
Died  November  23,  1989;  age  83.  Dr 
Messina  was  a 1932  graduate  of  Indi- 
ana University  School  of  Medicine.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

Virginia  Connolly  Mitty,  MD,  New 

York.  Died  November  9,  1989;  age  70. 
Dr  Mitty  was  a 1946  graduate  of  New 
York  University  School  of  Medicine. 
She  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  She 
was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Walter  Charles  Mott,  MD,  Ipswich, 
Massachusetts.  Died  December  14, 
1988;  age  92.  Dr  Mott  was  a 1925  grad- 
uate of  Albany  Medical  College  of 
Union  University.  He  was  a Diplomate 
of  the  American  Board  of  Ophthalmol- 
ogy. He  was  a member  of  the  Medical 
Society  of  the  County  of  Albany  and 
the  Medical  Society  of  the  State  of  New 
York. 

Paul  Fordham  Nugent,  MD,  Sarasota, 
Florida.  Died  October  21, 1989;  age  92. 
Dr  Nugent  was  a 1 922  graduate  of  Cor- 
nell University  Medical  College.  He 
was  a member  of  the  Suffolk  County 
Medical  Society  and  the  Medical  Soci- 


ety of  the  State  of  New  York. 

Janies  J.  O’Brien,  MD,  Binghamton. 
Died  September  23,  1989;  age  67.  Dr 
O’Brien  was  a 1950  graduate  of 
Georgetown  University  School  of 
Medicine,  Washington,  DC.  His  mem- 
berships included  the  New  York  State 
Society  of  Internal  Medicine,  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Society  of  Internal  Medicine,  the 
Broome  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Charles  Kirby  Planer,  MD,  Syracuse. 
Died  November  18,  1989;  age  71.  Dr 
Planer  was  a 1945  graduate  of  Hahne- 
mann Medical  College  of  Philadelphia. 
He  was  a member  of  the  Onondaga 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Rudolf  Radna,  MD,  Bronx.  Died  Sep- 
tember 28, 1989;  age  84.  Dr  Radna  was 
a 1929  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Germany.  His  memberships  included 
the  New  York  Cardiological  Society, 
the  New  York  Society  of  Tropical 
Medicine,  the  Bronx  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

William  Henry  Raymond,  MD,  Glovers- 
ville.  Died  October  7,  1989;  age  84.  Dr 
Raymond  was  a 1934  graduate  of  the 
Albany  Medical  College  of  Union  Uni- 
versity. He  was  a member  of  the  Ameri- 
can Society  of  Abdominal  Surgeons, 
the  Medical  Society  of  the  County  of 
Fulton,  and  the  Medical  Society  of  the 
State  of  New  York. 

Howard  A.  Rusk,  MD,  New  York.  Died 
November  5,  1989;  age  88.  Dr  Rusk 
was  a 1925  graduate  of  the  University 
of  Pennsylvania  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Reha- 
bilitation and  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation, the  Medical  Society  of  the 
County  of  Westchester,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Sydney  Samet,  MD,  Rochelle  Park,  New 
Jersey.  Died  September  11,  1989;  age 
86.  Dr  Samet  was  a 1937  graduate  of 
the  Universitaet  Leipzig  Medizinische 
Fakultaet,  Saxony,  Germany.  He  was  a 


FEBRUARY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  93 


member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Rosario  P.  San  Filippo,  MD,  Brooklyn. 
Died  October  27,  1989;  age  90.  Dr  San 
Filippo  was  a 1923  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons. He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

Abraham  N.  Saperstein,  MD,  Great 
Neck.  Died  November  20,  1989;  age 
89.  Dr  Saperstein  was  a 1930  graduate 
of  the  State  University  of  New  York 
Upstate  College  of  Medicine,  Syracuse. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Queens  and  the 
Medical  Society  of  the  State  of  New 
York. 

Samson  A,  Seley,  MD,  North  Miami 
Beach,  Florida.  Died  September  8, 
1989;  age  92.  Dr  Seley  was  a 1 92 1 grad- 
uate of  the  Cornell  University  Medical 
College.  He  was  a Fellow  of  the  Ameri- 
can College  of  Gastroenterology.  He 
was  a member  of  the  International 
Academy  of  Proctology,  the  Medical 
Society  of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Shirley  R.  Snow,  MD,  Rochester.  Died 
October  4, 1989;  age  92.  Dr  Snow  was  a 
1923  graduate  of  Columbia  University 
College  of  Physicians  and  Surgeons. 
She  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology 
and  a Fellow  of  the  American  College 


of  Surgeons.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Mon- 
roe and  the  Medical  Society  of  the 
State  of  New  York. 

Harry  Spiegelman,  MD,  Williamsville. 
Died  August  24,  1989;  age  84.  Dr  Spie- 
gelman was  a 1928  graduate  of  the 
State  University  of  New  Y ork  at  Buffa- 
lo School  of  Medicine.  He  was  a mem- 
ber of  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Erie,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Harry  Strongin,  MD,  New  York.  Died 
October  15,  1989;  age  80.  Dr  Strongin 
was  a 1 934  graduate  of  Cornell  Univer- 
sity Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Pediat- 
rics and  a Fellow  of  the  American 
Academy  of  Pediatrics.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Kings  and  the  Medical  Society  of 
the  State  of  New  York. 

Max  Thaler,  MD,  Parishville.  Died  Sep- 
tember 9, 1989;  age  80.  Dr  Thaler  was  a 
1935  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a Diplomate  of  the 
American  Board  of  Family  Practice 
and  a Fellow  of  the  American  Academy 
of  Family  Physicians.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  St  Lawrence  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

William  George  Toll,  MD,  San  Diego, 
California.  Died  November  3,  1989; 
age  79.  Dr  Toll  was  a 1935  graduate  of 
the  Jefferson  Medical  College  of 
Thomas  Jefferson  University,  Philadel- 
phia. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Ophthalmology.  His 


memberships  included  the  New  York 
Society  for  Clinical  Ophthalmology, 
the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmolo- 
gy, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Sylvia  Gould  Traube,  MD,  New  York. 
Died  September  26,  1989;  age  80.  Dr 
Traube  was  a 1950  graduate  of  Boston 
University  School  of  Medicine.  She  was 
a member  of  the  American  Psychiatric 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Robert  Tuby,  MD,  Great  Neck.  Died 
September  30,  1989;  age  82.  Dr  Tuby 
was  a 1930  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

David  Wainapel,  MD,  Ellenville.  Died 
December  23,  1988;  age  81.  Dr  Waina- 
pel was  a 1931  graduate  of  the  Akade- 
mia  Medyczna  Wydzial  Lekarski, 
Warszawa,  Poland.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Ulster  and  the  Medical  Society  of  the 
State  of  New  York. 

Sue  B.  Wallis,  MD,  Pittsburgh,  Pennsyl- 
vania. Died  October  29,  1989;  age  79. 
Dr  Wallis  was  a 1935  graduate  of  the 
Medizinische  Fakultaet  der  Universi- 
taet Bern,  Bern,  Switzerland.  She  was  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists.  She  was 
a member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 
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HOUSE  OF 
DELEGATES 

March  29  through  April  1 , 1 990 
New  York  Hilton 


SCHEDULE 

OF 

SESSIONS 


Thursday,  March  29, 1990 

Opening  Session 1:00  p.m. 

Friday,  March  30,  1990 

Reference  Committee  Hearings  . . . 8:30  a.m.-5:00  p.m. 
Saturday,  March  31, 1990 

Second  Session 9:00  a.m. 

Third  Session  1:30  p.m. 

Sunday,  April  1,  1990 

Closing  Session 9:00  a.m. 


A Guide  to  the  1990  Annual  Meeting 
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Policy-making  in  the  House  of  Delegates 


This  section  of  the  New  York  State  Journal  of  Medicine  is  a call  to  the  officers,  delegates,  and  members  of  the  Medical 
Society  of  the  State  of  New  York  to  attend  the  184th  Annual  Meeting  of  the  Society  and  the  meeting  of  its  House  of 
Delegates;  292  delegates  representing  61  county  medical  societies,  9 district  branches,  specialty  societies,  the  hospital 
medical  staff  section,  12  medical  schools,  the  resident  and  medical  student  membership  will  meet  at  the  Hilton  Hotel  in 
New  York  City  on  March  29  to  April  1,  1990. 

The  officers,  members  of  the  Council  and  the  Board  of  Trustees,  past  presidents  of  the  MSSNY,  the  Commissioner  of  the 
New  York  State  Department  of  Health,  the  Past  President  of  the  American  Medical  Association  from  New  York,  Gerald  D. 
Dorman,  M.D.,  and  Past  Executive  Vice-President  of  the  Medical  Society  of  the  State  of  New  York,  George  J.  Lawrence,  Jr., 
M.D.,  and  Past  Deputy  Executive  Vice-President  of  the  Medical  Society  of  the  State  of  New  York,  Robert  J.  O’Connor,  M.D., 
are  also  official  representatives  to  the  House. 

Mandated  by  the  Bylaws  of  the  Society,  this  section  lists  the  names  of  elected  representatives,  delegates  who  are 
serving  on  reference  committees,  and  selections  of  the  Nominating  Committee  for  the  election  of  Officers,  Councilors, 
Trustees  and  AMA  Delegates.  Also  included  are  the  amendments  to  the  Bylaws  which  will  be  considered  by  the  House  of 
Delegates. 

Since  the  House  of  Delegates  is  the  legislative  body  of  the  Society,  charged  with  the  general  management  of  the  State 
Society  and  its  affairs,  members  of  the  Society  are  urged  to  use  this  information  to  consult  with  and  advise  their  represen- 
tatives. Resolutions  introduced  by  the  representatives  bring  members’  concerns  to  the  attention  of  the  entire  Society. 
Representatives  not  only  have  the  responsibility  to  present  the  views  of  their  constituents,  but  also  to  inform  them  of  the 
actions  taken  by  this  governing  body.  The  House  of  Delegates  also  formulates  policy  for  the  Society.  No  officer,  councilor, 
board,  commission,  committee,  or  employee  may  initiate  any  policy  unless  such  policy  has  been  expressly  approved  by 
the  House  of  Delegates,  or  by  the  Council  of  the  Society. 

If  one  were  to  choose  the  most  important  work  of  the  House  of  Delegates,  it  would  have  to  be  that  of  the  reference 
committees.  Any  member  of  the  Medical  Society  of  the  State  of  New  York  has  the  right  to  appear  before  any  reference 
committee  and  participate  in  its  deliberations.  It  is  also  in  the  reference  committees  that  people  outside  of  the  State 
Society  are  asked  to  give  their  views.  Nonmember  physicians,  guests  or  interested  observers  who  wish  to  express  their 
opinions  may,  with  permission,  come  before  the  reference  committee  and  speak  to  the  business  of  the  committee.  I 
strongly  urge  members  to  use  this  forum  to  express  their  views. 

Seymour  R.  Stall,  M.D.,  Speaker 
House  of  Delegates 


John  H.  Carter,  M.D.,  Vice-Speaker 
House  of  Delegates 
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New  York  Westchester 

President  President-Elect 


Officers  1989- 1990 


Charles  D.  Sherman,  Jr.,  MD  Charles  N.  Aswad,  MD 


George  Lim,  MD  Joyce  M.  McChesney,  MD 


Monroe 

Past -President 


Broome 

Vice-President 


Oneida  Monroe 

Secretary  Assistant  Secretary 


John  H.  Carter,  MD 


Morton  Kurtz,  MD  James  H.  Cosgriff,  Jr.,  MD 


Seymour  R.  Stall,  md 


Queens  Erie 

Treasurer  Assistant  Treasurer 


Dutchess 

Speaker 


Albany 

Vice-Speaker 
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Board  of 
Trustees 
1989- 1990 


Bernard  J.  Pisani,  md 

New  York 

Chairman 


Daniel  F.  O’Keeffe,  MD 


Warren 


Allison  B.  Landolt,  MD 
Westchester 


Samuel  M.  Gelfand,  MD  M.  Theodore  Tanenhaus,  MD 


John  A.  Finkbeiner,  MD 
New  York 


James  M.  Flanagan,  MD 
Wayne 


Nassau 


Kings 


Councilors 
1989- 1990 


Duane  M.  Cady,  MD 
Onondaga 


William  A.  Dolan,  MD  Iraj  Iraj,  MD 

Monroe  Kings 
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I 


Stuart  I.  Orsher,  MD 
New  York 


Franklin  A.  DePeters,  MD 
Warren 


Sidney  Mishkin,  MD 
Nassau 


Jeffrey  A.  Ribner,  MD 
Broome 


Stanley  L.  Grossman,  MD 
Orange 


Thomas  D.  Pemrick,  MD 
Rensselaer 


Anthony  P.  Santomauro,  MD 
Erie 


Robert  E.  Fear,  MD 
Suffolk 


John  F.  Piper,  MD 


Ralph  E.  Schlossman,  MD 
Queens 


Onondaga 


Tanya  Lumpkins 
New  York 
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1990  HOUSE  OF  DELEGATES  MEMBERS 


The  following  is  a list  of  members  of  the  1990  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1989-1990 

President — David  M.  Benford,  New  York 
President-Elect — Robert  A.  Mayers,  Westchester 
Vice-President — Charles  N.  Aswad,  Broome 
Secretary — George  Lim,  Oneida 
Assistant  Secretary — Joyce  M.  McChesney,  Monroe 
Treasurer — Morton  Kurtz,  Queens 
Assistant  Treasurer — James  H.  Cosgriff,  Erie 
Speaker — Seymour  R.  Stall,  Dutchess 
Vice-Speaker — John  H.  Carter,  Albany 

Councilors 

Term  Expires  1990 
Duane  M.  Cady,  Onondaga 
William  A.  Dolan,  Monroe 
Iraj  Iraj,  Kings 
Stuart  I.  Orsher,  New  York 

Term  Expires  1991 
Franklin  A.  DePeters,  Warren 
Sidney  Mishkin,  Nassau 
Jeffrey  A.  Ribner,  Broome 
Anthony  P.  Santomauro,  Erie 

Term  Expires  1992 
Robert  E.  Fear,  Suffolk 
Stanley  L.  Grossman,  Orange 
Thomas  D.  Pemrick,  Rensselaer 
Ralph  E.  Schlossman,  Queens 

Student  Councilor 

Term  Expires  1990 

Tanya  Lumpkins,  New  York 

Resident  Councilor 
Term  Expires  1990 
John  F.  Piper,  Onondaga 

Trustees 

Bernard  J.  Pisani,  New  York,  Chairman 
M.  Theodore  Tanenhaus,  Kings 
Daniel  F.  O’Keeffe,  Warren 
Allison  B.  Landolt,  Westchester 
John  A.  Finkbeiner,  New  York 
James  M.  Flanagan,  Wayne 
Samuel  M.  Gelfand,  Nassau 


Past  Presidents 

1960-1961 — Norman  S.  Moore,  Tompkins 
1966-1967 — James  M.  Blake,  Schenectady 

1970-1971 — Walter  Scott  Walls,  Erie 


1971- 1972 — George  Himler,  New  York 

1972- 1973 — Edward  Siegel,  Clinton 

1974- 1975 — Lynn  R.  Callin,  Monroe 

1975- 1976 — Ralph  S.  Emerson,  Nassau 

1976- 1977 — George  L.  Collins,  Jr.,  Erie 

1977- 1978— Carl  Goldmark,  Jr.,  New  York 

1978- 1979 — George  T.  C.  Way,  Dutchess 
1980-1981 — Ralph  M.  Schwartz,  Kings 

1982- 1983 — Richard  D.  Eberle,  Onondaga 

1983- 1984 — Bernard  J.  Pisani,  New  York 

1984- 1985 — Allison  B.  Landolt,  Westchester 

1985- 1986 — Daniel  F.  O’Keeffe,  Warren 

1986- 1987 — John  A.  Finkbeiner,  New  York 

1987- 1988 — Samuel  M.  Gelfand,  Nassau 

1988- 1989 — Charles  D.  Sherman,  Monroe 

Past  Executive  Vice-President 
George  J.  Lawrence,  Jr.,  Queens 

Past  Deputy  Executive  Vice-President 
Robert  J.  O’Connor,  Richmond 

Past  President  of  the  American  Medical  Association 

Gerald  D.  Dorman,  New  York 

Speaker  of  the  American  Medical  Association 

John  L.  Clowe,  Schenectady 


Commissioner,  New  York  State  Department  of  Health 
District  Delegates 

{Elected  Delegates  of  District  Branches) 

First — Roger  D.  Billig,  Richmond 
Second — A.  Philip  Fontanetta,  Nassau 
Third — Albert  M.  Ellman,  Albany 
Fourth — Michael  J.  Lynch,  Washington 
Fifth — Frederic  A.  Stone,  Jefferson 
Sixth — Anton  A.  Vreede,  Broome 
Seventh — Warren  Glaser,  Monroe 
Eighth — Victorino  Anllo,  Erie 
Ninth — John  A.  Ramsdell,  Westchester 

Specialty  Society  Delegates 

New  York  State  Society  of  Allergy  and  Immunology 
New  York  State  Society  of  Anesthesiology — Edward  C. 
Sinnott,  Nassau 

New  York  State  Society  of  Dermatology — David  Sibul- 
kin,  Nassau 

New  York  Chapter  American  College  of  Emergency  Phy- 
sicians— Jeffrey  L.  Margulies,  Suffolk 
New  York  State  Academy  of  Family  Physicians — James 
F.  Wright,  Warren 
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New  York  State  Society  of  Internal  Medicine — Robert 
M.  Kohn,  Erie 

New  York  State  Neurosurgical  Society,  Inc. — Kalmon 
D.  Post,  New  York 

American  College  of  Obstetricians  and  Gynecologists — 
District  II — Leonard  Weiss,  Orange 
New  York  Occupational  Medical  Association,  Inc. — 
New  York  State  Ophthalmological  Society — Frank  J. 
Piper,  Onondaga 

New  York  State  Society  of  Orthopaedic  Surgeons,  Inc. — 
Leo  Arthur  Green,  Queens 

New  York  State  Society  of  Otolaryngology — Head  and 
Neck  Surgery — Lyon  M.  Greenberg,  Albany 
New  York  State  Society  of  Pathologists — Edward  Zaino, 
Nassau 

American  Academy  of  Pediatrics — District  II — Marvin 
Blumberg,  Queens 

New  York  Society  of  Physical  Medicine  and  Rehabilita- 
tion, Inc. — David  Ernstoff,  Queens 
New  York  Regional  Society  of  Plastic  and  Reconstructive 
Surgery — 

New  York  State  Psychiatric  Association — George  L. 
Ginsberg,  New  York 

The  New  York  State  Radiological  Society,  Inc.  (A  Chap- 
ter of  the  American  College  of  Radiology) — Jerome 
Zwanger,  Nassau 

New  York  State  Society  of  Surgeons,  Inc. — Theodore  C. 
Max,  Oneida 

New  York  State  Urological  Society,  Inc. — Marcus  L. 
Shoobe,  Albany 


Delegates  from  Component  Medical  Societies 

Albany  (5) 

John  W.  Abbuhl,  Albany 
James  H.  Puleo,  Albany 
Nathan  P.  Reed,  Albany 
Demostene  Romanucci,  Latham 


Allegany  (7) 

M.  Keith  Sale,  Wellsville 


Bronx  {10) 

John  P.  Albanese,  Bronx 
Sana  Bloch,  Bronx 

Dattatraya  G.  Lanjewar,  Pelham  Manor 
Charles  LaVerdi,  Bronx 
Stanley  Luftschein,  Rye 
Hugo  M.  Morales,  Bronx 
Narayan  Pai,  Bronx 
Venkatachala  Pathy,  Bronx 
Raul  Pohorille,  New  Rochelle 
Juana  Toporovsky,  Bronx 

Broome  {4) 

Louis  W.  Giordano,  Endicott 
Antonio  F.  LaSorte,  Binghamton 
Theodore  R.  Poritz,  Binghamton 
Charles  Rubin,  Johnson  City 

Cattaraugus  (7) 

Joel  Levine,  Glean 

Cayuga  (!) 

Richard  J.  Freeman,  Auburn 


Chautauqua  (2) 

Bert  W.  Rappole,  Jamestown 
Nadia  Geleil,  Jamestown 

Chemung  (2) 

Donald  L.  Brooks,  Elmira 
John  Forrest,  Elmira 

Chenango  (7) 

Norman  C.  Lyster,  Norwich 

Clinton  (2) 

Soham  S.  Patel,  Plattsburgh 

Columbia  (2) 

Neil  Baillargeon,  Valatie 
Jeffrey  I.  Monkash,  Hudson 

Cortland  (7) 

S.  Robert  Paik,  Cortland 

Delaware  (7) 

Glen  Joshpe,  Stamford 

Dutchess  {4) 

Stephen  R.  Chernay,  Fishkill 
Eleanor  C.  Kane,  Poughkeepsie 
Florian  M.  Cortese,  Hyde  Park 
Pinaki  Ray,  Poughkeepsie 

Erie  (9) 

Thomas  W.  Bradley,  Kenmore 
Amy  P.  Early,  Buffalo 
Evan  J.  Evans,  Buffalo 
Edmond  J.  Gicewicz,  Buffalo 
Allen  L.  Lesswing,  Buffalo 
William  K.  Major,  Jr.,  Buffalo 
M.  Luther  Musselman,  Buffalo 
Nancy  H.  Nielson,  Orchard  Park 
Paul  H.  Wierzbieniec,  Snyder 

Essex  (7) 

Glen  D.  Chapman,  Ticonderoga 

Franklin  (!) 

Fulton  (7) 

Genesee  (7) 

David  A.  Parker,  Batavia 

Greene  (!) 

Karuvath  Enu,  Hudson 

Herkimer  (7) 

Krishna  K.  Vadlamudi,  Ilion 

Jefferson  (2) 

W.  Bruce  Carter,  Watertown 
David  O.  VanEenenaam,  Watertown 

Kings  {19) 

Judithann  Anderson,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
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Randall  D.  Bloomfield,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
George  W.  Calvosa,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Duncan  W.  Clark,  Brooklyn 
Clifford  Cohen,  Brooklyn 
Paul  Finkelstein,  Brooklyn 
Ladislav  P.  Hinterbuchner,  Rye 
Julius  Holtzman,  Brooklyn 
Monte  Malach,  Brooklyn 
Martin  Markowitz,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Hubert  S.  Pearlman,  Brooklyn 
Abdul  Rehman,  Staten  Island 
Veronica  Santilli,  Brooklyn 
Marcus  Wiener,  Brooklyn 

Lewis  ( 1 ) 

John  C.  Herrman,  Lowville 

Livingston  {!) 

Sheppard  Arluck,  Geneseo 

Madison  (1) 

Leonard  A.  Argentine,  Oneida 

Monroe  (7) 

Marilyn  R.  Brown,  Rochester 
Arthur  J.  Florack,  Rochester 
William  A.  Kern,  Jr.,  Rochester 
Mario  B.  LoMonaco,  Rochester 
Joyce  M.  McChesney,  Rochester 
Alexander  L.  Strasser,  Rochester 
Edward  C.  Tanner,  Rochester 

Montgomery  (2) 

Charles  J.  Bertuch,  Amsterdam 
Feori  F.  Pipito,  Amsterdam 

Nassau  {II) 

Robert  Bruce  Bergmann,  Massapequa 
Lee  S.  Binder,  Valley  Stream 
Samuel  M.  Gelfand,  Rockville  Centre 
Paul  A.  Hamlin,  Great  Neck 
Jeffrey  T.  Kessler,  Great  Neck 
Arnold  D.  Lurie,  Baldwin 
Sidney  Mishkin,  Fort  Salonga 
Felix  A.  Monaco,  Rockville  Centre 
John  A.  Ostuni,  Freeport 
E.  John  Pesiri,  Massapequa 
Arthur  J.  Wise,  Jr.,  Great  Neck 

New  York  {24) 

Arnold  L.  Bachman,  New  York 
Melvin  H.  Becker,  New  York 
Robert  S.  Bernstein,  New  York 
Michael  B.  Brodin,  New  York 
Joseph  B.  Cleary,  New  York 
Anthony  A.  Clemendor,  New  York 
Irwin  J.  Cohen,  New  York 
Hugh  Clark  Davidson,  New  York 
Sally  Faith  Dorfman,  New  York 
Jonas  M.  Goldstone,  New  York 
Wilbur  J.  Gould,  New  York 
Michael  H.  Grieco,  New  York 
George  Hyams,  New  York 
Virginia  Kanick,  New  York 


Vance  Lauderdale,  Jr.,  New  York 
Samuel  H.  Madell,  New  York 
Aaron  G.  Meislin,  New  York 
Alfred  Moldovan,  New  York 
Donna  B.  O’Hare,  New  York 
Stuart  Orsher,  New  York 
Richard  N.  Pierson,  Jr.,  New  York 
William  B.  Rawls,  Pleasant  Valley 
William  B.  Rosenblatt,  New  York 
Clifford  L.  Spingarn,  New  York 

Niagara  (i) 

Mary  Ann  Z.  Bishara,  Lewiston 
Claus  M.  Fichte,  Niagara  Falls 
James  J.  Kropelin,  Niagara  Falls 

Oneida  {4) 

Gregory  B.  Brown,  Utica 
Robert  M.  George,  Utica 
Neville  W.  Harper,  Rome 
Sheldon  Waldman,  Rome 

Onondaga  (7) 

Armand  J.  Cincotta,  Liverpool 
Daniel  L.  Dombroski,  Syracuse 
John  A.  Hoepner,  Syracuse 
Richard  A.  Konys,  Syracuse 
Frank  J.  Piper,  Syracuse 
Jeffrey  Sneider,  Baldwinsville 
George  P.  Tilley,  Syracuse 

Ontario  (2) 

Verne  M.  Marshall,  Geneva 
Kenneth  T.  Steadman,  Geneva 

Orange  {4) 

Jacob  J.  Barie,  Middletown 
Stanley  F.  Brunn,  Port  Jervis 
Michael  A.  Parmer,  Port  Jervis 
Seymour  J.  Weiner,  Port  Jervis 

Orleans  {!) 

David  B.  L.  Meza  III,  Albion 

Oswego  {!) 

Corliss  Varnum,  Oswego 

Otsego  (i) 

Rodman  D.  Carter,  Cooperstown 
John  O.  Lusins,  Oneonta 
Jonathan  Sastic,  Oneonta 

Putnam  {!) 

Queens  {16) 

Marvin  L.  Blumberg,  Jamaica 
Daniel  Chansky,  Forest  Hills 
John  W.  V.  Cordice,  Jr.,  St.  Albans 
Daniel  G.  Deckler,  Richmond  Hill 
Alexander  M.  De  le  Garza,  Flushing 
Fred  S.  Fensterer,  Glendale 
Fred  N.  Flatau,  Flushing 
Lorraine  M.  Giordano,  Jamaica  Estates 
Victor  Guarneri,  Bayside 
Nicetas  H.  Kuo,  Great  Neck 
Maxwell  J.  Marder,  Forest  Hills 
Frank  Ratner,  Flushing 
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Hilda  Ratner,  Beechurst 
Sheldon  D.  Sax,  Whitestone 
Ezra  A.  Wolff,  Manhasset 
Bernard  M.  Zazula,  Kew  Gardens 

Rensselaer  (2) 

Arsenio  G.  Agopovich,  Watervliet 
William  A.  Whyland,  Troy 

Richmond  {4) 

Albert  B.  Accettola  Jr.,  Staten  Island 
Robert  Bonvino,  Staten  Island 
Tano  S.  Carbonaro,  Staten  Island 
Gerald  J.  Lustig,  Staten  Island 

Rockland  {4) 

Herbert  Z.  Geller,  New  City 
Roy  H.  Lieberman,  Nanuet 
Michael  Kalvert,  New  City 
Stanley  H.  Oransky,  Bardonia 

St.  Lawrence  (/) 

Brian  McMurray,  Canton 

Saratoga  {!) 

Allen  T.  Jones,  Saratoga  Springs 

Schenectady  (J) 

George  J.  Giokas,  Schenectady 
Richard  H.  Lange,  Schenectady 
Robert  J.  Pletman,  Schenectady 

Schoharie  {!) 

Frederick  J.  Michel,  Cobleskill 


Tompkins  (2) 

Robert  A.  Hesson,  Ithaca 
Elliot  Rubinstein,  Ithaca 

Ulster  (2) 

Warren  (5) 

Richard  Hughes,  Sr.,  Glens  Falls 
Robert  A.  Reid,  Glens  Falls 
Thomas  A.  Quaresisma,  Glens  Falls 

Washington  {!) 

Nadav  Sharon,  Cambridge 

Wayne  (i) 

William  J.  Braell,  Palmyra 
David  T.  Hannan,  Newark 
Daniel  J.  Koretz,  Ontario 

Westchester  (9) 

Ann  C.  Cea,  Rye  Brook 
Mark  L.  Fox,  Bronxville 
Sanford  A.  Kaplan,  Bronxville 
Thomas  A.  Lansen,  Valhalla 
Stanley  M.  Mendelowitz,  Tarrytown 
Robert  C.  Mickatavage,  Rye 
Toni  G.  Novick,  New  Rochelle 
Pellegrino  J.  Tozzo,  New  Rochelle 
William  J.  Walsh,  Jr.,  White  Plains 

Wyoming  (/) 

Reginald  Ishman,  Warsaw 

Yates  (/) 

Michael  J.  Boquard,  Penn  Yan 


Schuyler  (1) 

L.  Titus  Parker,  Watkins  Glen 


Seneca  (!) 

Donald  W.  Bidwell,  Seneca  Falls 


Steuben  (2) 

Jack  D.  O’Neil,  Corning 
C.  Susan  Rainwater,  Hornell 

Suffolk  (ll) 

William  H.  Bloom,  Bay  Shore 
Stephen  I.  Braitman,  Islip  Terrace 
Clive  D.  Caplan,  Islip  Terrace 
Frank  R.  Collier,  Port  Jefferson 
John  G.  Egner,  West  Islip 
Robert  A.  Held,  Islip  Terrace 
Kenneth  B.  Levites,  West  Sayville 
Philip  A.  Mantia,  Smithtown 
Gerard  F.  Ryan,  Patchogue 
Stanley  A.  Steckler,  Smithtown 
William  H.  Weir,  Jr.,  Riverhead 


Sullivan  (7) 

Paul  D.  Salzberg,  Callicoon 


Tioga  (7) 


Medical  School  Delegates  (12) 

Albany  Medical — Henry  Pohl,  Albany 

Albert  Einstein  College  of  Medicine  of  Yeshiva  University  of  New 
York — Melvin  N.  Zelefsky,  Bronx 
Columbia  University  College  of  Physicians  and  Surgeons — Linda  D. 
Lewis,  New  York 

Cornell  University  Medical  College — 

Mount  Sinai  School  of  Medicine  of  the  City  University  of  New  York — 
New  York  Medical  College — Marilyn  Pearl,  Great  Neck 
New  York  University  of  Medicine — Stanford  Wessler,  New  York 
State  University  of  New  York  Health  Science  Center  at  Brooklyn — 
State  University  of  New  York  at  Buffalo  School  of  Medicine — Robert  L. 
Scheig,  Erie 

State  University  of  New  York  at  Stony  Brook  School  of  Medicine — 
Dorothy  S.  Lane,  Suffolk 

State  University  of  New  York  Health  Science  Center  at  Syracuse — John 
Bernard  Henry,  Syracuse 

University  of  Rochester  School  of  Medicine  and  Dentistry — Philip  P. 
Bonanni,  Rochester 

Medical  Student  Delegates  (3) 

Scot  Glasberg,  New  York 
Howard  Pomeranz,  New  York 
Lloyd  Roberts,  Westchester 

Resident  Membership  Delegate  (1) 

Paul  Pipia,  Richmond 

Hospital  Medical  Staff  Delegate  (1) 

Vicki  Lynn  Seltzer,  Nassau 
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REFERENCE  COMMITTEES 


Reports  of  Officers  and  Administrative  Matters 

Socio-Medical  Economics 

William  B.  Rosenblatt,  New  York,  Chairman 
Paul  A.  Hamlin,  Nassau 
Edmond  Gicewicz,  Erie 
Verne  M.  Marshall,  Ontario 
Marilyn  Pearl,  New  York  Medical  College 
Jeffrey  L.  Margulies,  New  York  Chapter,  American 
Coliege  of  Emergency  Physicians  (Observer) 

Veronica  C.  Santilli,  Kings,  Chairwoman 

Kenneth  B.  Levites,  Suffolk 

David  B.  L.  Meza,  III,  Orleans 

John  A.  Ramsdell,  Ninth  District  Branch 

James  J.  Kropelein,  Niagara 

David  T.  Hannan,  Wayne  (Observer) 

Bylaws 

Scientific  and  Educational  Activities 

Vernal  G.  Cave,  Kings,  Chairman 
Daniel  Chansky,  Queens 

Robert  M.  Kohn,  New  York  State  Society  of  Internai 
Medicine 

Samuel  H.  Madell,  New  York 
Anton  A.  Vreede,  Sixth  District  Branch 
James  F.  Wright,  New  York  State  Academy  of  Family 
Physicians  (Observer) 

Stanley  H.  Oransky,  Rockland,  Chairman 

Howard  Pomeranz,  Medical  Student  Membership 

Hugh  Clark  Davidson,  Jr.,  New  York 

Nancy  H.  Nielsen,  Erie 

Henry  S.  Pohl,  Albany  Medical  College 

Michael  A.  Parmer,  Orange  (Observer) 

Governmental  Affairs  and  Legal  Matters 

Hospital  and  Medical  Facilities 

Louis  W.  Giordano,  Broome,  Chairman 

Anthony  Clemendor,  New  York 

Robert  A.  Hesson,  Tompkins 

Pinaki  Ray,  Dutchess 

Nathan  P.  Reed,  Albany 

Mark  L.  Fox,  Westchester  (Observer) 

John  C.  Herrman,  Lewis,  Chairman 

Daniel  L.  Dombroski,  Onondaga 

Robert  A.  Held,  Suffolk 

Richard  H.  Lange,  Schenectady 

Frank  Ratner,  Queens 

Eleanor  C.  Kane,  Dutchess  (Observer) 

CONVENTION  COMMITTEES 


Credentials 

Rules  and  Order  of  Business 

E.  John  Pesiri,  Nassau,  Chairman 
James  Puleo,  Albany 
Clive  D.  Caplan,  Suffolk 
Antonio  F.  LaSorte,  Broome 
Seymour  J.  Wiener,  Orange 
Paul  Pipia,  Richmond  (Observer) 

Richard  Hughes,  Sr.,  Warren,  Chairman 
Fred  N.  Flatau,  Queens 
Roy  H.  Lieberman,  Rockland 
Gerald  J.  Lustig,  Richmond 
Venkatachala  Pathy,  The  Bronx 
John  Forrest,  Chemung  (Observer) 

Sergeant  at  Arms 

Arthur  J.  Florack,  Monroe,  Chairman 

Tellers 

Kalman  Post,  New  York  State  Neurosurgical  Society, 
Inc. 

Sharon  C.  Mead,  Nassau 
Hugo  M.  Morales,  The  Bronx 
Feori  F.  Pipito,  Montgomery 

Lloyd  Roberts,  Medical  Student  Membership  (Observer) 

Albert  Accettola,  Richmond,  Chairman 

Ann  Cea,  Westchester 

Neville  W.  Harper,  Oneida 

Claus  Fichte,  Niagara 

David  Van  Eenenaam,  Jefferson 

Richard  J.  Freeman,  Cayuga  (Observer) 
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NOMINATING  COMMITTEE 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Wednesday,  November  8, 
1989  at  1 1:00  a.m. 


Members  of  the  Committee  present  were: 

Member-at-Large — Charles  D.  Sherman,  Jr.,  M.D.,  Monroe,  Chairman 
First  District  Branch — John  A.  Finkbeiner,  M.D.,  New  York 
Second  District  Branch — Robert  B.  Bergmann,  M.D.,  Nassau 
Third  District  Branch — John  H.  Carter,  M.D.,  Albany 
Fourth  District  Branch — David  M.  Benford,  M.D.,  New  York 
Fifth  District  Branch — David  O.  Van  Eenenaam,  M.D.,  Jefferson 
Sixth  District  Branch — Antonio  F.  LaSorte,  M.D.,  Broome 
Seventh  District  Branch — Wiiiiam  A.  Doian,  M.D.,  Monroe 
Eighth  District  Branch — Nancy  H.  Nieisen,  M.D.,  Ph.D.,  Erie 
Ninth  District  Branch — John  A.  Ramsdeii,  M.D.,  Westchester 
Member-at-Large — Seymour  R.  Staii,  M.D.,  Dutchess 


Excused  were:  Arsenic  G.  Agopovich,  M.D.,  Third  District  Branch,  and  Richard  Hughes,  Sr.,  M.D.,  Fourth  District  Branch. 
President  David  M.  Benford,  M.D.,  designated  John  H.  Carter,  M.D.,  to  represent  the  interest  of  the  Third  District  Branch  and 
David  M.  Benford,  M.D.,  to  represent  the  interest  of  the  Fourth  District  Branch. 

After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  the  county  medical  societies,  and 
the  resident  and  student  sections  in  response  to  a memorandum,  dated  July  7, 1989,  your  Committee  respectfully  nominated 
the  following  candidates  for  election  on  April  1,  1990: 

President — Robert  A.  Mayers,  M.D.,  Westchester 
President-Elect — Charles  N.  Aswad,  M.D.,  Broome 
Vice-President — Morton  Kurtz,  M.D.,  Queens 
Secretary — George  Lim,  M.D.,  Oneida 
Assistant  Secretary — Joyce  M.  McChesney,  M.D.,  Monroe 
Treasurer — James  H.  Cosgriff,  Jr.,  M.D.,  Erie 
Assistant  Treasurer — Antonio  F.  LaSorte,  M.D.,  Broome 
Speaker — Seymour  R.  Stall,  M.D.,  Dutchess 
Vice-Speaker — John  H.  Carter,  M.D.,  Albany 
Councilors  (four  for  three  years): — Randall  D.  Bloomfield,  M.D.,  Kings 

— William  A.  Dolan,  M.D.,  Monroe 
— Robert  M.  George,  M.D.,  Oneida 
— Stuart  I.  Orsher,  M.D.,  New  York 
Resident  Councilor  (one  for  one  yeai): — Malcolm  Reid,  M.D.,  New  York 
Student  Councilor  (one  for  one  year): — * Howard  Pomeranz,  New  York 

Trustee  (one  for  five  years): — Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 


Delegates  to  the  American  Medical  Association  for  tv 

Charles  N.  Aswad,  M.D.,  Broome 
Randall  D.  Bloomfield,  M.D.,  Kings 
John  L.  Clowe,  M.D.,  Schenectady 
Hugh  Clark  Davidson,  Jr.,  M.D.,  New  York 
William  A.  Dolan,  Jr.,  M.D.,  Monroe 
Richard  D.  Eberle,  M.D.,  Onondaga 
Robert  E.  Fear,  M.D.,  Suffolk 
Louis  W.  Giordano,  M.D.,  Broome 
Robert  E.  Gordon,  M.D.,  Kings 
Stanley  L.  Grossman,  M.D.,  Orange 
James  Kropelin,  M.D.,  Niagara 
Dattatraya  G.  Lanjewar,  M.D.,  The  Bronx 
Samuel  H.  Madell,  M.D.,  New  York 
The  twelve  nominees  receiving  the  largest  number 


* Medical  Student 


years  commencing  January  1,  1991: 

Robert  A.  Mayers,  M.D.,  Westchester 
Joyce  M.  McChesney,  M.D.,  Monroe 
Sidney  Mishkin,  M.D.,  Nassau 
Donna  B.  O’Hare,  M.D.,  New  York 
Richard  N.  Pierson,  Jr.,  M.D.,  New  York 
Paul  A.  Pipia,  M.D.,  (Resident),  Richmond 
William  B.  Rosenblatt,  M.D.,  New  York 
Anthony  P.  Santomauro,  M.D.,  Erie 
Ralph  E.  Schlossman,  M.D.,  Queens 
Ralph  Schwartz,  M.D.,  New  York 
* Tara  Solomon,  The  Bronx 
Stanley  A.  Steckler,  M.D.,  Suffolk 
George  T.  C.  Way,  M.D.,  Dutchess 
of  votes  will  be  delegates;  the  second  twelve  will  be  alternates. 

Respectfully  submitted: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


FEBRUARY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  105 


HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  House  Committee  on  Bylaws  are  as 
follows: 


George  Lim,  M.D.,  Chairman  Oneida 

Marilyn  R.  Brown,  M.D Monroe 

Stanley  F.  Brunn,  M.D Orange 

Rodman  D.  Carter,  M.D Otsego 

Robert  M.  Kohn,  M.D Erie 

Sidney  Mishkin,  M.D Nassau 

Donna  B.  O’Hare,  M.D New  York 

Hilda  Ratner,  M.D Queens 

Stanley  A.  Steckler,  M.D Suffolk 

David  M.  Benford,  M.D.,  President,  ex  officio  New  York 
Seymour  R.  Stall,  M.D.,  Speaker,  ex  officio  Dutchess 
Donald  F.  Foy  . . . Executive  Vice  President,  ex  officio 

William  R.  Egan  Deputy  Executive 

Vice  President,  ex  officio 

Donald  R.  Moy  General  Counsel,  ex  officio 


A meeting  of  the  Reference  Committee  on  Bylaws  was 
held  at  the  Holiday  Inn  Hotel  in  Rochester,  New  York  on 
Friday,  April  7,  1989.  The  Reference  Committee  prepared  a 
transcript  of  testimony  and  a summary  of  its  recommenda- 
tions to  the  House  Committee  on  Bylaws.  The  input  re- 
ceived from  the  meeting  of  the  Reference  Committee  on 
Bylaws  proved  to  be  of  great  assistance  to  the  House  Com- 
mittee on  Bylaws  when  it  met  on  October  26,  1989. 

Eleven  resolutions  asking  for  amendments  to  the  Bylaws 
were  referred  to  the  Committee  for  consideration.  Resolu- 
tion 88-9  was  referred  back  to  the  Council  for  further  evalu- 
ation. In  all,  twelve  resolutions  are  under  consideration. 


Resolution  89-5,  Councilor  Representing  the  Hospital 
Medical  Staff  Section 

Introduced  by  Medical  Society  of  the  County  of  Lewis 
Whereas,  Many  of  the  regulatory  issues  confronting  the 
medical  profession  today  relate  to  medical  practice  in 
the  hospital  environments;  and 
Whereas,  It  is  important  to  have  a strong  communications 
link  between  the  MSSNY  Council  and  the  Society’s  hos- 
pital medical  staff  section;  and 
Whereas,  This  can  best  be  accomplished  through  formal 
hospital  medical  staff  section  representation  on  the 
Council,  and  state  medical  societies  have  been  encour- 
aged by  the  AMA  to  provide  for  such  representation; 
and 

Whereas,  The  medical  student  and  resident  physician  sec- 
tions of  the  MSSNY  are  represented  on  the  Council; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  provide  that  the 
Chairperson  of  the  Hospital  Medical  Staff  Section  be  a 
voting  member  of  the  MSSNY  Council;  and  be  it  further 
Resolved,  That  Article  Xll-A,  paragraph  1 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be  amend- 
ed to  read  as  follows  (additions  italicized): 


“The  hospital  medical  staff  section  is  authorized  to  be 
represented  in  the  House  of  Delegates  by  one  delegate, 
and  on  the  MSSNY  Council  by  one  councilor,  who  shall 
be  the  individual  elected  by  the  section  as  its  chairper- 
son. The  hospital  medical  staff  section  shall  represent 
physicians  on  the  medical  staffs  of  acute  care  hospitals 
located  in  New  York  State;  of  psychiatric  inpatient  facili- 
ties maintained  by  the  State  of  New  York  or  its  political 
subdivisions;  and  of  hospitals  with  inpatient  programs 
certified  by  the  New  York  State  Office  of  Mental  Health.” 

and  be  it  further 

Resolved,  That  Article  XI,  Section  2,  paragraph  2 under  the 
heading  “Nominating  Committee”  be  amended  to  read 
as  follows  (additions  italicized,  deletions  in  brackets): 
“In  the  event  that  a member  of  the  Nominating  Commit- 
tee who  has  been  selected  as  the  representative  of  a 
district  branch  (or  his  alternate)  shall  be  unable  to  attend 
the  meeting  of  this  committee,  the  president  shall  ap- 
point an  at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests  of 
that  district  on  the  Nominating  Committee.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York  for 
all  vacancies  to  be  filled  at  the  ensuing  annual  meeting  of 
the  House  of  Delegates,  with  the  exception  of  the  coun- 
cilor representing  the  hospital  medical  staff  section,  who 
shall  be  a member  of  the  Medical  Society  of  the  State  of 
New  York  nominated  by  the  hospital  medical  staff  sec- 
tion. [These]  Nominating  Committee  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the  same 
manner  as  prescribed  in  Article  X,  Section  1,  paragraph 
2.” 

and  be  it  further 

Resolved,  That  Article  IV,  Section  1,  paragraphs  1,  2,  3, 
and  6 be  amended  to  read  as  follows  (additions  itali- 
cized, deletions  in  brackets): 

“The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  [14]  75  councilors  elected  by  the  House  of 
Delegates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend  all 
meetings  of  the  Council  with  voice  but  without  vote.  The 
councilors  from  the  hospital  medical  staff  section  and 
the  resident  physician  section  shall  attend  all  meetings  of 
the  Council  with  voice  and  with  vote.  The  councilor  from 
the  medical  student  section  shall  attend  all  meetings  with 
voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the  House  of 
Delegates,  each  for  a term  of  three  years.  Two  council- 
ors, one  councilor  representing  the  medical  student  sec- 
tion and  one  councilor  representing  the  resident  physi- 
cian section  to  the  Medical  Society  of  the  State  of  New 
York,  shall  be  elected  every  year  by  the  House  of  Dele- 
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gates,  each  for  a term  of  one  year.  One  councilor,  repre- 
senting the  hospital  medical  staff  section,  shall  be  elect- 
ed every  other  year  by  the  House  of  Delegates,  for  a term 
of  two  years.  Article  IV,  Section  1,  paragraph  4 is  not 
applicable  to  the  term  of  office  of  a resident  or  student 
councilor,  or  a councilor  representing  the  hospital  medi- 
cal staff  section.  In  the  event  of  a vacancy,  a councilor 
shall  be  elected  by  the  Council  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time  the 
House  of  Delegates  shall  elect  a councilor  to  fill  the  un- 
expired term. 

Councilors,  other  than  the  [councilor  representing  the 
student  membership  and  the  councilor  representing  the 
resident  membership,]  councilors  representing  the  med- 
ical student  and  resident  physician  sections  and  the  hos- 
pital medical  staff  section,  shall  be  assigned  to  specific 
county  societies  as  liaison  for  the  Council  in  accordance 
with  the  provisions  of  Article  V,  Section  2.  Councilors 
shall  be  required  to  disseminate  information  of  Council 
activity  as  well  as  returning  information  to  the  Council, 
and  shall  report  regularly  to  the  Council  on  their  activity. 
The  councilor  representing  the  medical  student  section 
must  be  a student  member  of  the  Medical  Society  of  the 
State  of  New  York;  the  councilor  representing  the  resi- 
dent physician  section  must  be  a resident  member  of  the 
Medical  Society  of  the  State  of  New  York. 

and 

Resolution  89-100,  Councilor  Representing  the  Hospital 
Medical  Staff  Section 

Introduced  by  Hospital  Medical  Staff  Section 
Whereas,  Many  of  the  regulatory  issues  confronting  the 
medical  profession  today  relate  to  medical  practice  in 
the  hospital  environment;  and 
Whereas,  It  is  important  to  have  a strong  communications 
link  between  the  MSSNY  Council  and  the  Society’s  hos- 
pital medical  staff  section;  and 
Whereas,  This  can  best  be  accomplished  through  formal 
hospital  medical  staff  section  representation  on  the 
Council,  and  state  medical  societies  have  been  encour- 
aged by  the  AMA  to  provide  for  such  representation; 
and 

Whereas,  The  medical  student  and  resident  physician  sec- 
tions of  the  MSSNY  are  represented  on  the  Council; 
therefore  be  it 

Resolved,  That  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  to  provide  that  the 
Chairperson  of  the  Hospital  Medical  Staff  Section  be  a 
voting  member  of  the  MSSNY  Council;  and  be  it  further 
Resolved,  That  Article  Xll-A,  paragraph  1 of  the  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York  be  amend- 
ed to  read  as  follows  (additions  italicized); 

“The  hospital  medical  staff  section  is  authorized  to  be 
represented  in  the  House  of  Delegates  by  one  delegate, 
and  on  the  MSSNY  Council  by  one  councilor,  who  shall 
be  the  individual  elected  by  the  section  as  its  chairper- 
son. The  hospital  medical  staff  section  shall  represent 
physicians  on  the  medical  staffs  of  acute  care  hospitals 
located  in  New  York  State;  of  psychiatric  inpatient  facili- 
ties maintained  by  the  State  of  New  York  or  its  political 
subdivisions;  and  of  hospitals  with  inpatient  programs 


certified  by  the  New  York  State  Office  of  Mental  Health.” 

and  be  it  further 

Resolved,  That  Article  XI,  Section  2,  paragraph  2 under  the 
heading  "Nominating  Committee”  be  amended  to  read 
as  follows  (additions  italicized,  deletions  in  brackets): 
"In  the  event  that  a member  of  the  Nominating  Commit- 
tee who  has  been  selected  as  the  representative  of  a 
district  branch  (or  his  alternate)  shall  be  unable  to  attend 
the  meeting  of  this  committee,  the  president  shall  ap- 
point an  at  large  member,  from  the  district  branch  whose 
representative  is  absent,  to  represent  the  interests  of 
that  district  on  the  Nominating  Committee.  It  shall  be  the 
duty  of  this  committee  to  propose  and  nominate  mem- 
bers of  the  Medical  Society  of  the  State  of  New  York  for 
all  vacancies  to  be  filled  at  the  ensuing  annual  meeting  of 
the  House  of  Delegates,  with  the  exception  of  the  coun- 
cilor representing  the  hospital  medical  staff  section,  who 
shall  be  a member  of  the  Medical  Society  of  the  State  of 
New  York  nominated  by  the  hospital  medical  staff  sec- 
tion. [These]  Nominating  Committee  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the  same 
manner  as  prescribed  in  Article  X,  Section  1,  paragraph 
2.” 

and  be  it  further 

Resolved,  That  Article  IV,  Section  1 be  amended  to  read  as 
follows  (additions  italicized,  deletions  in  brackets): 
“The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice-president,  immediate  past-president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  [14]  75  councilors  elected  by  the  House  of 
Delegates. 

The  trustees,  the  executive  vice-president,  the  deputy 
executive  vice-president,  and  the  general  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall  attend  all 
meetings  of  the  Council  with  voice  but  without  vote.  The 
councilors  from  the  hospital  medical  staff  section  and 
the  resident  physician  section  shall  attend  all  meetings 
with  voice  and  with  vote.  The  Councilor  from  the  medical 
student  section  shall  attend  all  meetings  of  the  Council 
with  voice  but  without  vote. 

Four  councilors  shall  be  elected  annually  by  the  House  of 
Delegates,  each  for  a term  of  three  years.  Two  council- 
ors, one  councilor  representing  the  medical  student  sec- 
tion and  one  councilor  representing  the  resident  physi- 
cian section  to  the  Medical  Society  of  the  State  of  New 
York,  shall  be  elected  every  year  by  the  House  of  Dele- 
gates, each  for  a term  of  one  year.  Cne  councilor,  repre- 
senting the  hospital  medical  staff  section,  shall  be  elect- 
ed every  other  year  by  the  House  of  Delegates,  for  a term 
of  two  years.  Article  IV,  Section  1,  paragraph  4 is  not 
applicable  to  the  term  of  office  of  a resident  or  student 
councilor,  or  a councilor  representing  the  hospital  medi- 
cal staff  section.  In  the  event  of  a vacancy,  a councilor 
shall  be  elected  by  the  Council  to  serve  until  the  next 
meeting  of  the  House  of  Delegates,  at  which  time  the 
House  of  Delegates  shall  elect  a councilor  to  fill  the  un- 
expired term. 

No  person  shall  serve,  consecutively,  more  than  two 
terms  as  councilor.  An  unexpired  term  shall  not  be  con- 
strued as  a term  of  office. 
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The  councilors  shall  assume  office  on  election  and  shall 
hold  office  until  their  successors  are  duly  elected  and 
qualified. 

Councilors,  other  than  the  [councilor  representing  the 
student  membership  and  the  councilor  representing  the 
resident  membership,]  councilors  representing  the  med- 
ical student  and  resident  physician  sections  and  the  hos- 
pital medical  staff  section,  shall  be  assigned  to  specific 
county  societies  as  liaison  for  the  Council  in  accordance 
with  the  provisions  of  Article  V,  Section  2.  Councilors 
shall  be  required  to  disseminate  information  of  Council 
activity  as  well  as  returning  information  to  the  Council, 
and  shall  report  regularly  to  the  Council  on  their  activity. 
The  councilor  representing  the  medical  student  section 
must  be  a student  member  of  the  Medical  Society  of  the 
State  of  New  York;  the  councilor  representing  the  resi- 
dent physician  section  must  be  a resident  member  of  the 
Medical  Society  of  the  State  of  New  York. 

A councilor  shall  practice  or  maintain  a residence  or  an 
office  in  the  State  of  New  York.  Otherwise  his  position  in 
the  Medical  Society  of  the  State  of  New  York  shall  be 
declared  vacant  by  the  Council. 

If  a councilor  is  absent  from  three  consecutive  regular 
meetings  of  the  Council  without  proper  excuse,  the 
Council  shall  declare  his  position  vacant  and  elect  a suc- 
cessor for  the  unexpired  term. 

Because  of  the  similarity  of  content.  Resolutions  89-5 
and  89-100  were  considered  at  the  same  time. 

The  Committee  believes  that  the  interests  of  the  hospital 
medical  staff  section  are  well  represented  in  the  meetings 
of  the  Medical  Society  of  the  State  of  New  York.  The  hospi- 
tal medical  staff  section  of  the  Medical  Society  of  the  State 
of  New  York  has  a strong  voice  in  the  House  of  Delegates. 
Resolutions  submitted  by  the  hospital  medical  staff  section 
are  fully  evaluated  by  the  House  of  Delegates.  Recognizing 
that  the  hospital  medical  staff  section  usually  holds  its  an- 
nual meeting  in  conjunction  with  the  House  of  Delegates, 
the  House  of  Delegates  has  accepted  late  resolutions  sub- 
mitted by  the  hospital  medical  staff  section.  As  a result  of 
the  adoption  of  Resolution  88-83  last  year,  late  resolutions 
submitted  by  the  hospital  medical  staff  section,  when  it 
meets  in  conjunction  with  the  House  of  Delegates,  are  auto- 
matically accepted  by  the  House  of  Delegates. 

In  addition,  the  interests  of  the  medical  staff  are  repre- 
sented in  meetings  of  specialty  medical  societies,  county 
medical  societies  and  the  State  Medical  Society  since 
many,  if  not  most,  physicians  are  members  of  hospital  med- 
ical staffs. 

Since  there  are  many  avenues  through  which  issues  of 
interest  to  hospital  medical  staffs  may  be  raised  and  fully 
explored,  the  committee  does  not  believe  that  it  is  neces- 
sary to  amend  the  Bylaws  to  provide  for  a councilor  repre- 
senting the  hospital  medical  staff  section. 

Accordingly,  the  Committee  recommends  that  Resolu- 
tions 89-5  and  89-100  NOT  BE  ADOPTED. 

Resolution  89-33,  Affiliate  Membership  Category  for 
Physicians  Residing  Outside  the  State  of  New  York 

Introduced  by  the  Council 

Whereas,  Increasing  numbers  of  physicians  are  leaving 


New  York  State  due  to  socioeconomic  factors  and  dis- 
incentives to  practice  medicine  here;  and 

Whereas,  Some  of  these  physicians  have  expressed  an  in- 
terest in  maintaining  membership  in  the  Medical  Soci- 
ety of  the  State  of  New  York,  yet  the  current  Bylaws 
require  that  all  but  student  members,  life  members  and 
honorary  members  must  reside  or  practice  medicine 
within  the  State  of  New  York;  and 

Whereas,  Various  state  medical  societies,  including  those 
in  Connecticut,  Indiana,  Ohio,  Pennsylvania  and  Texas, 
allow  out-of-state  physicians  to  remain  or  become 
members  provided  the  physician  is  also  a member  of 
the  county  and  state  medical  societies  where  he  or  she 
resides  or  practices;  therefore  be  it 

Resolved,  That  Article  II,  Section  1,  paragraph  1 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  be 
amended  to  read  as  follows  (additions  italicized,  dele- 
tions in  brackets): 

The  membership  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  divided  into  [five]  six  classes:  (a)  ac- 
tive, (b)  life,  (c)  honorary,  (d)  resident,  [and]  (e)  student, 
and  (f)  affiliate. 

and  be  it  further 

Resolved,  That  Article  II,  Section  1 be  amended  by  the  addi- 
tion of  a new  paragraph,  to  read  as  follows  (additions 
italicized): 

Affiliate  members  shall  be  those  physicians,  other  than 
life  or  honorary  members,  who  neither  reside  nor  prac- 
tice medicine  in  New  York  State,  yet  wish  to  be  affiliated 
with  the  Medical  Society  of  the  State  of  New  York.  The 
affiliate  members  shall  be  active  members  in  good 
standing  of  the  county  and  state  medicai  societies  in  the 
state  where  they  reside  or  practice  medicine. 

and  be  it  further 

Resolved,  That  Article  II,  Section  2 be  amended  by  the  addi- 
tion of  a new  paragraph,  to  read  as  follows  (additions 
italicized): 

Affiliate  members  shall  be  entitled  to  receive  the  New 
York  State  Journal  of  Medicine,  the  News  of  New  York, 
and  the  Medical  Directory  of  New  York  State,  and  to  at- 
tend meetings  of  the  Medicai  Society  of  the  State  of  New 
York. 

and  be  it  further 

Resolved,  That  Article  XV,  paragraph  3 be  amended  to  read 
as  follows  (additions  italicized): 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medical  or  osteopathic  col- 
lege not  more  than  five  calendar  years,  not  counting  ac- 
tive service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  shall  be  one 
third  the  amount  levied  on  all  other  active  members.  The 
dues  and  assessments  of  those  active  members  who 
have  not  completed  their  continuous  residency  training 
shall  be  one  tenth  the  amount  levied  on  all  other  active 
members.  In  no  case  may  an  active  physician  continue  to 
pay  such  reduced  dues  more  than  seven  years  after  the 
date  of  graduation  from  medical  or  osteopathic  school. 
The  dues  and  assessments  of  all  active  members  enter- 
ing practice  for  the  first  time,  who  are  not  otherwise  eligi- 
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ble  for  reduced  dues  as  set  forth  in  prior  provisions  in  this 
paragraph,  shall  be  one  half  the  amount  levied  on  all  oth- 
er active  members  for  the  first  two  years  of  practice. 
Once  an  active  member  pays  full  dues,  he  shall  no  longer 
qualify  for  half-dues  status  as  a beginning  practitioner. 
The  dues  and  assessments  of  affiiiate  members  shail  be 
one  haif  the  amount  levied  on  full  dues  paying  active 
members. 

After  a thorough  deliberation,  the  Committee  recom- 
mends the  following  Substitute  Resolution: 

Resolved,  That  Article  II,  Section  1,  paragraph  1 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  be 
amended  to  read  as  follows  (additions  italicized,  dele- 
tions in  brackets): 

The  membership  of  the  Medical  Society  of  the  State  of 
New  York  shall  be  divided  into  [five]  six  classes:  (a)  ac- 
tive, (b)  life,  (c)  honorary,  (d)  resident,  [and]  (e)  student, 
and  {f)  affiliate. 

and  be  it  further 

Resolved,  That  Article  II,  Section  1 be  amended  by  adding 
new  paragraphs  12,  13  and  14  to  read  as  follows  (addi- 
tions italicized): 

Affiliate  members  shall  be  those  physicians  other  than 
life  or  honorary  members  who  were  previously  members 
in  good  standing  of  a component  county  medical  society 
and  the  Medical  Society  of  the  State  of  New  York  who  no 
longer  reside  or  practice  medicine  in  New  York  State,  yet 
wish  to  be  affiliated  with  the  Medical  Society  of  the  State 
of  New  York.  The  affiliate  members  shall  be  active  mem- 
bers in  good  standing  of  county  and  state  medical  societ- 
ies in  the  state  where  they  reside  or  practice  medicine. 

In  order  to  qualify  for  affiliate  membership,  the  physi- 
cian must  have  been  a member  in  good  standing  of  a 
component  county  medical  society  and  the  Medical  Soci- 
ety of  the  State  of  New  York  at  the  time  the  physician 
terminated  the  residence  and/or  practice  of  medicine  in 
New  York  State.  An  affiliate  member  who  reestablishes 
either  residence  or  the  practice  of  medicine  in  New  York 
State  shall  no  longer  qualify  for  affiliate  membership  but 
must  apply  for  an  appropriate  class  of  membership.  Any 
dues  paid  for  affiliate  membership  in  the  year  of  reappli- 
cation shall  be  credited  towards  the  dues  required  for  the 
applicable  class  of  membership. 

In  the  event  that  an  affiliate  member  resumes  the  sta- 
tus as  an  active  member  of  a component  county  medical 
society  and  the  Medical  Society  of  the  State  of  New  York 
following  the  reestablishment  of  residence  and/or  the 
practice  of  medicine  in  the  State  of  New  York,  the  dura- 
tion of  time  in  which  the  individual  held  the  status  as  an 
affiliate  member  in  good  standing  shall  not  be  considered 
as  an  interruption  in  active  membership  for  the  purpose 
of  determining  eligibility  for  life  membership  in  accor- 
dance with  paragraph  6 of  this  section. 

and  be  it  further 

Resolved,  That  Article  II,  Section  2 be  amended  by  a new 
paragraph  7 to  read  (additions  italicized): 

Affiliate  members  shall  be  accorded  all  the  rights  and 
privileges  of  active  membership  in  the  Medical  Society 
of  the  State  of  New  York  but  shall  not  vote  and  hold  of- 


fice, and  shall  be  entitled  to  receive  such  publications  of 
the  Medical  Society  of  the  State  of  New  York  as  are  ap- 
proved by  the  Council  on  an  annual  basis. 

and  be  it  further 

Resolved,  That  Article  XV  of  the  Bylaws  be  amended  by  the 
addition  of  a new  paragraph  5 to  read  (additions  itali- 
cized): 

The  dues  and  assessments  of  affiliate  members  shall  be 
one  half  the  amount  levied  on  full  dues  paying  active 
members. 

Accordingly,  the  House  Committee  on  Bylaws  unani- 
mously recommends  that  the  Substitute  Resolution  for  Res- 
olution 89-33  be  ADOPTED. 

^^esolution  89-34,  Amnesty  Periods  for  Reinstatement 
Without  Penaity 

Introduced  by  the  Council 

Whereas,  Each  year  some  400  to  550  physicians  are 
dropped  from  the  rolls  of  membership  of  the  Medical 
Society  of  the  State  of  New  York  for  nonpayment  of 
dues;  and 

Whereas,  In  order  to  be  reinstated  as  members,  such  physi- 
cians must  pay  dues  for  the  year  in  which  membership 
was  dropped  in  addition  to  the  current  year’s  dues;  and 

Whereas,  This  reinstatement  penalty  does  not  apply  to 
those  who  resigned  from  membership,  yet  members 
may  not  be  aware  of  the  need  to  resign  in  order  to  be 
exempted  from  the  reinstatement  penalty;  and 

Whereas,  During  the  period  from  June  6,  1985  to  April  1, 
1986,  when  the  reinstatement  penalty  was  temporarily 
waived  by  an  action  of  the  House  of  Delegates,  the 
number  of  reinstated  members  nearly  doubled  as  com- 
pared to  previous  periods  when  the  penalty  was  re- 
quired; therefore  be  it 

Resolved,  That  Article  II,  Section  2,  paragraph  15  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read  as  follows  (additions  italicized,  de- 
letions in  brackets): 

The  provision  in  Article  II,  Section  2,  paragraph  14  that 
no  member  dropped  for  nonpayment  of  dues  and  assess- 
ments shall  be  reinstated  until  he  has,  in  addition,  paid  his 
dues  and  assessments  for  the  year  in  which  he  was 
dropped,  shall  not  be  in  effect  [for  the  period  beginning 
June  6,  1985  through  April  1,  1986]  during  amnesty  peri- 
ods as  declared  by  the  House  of  Delegates  or  the  Council. 

and  be  it  further 

Resolved,  That  Article  XV,  paragraph  9 be  amended  to  read 
as  follows  (additions  italicized,  deletions  in  brackets): 
The  provision  in  Article  XV,  paragraph  8 that  no  member 
dropped  for  nonpayment  of  dues  and  assessments  shall 
be  reinstated  until  he  has,  in  addition,  paid  his  dues  and 
assessments  for  the  year  in  which  he  was  dropped,  shall 
not  be  in  effect  [for  the  period  beginning  June  6,  1985 
through  April  1,  1986]  during  amnesty  periods  as  de- 
clared by  the  House  of  Delegates  or  the  Council. 

PAST  HOUSE  ACTION:  Resolutior  87-72 
This  resolution  would  authorize  the  House  of  Delegates 
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or  the  Council  to  declare  amnesty  periods  to  the  reinstate- 
ment penalty  contained  in  Article  XV,  paragraph  8 of  the 
Bylaws.  The  Committee  does  not  believe  that  the  reinstate- 
ment penalty  is  overly  severe.  The  Committee  believes  that 
forgiving  the  reinstatement  penalty  may  only  encourage 
non-payment  of  dues. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  89-34  NOT  BE  ADOPTED. 

^^esolution  89-39,  Unified  Membership  With  the  AMA 

Introduced  by  Nassau  County  Medical  Society 
Whereas,  Federal  government  legislation  and  regulations 
are  increasingly  interfering  with  the  physicians’  autono- 
my to  practice  medicine:  and 
Whereas,  This  interference  is  now  invading  the  clinical  de- 
cision-making process;  and 

Whereas,  This  is  affecting  the  physician/patient  relation- 
ship; and 

Whereas,  This  is  inhibiting  the  maintenance  of  an  accessi- 
ble, quality  health  care  system;  and 
Whereas,  The  medical  profession’s  ability  to  correct 
present  inequities  and  prevent  further  inequities  is  firm- 
ly dependent  upon  a strong  unified  voice  in  Washington, 
D.C.;  therefore  be  it 

Resolved,  That  New  York  State  become  a unified  member- 
ship state  requiring  membership  in  the  county  medical 
society,  the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association  to  belong  to  any 
of  the  three;  and  be  it  further 
Resolved,  That  Article  II,  Section  1,  paragraph  3 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York  be 
amended  to  read  as  follows  (additions  italicized): 

The  active  members  shall  be  all  active  members  in  good 
standing  of  the  component  county  medical  societies  and 
the  American  Medical  Association.  A copy  of  the  roster 
of  such  members,  certified  to  be  correct  by  the  respec- 
tive secretary  of  each  component  county  medical  soci- 
ety, shall  be  evidence  of  the  right  of  the  members  whose 
names  appear  therein  to  membership  in  the  Medical  So- 
ciety of  the  State  of  New  York.* 

Many  vital  issues  affecting  health  care  are  pending  at  the 
national  level.  For  this  reason,  it  is  important  that  the  medi- 
cal profession  be  strong  at  the  national,  state  and  local  lev- 
els. The  Committee  believes  that  membership  in  the  AMA 
should  be  strongly  encouraged,  but  does  not  believe  that 
membership  in  the  AMA  should  be  required  as  a condition 
for  membership  in  the  State  and  component  county  medical 
societies.  In  addition,  last  year,  the  House  of  Delegates  ap- 
proved Resolution  88-12  which  amended  Article  XVIII,  Sec- 
tion 2,  paragraph  1 of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  to  allow  each  component  county 
medical  society  to  decide  the  question  of  unified  member- 
ship with  the  AMA.  The  Committee  believes  that  the  impact 
of  resolution  88-12  should  be  carefully  evaluated  before 
mandatory  AMA  membership  is  considered  on  a statewide 
basis. 

* If  Resolution  89-39  is  adopted,  various  sections  of  the  Bylaws 
will  have  to  be  revised  to  conform  with  unified  membership  re- 
quirements. 


Accordingly,  the  Committee  recommends  that  Resolu- 
tion 89-39  NOT  BE  ADOPTED. 

^^esolution  89-42,  Conversion  to  Resident  Member  Sta- 
tus for  Graduating  Student  Members  of  MSSNY 

Introduced  by  the  Resident  Physician  Section 
Whereas,  Approximately  250  student  members  of  the  Medi- 
cal Society  of  the  State  of  New  York  have  graduated 
from  medical  school  in  each  of  the  last  several  years; 
and 

Whereas,  Student  members  who  wish  to  continue  their  af- 
filiation with  the  MSSNY  during  residency  training  are 
required  to  re-apply  for  membership  through  their  local 
county  medical  society;  and 

Whereas,  Only  14  individuals  who  graduated  from  medical 
school  in  1987  were  elected  to  membership  as  resi- 
dents in  their  first  year  of  training;  and 
Whereas,  Of  the  students  who  graduated  in  1988,  59  have 
been  elected  to  resident  membership  in  the  first  eight 
months  of  training,  with  all  but  four  joining  in  those 
counties  which  adopted  simplified  application  proce- 
dures, indicating  that  a major  barrier  to  membership  for 
residents  is  the  application  process  itself;  and 
Whereas,  It  should  not  be  necessary  to  again  scrutinize 
such  members  who  have  been  screened  so  recently  for 
admission  to  residency  training  programs;  therefore  be 
it 

Resolved,  That  former  student  members  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  their  first  year  of  an 
ACGME-approved  residency  training  program  should  be 
allowed  to  convert  to  resident  member  status  without 
having  to  re-apply  and  be  re-elected  to  membership; 
and  be  it  further 

Resolved,  That  Article  XVIII,  Section  2,  paragraph  1 of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New  York 
be  amended  to  read  as  follows  (additions  italicized); 
Eligibility  for  membership  in  a component  county  medi- 
cal society  shall  be  determined  by  that  society,  except 
that  a former  student  member  of  the  Medical  Society  of 
the  State  of  New  York  shall  be  permitted  to  convert  to 
resident  member  status  through  his  local  county  medical 
society  during  the  first  post-graduate  year  in  an  ACGME- 
approved  residency  training  program  upon  payment  of 
county  and  state  society  dues  and  provision  of  an  updat- 
ed information  form.  Except  by  the  approval  of  the  Coun- 
cil no  physician  shall  be  an  active  member  in  a compo- 
nent county  medical  society  other  than  that  of  the  county 
in  which  he  practices  or  maintains  legal  residence. 

The  Committee  agreed  that  Resolution  89-42  represents 
a fair  measure  to  expedite  the  application  process. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  89-42  be  ADOPTED. 

Resolution  89-43,  One  Year  Terms  for  Student  and  Res- 
ident Delegates  to  the  AMA  House  of  Delegates 

Introduced  by  MSSNY-Medical  Student  Section 
Whereas,  Current  MSSNY  and  AMA  Bylaws  require  that 
Delegates  to  the  AMA  House  of  Delegates  be  elected 
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for  terms  of  two  years  and  that  they  be  elected  in  the 
calendar  year  preceding  the  meeting  of  the  AMA  House 
of  Delegates  to  which  they  are  elected;  and 
Whereas,  These  requirements  present  great  difficulty  for 
both  the  student  and  resident  sections  as  the  time  from 
nomination  until  the  delegate’s  tenure  expires  often  ex- 
tends beyond  an  individual’s  membership  in  the  student 
or  resident  category;  and 

Whereas,  The  AMA  is  expected  to  amend  its  Bylaws  in  June 
1989  to  allow  states  the  option  to  elect  medical  stu- 
dents and  resident  physicians  to  serve  either  one-year 
or  two-year  terms  as  delegates  or  alternate  delegates 
to  the  AMA  (Resolution  124,  1-88);  therefore  be  it 
Resolved,  That  Article  VIII,  paragraph  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  read  as  follows  (additions  italicized): 

The  delegates  to  the  American  Medical  Association  shall 
be  elected  In  the  calendar  year  preceding  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical  Associ- 
ation to  which  they  are  elected.  Other  than  medical  stu- 
dent or  resident  physician  delegates  or  alternate  dele- 
gates who  shall  serve  for  a term  of  one  year,  one  half  of 
the  allotted  number  of  delegates  and  alternate  delegates 
shall  be  elected  each  year. 

and  be  it  further 

Resolved,  That  Article  VIII,  Section  1,  paragraph  6 of  the 
Bylaws  be  amended  to  read  as  follows  (additions  itali- 
cized): 

The  delegates  and  alternate  delegates  shall  take  office  at 
the  beginning  of  the  calendar  year  following  their  elec- 
tion and  shall  serve  for  a term  of  two  years,  except  in  the 
case  of  medical  student  or  resident  physician  delegates 
or  alternate  delegates,  who  shall  serve  for  a term  of  one 
year. 

The  Committee  agreed  that  Resolution  89-43  is  neces- 
sary to  address  the  problems  encountered  by  the  medical 
student  and  resident  physician  sections. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  89-43  be  ADOPTED. 


Resolution  89-47,  Increase  in  the  Number  of  Council 
Members 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester, Inc. 

Whereas,  An  Ad  Hoc  Committee  of  the  House  of  Delegates 
In  1975  recommended  that  the  MSSNY  Council  be  in- 
creased to  16  members:  and 
Whereas,  The  House  recommended  that  the  allocations  be 
as  follows: 

District  1 — New  York  and  Richmond  3,  Kings  1, 
Queens  1 Bronx  1 
Districts  3-8 — 1 councilor  each 
Districts  2 & 9 — Combined  4 councilors 
and 

Whereas,  The  reasoning  behind  the  call  for  Increasing  the 
size  of  the  MSSNY  Council  is  as  valid  today  as  it  was  in 
1975;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 


York  amend  Article  IV,  Section  1,  paragraph  1 of  the 
Bylaws  to  read  as  follows  (additions  italicized,  deletions 
in  brackets): 

The  Council  shall  be  composed  of  the  president,  presi- 
dent-elect, vice  president,  immediate  past  president, 
secretary,  assistant  secretary,  treasurer,  assistant  trea- 
surer, speaker,  vice-speaker,  chairman  of  the  Board  of 
Trustees,  and  [14]  16  councilors  elected  by  the  House  of 
Delegates. 

and  be  it  further 

Resolved,  That  the  MSSNY  amend  Article  IV,  Section  1, 
paragraph  3 of  the  Bylaws  to  read  as  follows  (additions 
italicized,  deietions  in  brackets): 

[Four  councilors  shall  be  elected  annually  by  the  House 
of  Delegates,  each  for  a term  of  three  years.]  Five  coun- 
cilors shall  be  elected  by  the  House  of  Delegates  two 
years  in  succession  and  four  councilors  shall  be  elected, 
all  fora  term  of  three  years  every  third  year.  Two  council- 
ors, one  councilor  representing  the  medical  student  sec- 
tion and  one  councilor  representing  the  resident  physi- 
cian section  to  the  Medical  Society  of  the  State  of  New 
York,  shall  be  elected  every  year  by  the  House  of  Dele- 
gates, each  for  a term  of  one  year.  Article  IV,  Section  1, 
paragraph  4 is  not  applicable  to  the  term  of  office  of  a 
resident  or  student  councilor.  In  the  event  of  a vacancy,  a 
councilor  shall  be  elected  by  the  Council  to  serve  until 
the  next  meeting  of  the  House  of  Delegates,  at  which 
time  the  House  of  Deiegates  shall  elect  a councilor  to  fill 
the  unexpired  term. 

Similar  resolutions  have  been  introduced  in  recent  years. 
The  Committee  believes  that  the  present  number  of  coun- 
cilors Is  adequate  to  provide  for  a full  representation  of 
views.  Councilors  are  representatives  of  the  State  Medical 
Society  and  are  assigned  to  specific  county  medical  societ- 
ies as  liaison  for  the  Council.  The  Committee  believes  that 
the  councilors  are  carrying  out  their  duties  as  representa- 
tives of  the  State  Medical  Society  in  a responsible  and  con- 
scientious manner  and,  therefore,  it  is  not  necessary  to  in- 
crease the  number  of  councilors. 

Accordingly,  the  Committee  recommends  that  Resolu- 
tion 89-47  NOT  BE  ADOPTED. 

Resolution  89-48,  Dues  Structure  for  Dual  Physician 
Families 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester, Inc. 

Whereas,  With  increasing  numbers  of  women  in  the  medi- 
cal profession  today,  there  are  increasing  numbers  of 
physicians  married  to  physicians  and  practicing  in  the 
same  county;  and 

Whereas,  To  avoid  duplication  of  benefits  and  to  save  on 
professional  expenses,  many  married  physician  cou- 
ples decide  that  only  one  spouse  will  join  the  medical 
society;  and 

Whereas,  The  Medical  Society  of  the  State  of  New  York 
wishes  to  have  all  qualified  physicians  as  members: 
therefore  be  it 

Resolved,  That  Article  XV,  paragraph  3 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
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to  read  as  follows  (additions  italicized); 

The  dues  and  assessments  of  those  active  members  who 
have  been  graduated  from  medicai  or  osteopathic  col- 
lege not  more  than  five  calendar  years,  not  counting  ac- 
tive service  in  the  armed  forces  of  the  United  States  or  in 
the  United  States  Public  Health  Service,  shall  be  one 
third  the  amount  levied  on  all  other  active  members.  The 
dues  and  assessments  of  those  active  members  who 
have  not  completed  their  continuous  residency  training 
shall  be  one  tenth  the  amount  levied  on  ail  other  active 
members.  In  no  case  may  an  active  physician  continue  to 
pay  such  reduced  dues  more  than  seven  years  after  the 
date  of  graduation  from  medical  or  osteopathic  schooi. 
The  dues  and  assessments  of  all  active  members  enter- 
ing practice  for  the  first  time,  who  are  not  otherwise  eligi- 
ble for  reduced  dues  as  set  forth  in  prior  provisions  in  this 
paragraph,  shail  be  one  half  the  amount  levied  on  aii  oth- 
er active  members  for  the  first  two  years  of  practice;  and 
if  married  to  a fuli  dues  paying  member  the  one  half 
amount  levied  on  all  other  active  members  shall  be  for 
the  first  five  years  of  practice]  full  dues  shall  be  paid  after 
the  first  two  years  of  practice.  Once  an  active  member 
pays  full  dues,  he  shall  no  longer  qualify  for  haif-dues 
status. 

The  Committee  does  not  believe  that  there  is  any  reliabie 
data  showing  that  dual  physician  married  couples  experi- 
ence financial  hardship.  The  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  provide  adequate  remedies  in  spe- 
cific cases  where  hardship  is  demonstrated. 

Accordingly  the  Committee  unanimousiy  recommends 
that  Resoiution  89-48  NOT  BE  ADOPTED. 

Resolution  89-51,  Establishment  of  a Young  Physician 
Section  of  the  Medical  Society  of  the  State  of  New 
York 

Introduced  by  Suffolk  County  Medical  Society 
Nassau  County  Medicai  Society 
Fifth  and  Sixth  District  Branches  of  the 
Medical  Society  of  the  State  of  New  York 
Whereas,  There  are  neariy  14,000  young  physicians  (those 
out  of  residency  training  and  under  the  age  of  40)  in  the 
State  of  New  York;  and 

Whereas,  Of  these  young  physicians,  only  about  3,800 
(28  % ) are  members  of  the  Medical  Society  of  the  State 
of  New  York;  and 

Whereas,  This  ievel  of  involvement  compares  very  unfavor- 
ably with  that  for  physicians  age  40  and  over  (of  whom 
56%  are  members);  and 

Whereas,  The  recognition  of  simiiar  trends  at  the  national 
level  has  led  the  American  Medical  Association,  after 
much  study,  to  create  a Young  Physician  Section  to 
help  identify  and  serve  the  needs  of  young  physicians 
and  to  give  them  a voice  in  AMA  poiicy-making;  and 
Whereas,  The  representational  mechanism  of  the  AMA 
Young  Physician  Section  (YPS)  cails  for  election  of 
young  physician  deiegates  by  each  state  medical  soci- 
ety; and 

Whereas,  The  AMA  YPS  has  encouraged  state  medical  so- 
cieties to  create  young  physician  sections  of  their  own 
to  elect  their  deiegates  and  to  foster  greater  involve- 


ment by  young  physicians  in  state  and  county  medical 
societies;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  its  Bylaws  to  include  a new  Article  Xll-B  to 
provide  a Young  Physician  Section  to  read  as  follows 
(additions  italicized): 

The  young  physician  section  is  authorized  to  be  repre- 
sented in  the  House  of  Delegates  by  one  delegate.  The 
young  physician  section  shall  represent  physicians  who 
have  completed  residency  training  and  are  under  the  age 
of  40  and  physicians,  regardless  of  age,  who  have  com- 
pleted residency  training  within  the  past  five  years.  The 
method  of  electing  the  delegate  representing  the  young 
physician  section  shall  be  determined  by  the  Council. 

and  be  it  further 

Resolved,  That  Article  III,  Section  1,  paragraph  1 be 
amended  to  read  as  follows  (additions  italicized): 
SECTION  1.  Composition 

The  House  of  Delegates  shall  be  composed  of:  (a)  duly 
designated  delegates  from  the  component  county  medi- 
cal societies;  (b)  officers  of  the  Medical  Society  of  the 
State  of  New  York,  councilors,  and  trustees;  (c)  a duly 
designated  delegate  from  each  district  branch;  (d)  a duly 
designated  delegate  from  each  recognized  specialty  so- 
ciety; (e)  duly  designated  delegates  from  the  medical  stu- 
dent section;  (f)  the  Commissioner  of  Health  of  the  State 
of  New  York,  or  a deputy  designated  by  him,  provided 
that  any  representative  shall  be  a member  of  the  State 
Society;  (g)  past-presidents  of  the  State  Society  and  any 
past  president  of  the  American  Medical  Association,  pro- 
vided that  individual  is  a member  of  the  Medical  Society 
of  the  State  of  New  York  who  shall  be  members  for  life; 
(h)  any  past  executive  vice-president  of  the  State  Soci- 
ety, who  shall  be  a member  for  life,  provided  that  individ- 
ual is  a member  of  the  Medical  Society  of  the  State  of 
New  York,  resides  in  the  State  of  New  York  and  is  not 
otherwise  a member  of  the  House  of  Delegates  for  life  in 
accordance  with  this  section;  (i)  any  past  deputy  execu- 
tive vice-president  of  the  State  Society  who  has  served  a 
minimum  of  three  years  as  deputy  executive  vice-presi- 
dent, who  shall  be  a member  for  life,  provided  that  the 
individual  is  a member  of  the  State  Society,  resides  in  the 
State  of  New  York,  is  not  otherwise  a member  of  the 
House  of  Delegates  for  life  in  accordance  with  this  sec- 
tion, and  is  elected  as  a member  for  life  by  a majority  of 
the  members  of  the  House  of  Delegates  present  and  vot- 
ing; (J)  a representative  from  each  of  the  medical  schools 
in  New  York  State,  provided  said  representative  is  a 
member  of  the  Medical  Society  of  the  State  of  New  York; 
(k)  a delegate  representing  the  resident  physician  sec- 
tion; (I)  a delegate  representing  the  hospital  medical  staff 
section;  (m)  a delegate  representing  the  young  physician 
section;  and  (n)  elected  officers,  trustees,  and  speakers 
of  the  American  Medical  Association,  provided  those  in- 
dividuals are  members  of  the  Medical  Society  of  the 
State  of  New  York. 

Fiscal  Note:  $55,000 

The  Committee  believes  that  the  future  of  the  organized 
medical  profession  rests  upon  its  ability  to  recruit  young 
physicians,  and  to  encourage  young  physicians  to  take  an 
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active  role  in  shaping  policies  affecting  health  care.  The 
Committee  does  not  believe,  however,  that  the  creation  of  a 
separate  section  based  upon  age  criteria  would  be  effective 
or  desirable  since  it  could  have  the  unintended  effect  of 
separating  physicians  on  the  basis  of  age.  Young  physi- 
cians should  be  encouraged  to  participate  in  the  main- 
stream of  organized  medicine — and  not  set  aside  in  a sepa- 
rate category. 

The  Committee,  therefore,  unanimously  recommends 
that  Resolution  89-51  NOT  BE  ADOPTED. 

Resolution  89-57,  To  Increase  the  Length  of  Term  of  the 
President  and  President-Elect  of  the  Medical  Society 
of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of  Albany 
Whereas,  The  President  of  the  Medical  Society  of  the  State 
of  New  York  is  significant  in  terms  of  setting  a policy 
agenda  for  organized  medicine  in  the  State;  and 
Whereas,  As  prescribed  by  Article  V,  Section  1 of  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York, 
the  term  of  the  presidency  shall  not  exceed  one  year  in 
duration;  and 

Whereas,  One  year  is  insufficient  time  for  the  president  to 
adequately  initiate  and  enact  a policy  agenda;  therefore 
be  it 

Resolved,  That  Article  V,  paragraph  1 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be  amended 
to  read  as  follows  (additions  italicized): 

The  officers  of  the  Medical  Society  of  the  State  of  New 
York  shall  be  a president,  a president-elect,  a vice-presi- 
dent, a secretary,  an  assistant  secretary,  a treasurer,  an 
assistant  treasurer,  a speaker,  and  a vice-speaker  of  the 
House  of  Delegates.  They  shall  take  office  at  the  termi- 
nation of  the  annual  meeting  at  which  they  are  elected 
and  shall  serve  for  one  year  or  until  their  successors 
have  been  duly  chosen,  with  the  exception  of  the  presi- 
dent and  president-eiect  who  shaii  serve  for  two  years. 

Before  an  individual  assumes  the  responsibilities  of  the 
president,  the  individual  has  served  a full  year  as  president- 
elect and,  usually,  has  been  active  for  many  years  in  a lead- 
ership position  in  a component  county  medical  society  and 
the  State  Medical  Society.  The  Committee,  therefore,  does 
not  believe  that  Resolution  89-57  is  necessary.  Any  individ- 
ual who  serves  as  president-elect  and  then  as  president 
must  devote  two  years  of  his  career  to  the  Medical  Society. 
Resolution  89-57  would  require  individuals  to  devote  two 
additional  years.  This  may  have  the  effect  of  deterring  quali- 
fied individuals  from  serving. 

Accordingly,  the  Committee  unanimously  recommends 
that  Resolution  89-57  NOT  BE  ADOPTED. 

Resolution  88-9,  Mission  Statement  of  the  Medical  So- 
ciety of  the  State  of  New  York 

Introduced  by  the  Council 

Whereas,  The  Medical  Society  of  the  State  of  New  York  has 
developed  a Strategic  Plan  which  reflects  the  Society’s 
realization  that  the  organization  must  focus  its  activities 
and  resources  on  those  areas  which  are  of  most  impor- 
tance to  its  membership;  and 


Whereas,  The  Strategic  Plan  recognized  the  necessity  of 
updating  the  mission  statement  of  the  Society  to  be 
more  responsive  to  the  current  environment  in  which 
medical  practice  is  being  conducted,  and  the  commit- 
ment of  the  Society  to  serve  as  a strong  advocate  for 
physician  interests;  therefore  be  it 
Resolved,  That  Article  I of  the  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  be  amended  to  read  as 
follows  (deletions  in  brackets,  additions  italicized): 

The  name  and  title  of  the  State  Society  shall  be  the  Medi- 
cal Society  of  the  State  of  New  York.  The  purposes  of  the 
State  Society  shall  be:  [to  federate  into  one  organization 
the  medical  profession  of  the  State  of  New  York;  to  ex- 
tend medical  knowledge  and  advance  the  science  and  art 
of  medicine;  to  establish  the  Principles  of  Professional 
Conduct  which  shall  be  binding  on  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  the  members 
of  the  component  county  medical  societies  and  the 
members  of  the  component  district  branches,  in  all  mat- 
ters in  their  relation  to  each  other  and  to  the  public;  to 
enhance  the  delivery  of  medical  care  of  high  quality  to  all 
people  in  the  most  economical  manner;  to  promote  the 
betterment  of  community  health;  and  to  enlighten  and 
direct  public  opinion  in  regard  to  the  problems  of  medi- 
cine and  health  for  the  best  Interests  of  the  people  of  the 
State.] 

1.  to  contribute  to  the  professionai  and  personai  devei- 
opment  of  member  physicians  by  representing  the  pro- 
fession as  a whoie  and  advocating  health-reiated  rights, 
responsibiiities  and  issues.  These  actions  are  designed 
to  promote  a favorabie  environment  for  the  practice  of 
medicine  and  improvement  of  the  heaith  of  the  residents 
of  New  York  State. 

2.  to  serve  as  a resource  for  its  members  and  assist 
them  in  addressing  the  many  issues  and  needs  which 
they  face  in  providing  health  care  to  their  patients. 

3.  to  seek  to  educate  the  public  regarding  important 
health  care  issues,  including  identification  and  discus- 
sion of  their  implications  for  patients  and  physicians  in 
the  current  medical  practice  environment. 

4.  to  act  to  promote  and  maintain  high  standards  in  med- 
ical education  and  in  the  practice  of  medicine  in  an  effort 
to  ensure  that  quality  medical  care  is  available  to  the 
public. 

5.  to  seek  to  attain  these  goals  by  acting,  to  the  fullest 
extent  possible,  in  concert  with  organizations  and  agen- 
cies which  have  similar  aims. 

This  resolution  was  referred  back  to  the  Council  last 
year.  In  referring  the  resolution  back  to  the  Council,  the 
Council  was  requested  to  consider  amending  the  resolution 
by  retaining  the  statement  “to  enhance  the  delivery  of  med- 
ical care  of  high  quality  to  all  people  in  the  most  economical 
manner”,  which  is  currently  included  in  Article  I of  the  By- 
laws. It  was  requested  that  the  Council  consolidate  the 
above  statement  with  the  statement  reading,  “to  act  to  pro- 
mote and  maintain  high  standards  in  medical  education  and 
in  the  practice  of  medicine  in  an  effort  to  ensure  that  quality 
medical  care  is  available  to  the  public.”  The  Council  was 
also  requested  to  consider  amending  the  resolution  by  the 
statement  “to  federate  into  one  organization  the  medical 
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profession  of  the  State  of  New  York.” 

The  Council  acted  upon  these  recommendations  and  re- 
ferred the  Resolution  to  the  House  Committee  on  Bylaws  for 
further  evaluation.  As  acted  upon  by  the  Council  and  House 
Committee  on  Bylaws,  Resolution  88-9,  as  amended,  now 
reads: 

Whereas,  The  Medical  Society  of  the  State  of  New  York  has 
developed  a Strategic  Plan  which  reflects  the  Society’s 
realization  that  the  organization  must  focus  its  activities 
and  resources  on  those  areas  which  are  of  most  impor- 
tance to  its  membership;  and 
Whereas,  The  Strategic  Plan  recognized  the  necessity  of 
updating  the  mission  statement  of  the  Society  to  be 
more  responsive  to  the  current  environment  in  which 
medical  practice  is  being  conducted,  and  the  commit- 
ment of  the  Society  to  serve  as  a strong  advocate  for 
physician  interests;  therefore  be  it 
Resolved,  That  Article  I of  the  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  be  amended  to  read  as 
follows  (deletions  in  brackets,  additions  italicized): 

The  name  and  title  [of  the  State  Society]  shall  be  the 
Medical  Society  of  the  State  of  New  York.  The  purposes 
of  the  [State  Society]  Medical  Society  of  the  State  of 
New  Yor/c  shall  be:  [to  federate  into  one  organization  the 
medical  profession  of  the  State  of  New  York;  to  extend 
medical  knowledge  and  advance  the  science  and  art  of 
medicine;  to  establish  the  Principles  of  Professional  Con- 
duct which  shall  be  binding  on  the  members  of  the  Medi- 
cal Society  of  the  State  of  New  York,  the  members  of  the 
component  county  medical  societies  and  the  members 
of  the  component  district  branches,  in  all  matters  in  their 
relation  to  each  other  and  to  the  public;  to  enhance  the 
delivery  of  medical  care  of  high  quality  to  all  people  in 
the  most  economical  manner;  to  promote  the  betterment 
of  community  health;  and  to  enlighten  and  direct  public 
opinion  in  regard  to  the  problems  of  medicine  and  health 


for  the  best  interests  of  the  people  of  the  State.] 

1.  to  federate  into  one  organization  the  medicai  profes- 
sion of  the  State  of  New  York. 

2.  to  contribute  to  the  professionai  and  personai  devel- 
opment of  member  physicians  by  representing  the  pro- 
fession as  a whole  and  advocating  health-related  rights, 
responsibilities  and  issues.  These  actions  are  designed 
to  promote  a favorable  environment  for  the  practice  of 
medicine  and  improvement  of  the  health  of  the  residents 
of  New  York  State. 

3.  to  serve  as  a resource  for  its  members  and  assist 
them  in  addressing  the  many  issues  and  needs  which 
they  face  in  providing  health  care  to  their  patients. 

4.  to  enhance  the  delivery  of  medical  care  of  high  quality 
to  all  people  in  the  most  economical  manner,  and  to  act 
to  promote  and  maintain  high  standards  in  medical  edu- 
cation and  in  the  practice  of  medicine  in  an  effort  to  en- 
sure that  quality  medical  care  is  available  to  the  public. 

5.  to  seek  to  educate  the  public  regarding  important 
health  care  issues,  including  identification  and  discus- 
sion of  their  implications  for  patients  and  physicians  in 
the  current  medical  practice  environment. 

6.  to  seek  to  attain  these  goals  by  acting,  to  the  fullest 
extent  possible,  in  concert  with  organizations  and  agen- 
cies which  have  similar  aims. 

The  Committee  unanimously  recommends  that  Resolu- 
tion 88-9  be  ADOPTED  AS  AMENDED. 

Your  Chairman  would  like  to  thank,  in  addition  to  the 
members  of  the  Committee  and  the  physicians  who  testi- 
fied before  it,  those  members  of  staff  who  helped  this  Com- 
mittee; Donald  R.  Moy,  Esq.,  Jay  Silverman,  Esq.  and  Kath- 
leen Wellborn  for  her  secretarial  assistance. 

Respectfully  submitted, 
George  Lim,  M.D.,  Chairman 
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The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
focus  of  much  public  discussion  and,  in  some  instances,  heated  debate.  The  chapters 
in  this  volume  reflect  a range  of  social  and  philosophical  challenges  posed  by  the 
epidemic  and  provide  some  stimulating  insights  from  authors  who  have  given  these 
issues  serious  thought.  Topics  covered  include  the  epidemiology  of  AIDS  in  the 
northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 

155  pp  + index/illustrated/1989/$39.50  ($47.40  outside  US  & Canada) 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 
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Please  send  me copies  at  $39.50  per  copy. 

To  order  by  phone;  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 
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Plenum  Medical  Book  Company 
233  Spring  Street 
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Stop 

Making 

Extravagant 

Claims. 


And  start  reclaiming  the  time, 
energy  and  money  lost  billing  and 
rebilling  insurance  claims  by  hand. 

With  a Med  Pius  system,  billing  to 
Blue  Cross,  Medicare  and 
commercial  carriers  is  instant  and 
automatic.  You’ll  speed  up 
cash  flow,  cut  down  on  paperwork 
and  reduce  lost  charges. 


Innovative  Healthcare  Solutions 


1 326  55th  Street  Brooklyn,  New  York  1 

(800)  637-PLUS 


Incredible  claims? 

Our  clients  will  verify  our  solid 
reputation. 

MedPlus  can  automate  as  much  of 
your  practice  as  you  like-  no  matter 
how  specialized. 

MedPlus. 

We’re  more  than  just  claims. 


Med  Plus 


VACATION  SEMINARS 
— Fully  Accredited  — 
Medical  Malpractice 
“Damage  Control”  and 
AIDS:  An  Overview 

(Satisfies  Relicensure  Requirements) 

2-5  Day  Programs 
Offered  WEEKLY  At: 

4 CLUB  MED  VILLAGES 
(Dom.  Rep.,  FL  Mex..  Nassau) 
DISNEY  WORLD*.  CRESTED  BUTTE  (CO) 
LAKE  PLACID.  LAKE  TAHOE 
MIAMI  BEACH.  N.  CONWAY  (NH) 
PHOENIX.  POCONO  MTS.  (PA) 

SAN  DIEGO.  STEAMBOAT  SPRINGS  (CO). 
&a  DUDE  RANCH  (AR) 

*3  & 4 day  Bahamas  Cruises 
offered  (special  rate) 

Registration  fee:  $125  -225 
(8-20  hours  CME) 

Spouse  Free 

Presented  by: 

CURRENT  CONCEPT  SEMINARS 

America  s Largest  Independent 
Producer  of  CME  Programs 
5700  Stirling  Road.  Hollywood.  FL  33021 
(305)966-1009  ■ (800)969-1009 


PRACTICES  AVAILABLE 


FOR  SALE,  Gen.  Int  Med/Clinical  Cardiology 
25  year  practice,  Northeast  New  Jersey. 
Equipped  730  sq.  ft.  office,  1 yr.  remains  on 
lease.  Excellent  income.  Will  introduce.  Re- 
ply Dept.  490  c/o  NYSJM. 

PULMONARY/INTERNAL  MEDICINE— Western 
New  York.  2 physician  practice.  Well  estab- 
lished. Midsize  town,  high  gross.  No  "Big 
City"  Problems.  Loyal  patients.  Terms,  ar- 
rangements, availability  negotiable.  Reply  in 
strict  confidence  to  Dept.  492  c/o  NYSJM  or 
call  (716)  665-3377. 

PROFESSIONAL  OPPORTUNITY  IN  MAINE:  In 

ternist  wanted  to  take  over  well  established 
practice  in  Portland,  Maine  in  good  location 
near  hospitals  and  easily  reached  by  public 
transportation.  Please  contact  by  phone  eve- 
nings or  weekends  (207)  799-5249  or  Dept.  493 
c/o  NYSJM. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St  . 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service:  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises, No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000, 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


THE  CONTINENTAL — Professional  Co-op  office 
space  for  sale.  70-20  108  St.  Premier:  presti- 
gious building  in  the  heart  of  Forest  Hills, 
Queens,  NY.  Superb  location,  subway  and 
buses  at  your  door.  24  hour  attended  garage, 
central  A /C,  separate  professional  wing.  1 600 
sq.  ft.  will  subdivide.  Call:  Mr.  Marvin  Wein- 
gart,  (718)  793-1081. 


NASSAU  NORTH  SHORE— Glen  Cove  Medical 
Condo  4,216  Sq.  Ft.  Fully  finished  with  new 
above  standard  installation.  Indoor  parking 
garage  attached  to  building.  Taxes  abated. 
Immediate  occupancy.  For  sale  or  lease  at  be- 
low owner's  cost.  Aquest  exclusive  (516)  921- 
2000. 


BATTERY  PARK  CITY.  Medical  space,  private 
street  entrance,  flexible  lease.  Waiting  room 
and  exam  rooms.  Perfect  for  surgical  and  all 
medical  specialties.  Great  potential.  Call 
(212)  473-3049,  Dr.  Fox. 


PRIME  MIDTOWN  MEDICAL  SPACE  East  37th 
Street  between  Lexington  Ave.  and  Third  Ave. 
Private  street  entrance,  near  eastside  hospitals. 
Convenient  to  all  transportation,  flexible  lease. 
Waiting  room,  separate  exam  rooms.  Perfect 
for  surgical  or  medical  specialties.  Call  (212) 
473-3049  Dr.  Fox. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


LAWRENCE:  Large,  corner  brick  house,  prime 
location,  high  visibility,  lot  90  X 150,  5 bed- 
rooms, 2 kitchens,  new  marble  floors,  beautiful 
center  foyer,  spiral  staircase,  formal  dining 
room,  finished  basement,  2 car  garage,  sprin- 
klers, alarmed,  marble  fireplace,  walking  dis- 
tance to  temples,  suitable  for  professional.  By 
owner:  1-516-239-4845. 


GREENLAND,  LONG  ISLAND:  Medical  Group 

forming  completely  refurbished  50,000  square 
foot  free  standing  building  situated  on  8 acres 
with  250  plus  parking  spaces.  Suites  available 
from  1,000  square  foot,  build  to  suit.  Handicap 
accessible.  Lease  or  buy.  For  further  informa- 
tion and  appointment  for  inspection,  call: 
Hank,  First  Federal  Realty,  (516)  232-1600. 


FOR  SALE  Valley  Stream,  L.l. — Heavily  traveled 
main  through  fare,  custom  house/office. 
Prime  location,  high  visibility,  ample  parking. 
Office,  private  entrance,  5 rooms,  lavatory, 
bright,  airy,  Franklin  General  Hospital  in  town, 
near  Mercy,  L.I.J.  House,  6 rooms,  2 baths,  fire- 
place, country  kitchen,  central  air,  fenced  yard. 
Two  blocks  Southern  State  Parkway,  near  bus- 
es, schools,  shopping  and  houses  of  Worship. 
Owner  moving.  Call  (516)  561-2442,  Debbie. 
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Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 
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PATIENT 


1 toss  dozens 
of  journals. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly.  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon " is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  '^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 


53159-001-10. 
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its.  NYU  Medical  Center.  Mar  25-30. 
Anesthesiology  Comprehensive  Review 
X.  44  Cat  I Credits.  Waldorf  Astoria 
Hotel.  Contact:  NYU  Medical  Center, 
Post-Graduate  Medical  School,  550 
First  Ave,  New  York,  NY  10016.  Tel: 
(212)  340-5295. 

Mar  2.  Current  Concepts  in  Asthma,  Al- 
lergy and  Pulmonary  Disease.  Beth  Is- 
rael Medical  Center.  Contact:  Nora  Pi- 
sano, Medical  Education,  Beth  Israel 
Medical  Center,  First  Ave  at  16th  St, 
New  York,  NY  10003.  Tel:  (212)  420- 
2000. 

Mar  2-3.  The  Masters  of  Ophthalmic 
Plastic  Surgery-Lacrimal  Eyelid  and 
Orbital  Surgery.  Manhattan  Eye,  Ear 
& Throat  Hospital.  March  31.  The 
New  York  Society  for  Clinical  Ophthal- 
mology Spring  Meeting.  Waldorf  As- 
toria. Contact:  Francine  Leinhardt, 
Course  Coordinator,  Manhattan  Eye, 
Ear  & Throat  Hospital,  210  E 64th  St, 
New  York,  NY  10021.  Tel:  (212)  838- 
9200,  ext  2776. 

Mar  13-15.  Sixth  Cooley’s  Anemia 
Symposium.  Sheraton  Centre.  Contact: 
Conference  Director,  The  New  York 
Academy  of  Sciences,  2 E 63rd  St,  New 
York,  NY  10021.  Tel:  (212)  838-0230. 

Mar  15-17.  Common  Problems  in  Ob- 
stetrics and  Gynecology.  16  Cat  I Cred- 
its. New  York.  Contact:  American  Col- 
lege of  Obstetricians  and  Gynecologists, 
409  12th  St,  SW,  Washington,  DC 
20024.  Tel:  (202)  628-5577. 

Mar  22-25.  17th  Annual  Conference 
and  Medical  Research  Symposium  on 
Dyslexia.  Penta  Hotel.  Contact:  New 
York  Branch  of  the  Orton  Dyslexia  So- 
ciety, 80  Fifth  Ave,  New  York,  NY 
10011.  Tel:  (212)  691-1930. 

Mar  24.  Modern  Management  of  Ma- 
lignant Melanoma.  Mt  Sinai  School  of 
Medicine.  Contact:  Virginia  Harrison, 
Post-Graduate  School,  Box  1193,  Mt 
Sinai  School  of  Medicine,  1 Gustave  L. 
Levy  PI,  New  York,  NY  10021.  Tel: 
(212)  241-6737. 

Mar  24-25.  Cochlear  Implants  in  Chil- 
dren: Rehabilitation  Techniques.  13'/2 
Cat  I Credits.  NYU  Medical  Center. 
Mar  26-30.  Seminar  in  Advanced  Rheu- 
matology. March  26-30.  Temporal 
Bone  Dissection.  NYU  Medical  Cen- 
{continued  on  p 16A) 


12A  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/FEBRUARY  1990 


MED 


Don’t  you  prefer 

predictability? 


Knowing  that  when  you 
press  the  right  buttons 
you  get  the  results 
you  want. 

We  do  too.  That’s  a basic  principle  of  all  actuarial  science, 
the  root  of  insurance  reasoning.  Our  rates  are  breaking 
all  records  because  we  at  MED  PRO  understand  the 
importance  of  risk  management,  careful  underwriting  and 
responsive  service  to  our  clients. 

That’s  why  MED  PRO  is  your  best  buy  in  professional 
liability  insurance. 

The  Right  Button.  800-822-8260 

Or  write: 

MED  PRO  -o,us.eA,en,P„... 

Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Mt.  Kisco,  NY  10549  A.M.  Best  Rated  B + 


Exclusive  Agent 
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BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physicicin  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  st^f 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAP  HEALTH  PROPESSIOHS 
CALL  COLLECT  315-455-7060 
STATIOH  TO  STATIOH 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


PRIME  OFFICE  SPACE  AVAILABLE— Active 
Family  Practice  has  independent  space  tor  non 
competitive  specialist.  Large  attractive  com- 
mon waiting  and  reception  area.  Off  street 
parking.  Full  X-Ray  & Lab.  on  premises. 
Cross  referrals  potential.  Lawrence,  L.  I. 
Contact  Dr.  Sebastiano  at  Five  Towns  Medical 
Group.  516-239-3401. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D..  M.P.A..  in  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid.  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700.  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 

2V  STAT  STAT  STAT  STAT— Diagnostic/thera- 
peutic software,  covering  69  specialties.  Up- 
dated medical  algorithms  at  your  fingertips!!!! 
Cniy  $5,962.00  for  complete  turnkey  system 
(software,  knowledge  base/69  specialties,  AT 
computer  w/80MB  HD,  EGA  monitor  and  card, 
printer  and  40MB  backup).  Add  volume  to 
your  practice  with  only  a $5,962.00  one-time  in- 
vestment for  2V  STAT.  computer,  managerial 
support,  and  brochures,  -F/  - a one-day  teach- 
ing seminar.  2V  STAT.  2480  Windy  Hill  Road. 
Suite  201,  Marietta,  GA  30067.  1-800-22V- 

STAT. 


MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck.  New  York  11021 
(516)  773-3322. 

MED-TYPING  SERVICE,  INC.  Computerized 
Medical  Transcription  Service.  Radiology, 
Neurology,  Otolaryngology  and  all  medical  spe- 
cialties. Professional  work  and  fast  turn- 
around-time at  competitive  rates.  Transcribe 
by  telephone  upstate/out  of  state.  Free  pick 
up  & delivery  in  the  New  York  metropolitan 
area.  Call  718-894-1987  for  more  information. 

GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  P.C.  set-ups  & 
dissolutions,  iegai  representation  on  practice 
transfers,  employment  and  partnership  agree- 
ments. Manhattan  & Long  Island  Offices  (212) 
967-1404  & (516)  565-6260. 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid, workers  compensation,  and  no  fault.  Sec- 
ondary Insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N.Y.  11788  (516)  436-7776. 


MISCELLANEOUS— CONT’D 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services.  Inc.  (914)  623-0022. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs,  George  Weinbaum.  Esq..  3 
Barker  Avenue,  White  Plains,  New  York 
10601,  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 
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Y - O - U - R 

PRACTICE 


MADE  MORE 

PERFECT 


WITH  OVERHEAD 
EXPENSE  INSURANCE 
FROM  BLANKSTEEN. 

If  you  get  sick,  we’d  like  to 
help  keep  your  practice  well 
with  overhead  expense  cov- 
erage that  can  reimburse 
office  salaries,  rent,  insur- 
ance premiums,  and  utilities 
during  an  extended  dis- 
ability. Your  needs  are  spe- 
cial, so  call  and  talk  with  us. 
The  only  time  to  draw  a 
blank  in  your  insurance  is 
when  you  fill  it  in  with 
Blanksteen. 


The Steen  Companies 


The  Blanksteen  Companies  161  William  Street  New  York,  NY  10038  212-732-9435  1-800-BLANK- AG 


MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affirma- 
tive, contact  Susan  Kaplan,  Attorney-at-Law, 
(212)  877-5998.  Practice  limited  to  assisting, 
advising  and  defending  physicians  and  profes- 
sional misconduct  (licensure)  processings,  is- 
sues relating  to  chemical  dependence  and  res- 
toration of  medical  licenses — with  extensive 
trial  and  administrative  experience — formerly 
Assistant  Chief  of  Prosecution  and  Deputy  Di- 
rector of  Prosecution  for  New  York  State’s  Of- 
fice of  Professional  Discipline  (the  state  agency 
responsible  for  regulating  NYS's  31  licensed 
professions),  and  as  an  Assistant  District  Attor- 
ney in  Nassau  County.  Susan  Kaplan,  Esq., 
165  West  End  Avenue,  Suite  27P,  New  York, 
NY  10023. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association.  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 


LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder/partnership  agreements,  buy  and 
sell  agreements.  ACCOUNTING/C. P. A.  Tax 
returns  (corporate  and  individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 


MISCELLANEOUS— CONT’D 


SPACIOUS  MEDICAL  CLINIC  located  in  small 
Montana  community  known  as  Livingston,  situ- 
ated on  the  famed  Yellowstone  River,  which  is  a 
blue  ribbon  trout  stream.  This  area  is  a fly  fish- 
erman and  hunters  paradise  as  we  are  only  52 
miles  from  Yellowstone  National  Park.  The 
Clinic  located  across  from  the  Livingston  Me- 
morial Hospital  has  5,000  sq  ft  on  each  of  two 
floors  and  is  set  up  for  a complete  medical  clin- 
ic. Call  406-494-3447. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges. defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue.  New  York,  N.Y.  10010. 
212-213-8484. 

BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE  ', 

to  be  mailed  from  March  to  August  1 990.  For  a 
free  sample  copy,  mail  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Orange,  New  Jersey,  07052. 


MISCELLANEOUS— CONT’D 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck.  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1-8070. 


OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  In  your  plans,  please  call:  Dilip 

Khetani,  Pension  Actuary,  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Cfficers  for  the  Cffice  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application/res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  BUtterfield 
8-9720. 
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ter.  Contact:  NYU  Post-Graduate 
Medical  School,  550  First  Ave,  New 
York,  NY  10016.  Tel:  (212)  340-5295. 


AROUND  THE  NATION 


CALIFORNIA 

Mar  2-4.  Advanced  Seminar  in  Diag- 
nostic Imaging.  18  Cat  I Credits.  Ritz- 
Carlton  Resort  Hotel,  Laguna  Niguel. 
Mar  5-9.  Fifth  Annual  San  Diego  Post- 
graduate Magnetic  Resonance  Imaging. 
Hotel  del  Coronado,  Coronado  (San 
Diego).  Contact:  Dawne  Ryals,  Ryals 
& Associates,  PO  Box  1925,  Roswell, 
GA  30077.  Tel:  (404)  641-9773. 

Mar  4-9.  11th  Annual  Mammoth 
Mountain  Emergency  Medicine  Ski 
Conference.  18  Cat  1 Credits.  Mam- 
moth Lakes.  Contact:  Medical  Confer- 
ences, Inc,  PO  Box  52-B,  Newport 
Beach,  CA  92662.  Tel:  (7 1 4)  650-4156. 

Mar  16-18.  Ob/Gyn  and  Abdominal 
Sonography;  Update  1990.  Hyatt  Re- 
gency, San  Francisco.  Mar  19-23.  Di- 
agnostic Radiology.  Fairmont  Hotel, 
San  Francisco.  Contact:  Radiology 
Postgraduate  Education,  University  of 
California,  Room  C324,  San  Francisco, 
CA  94143-0628.  Tel:  (415)  476-5731. 

COLORADO 

Mar  4-9.  Tenth  Annual  Keystone  ENT 
Ski  Conference.  Keystone.  Contact: 
Brenda  C.  Ram,  Continuing  Educa- 
tion, University  of  Nebraska  Medical 
Center,  42nd  & Dewey  Ave,  Omaha, 
NE  68105.  Tel:  (402)  559-4152. 

DISTRICT  OF  COLUMBIA 

Mar  17-18.  Hyperbaric  Center  Aware- 
ness Course.  Washington,  DC.  Contact: 
Armed  Forces  Institute  of  Pathology, 
14th  St  and  Alaska  Ave,  NW,  Wash- 
ington, DC  20306-6000.  Tel:  (202) 
576-2868. 

HAWAII 

Mar  26-30.  Diagnostic  Imaging:  1990, 
Kauai.  Contact:  Radiology  Postgradu- 
ate Education,  University  of  Califor- 
nia, Room  C324,  San  Francisco,  CA 
94143-0628.  Tel:  (415)  476-5731. 


NEBRASKA 

Mar  26-Apr  6.  Family  Practice  Re- 
view. Omaha.  Contact:  Brenda  C.  Ram, 
Continuing  Education,  University  of 
Nebraska  Medical  Center,  42nd  & 
Dewey  Ave,  Omaha,  NE  68105.  Tel: 
(402)  559-4152. 

NEVADA 

Mar  1-3.  Advanced  Colposcopy.  16  Cat 
I Credits.  Las  Vegas.  Contact:  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists, 409  12th  St,  SW,  Washing- 
ton, DC  20024.  Tel:  (202)  628-5577. 

OKLAHOMA 

Mar  4-9.  17th  Annual  Critical  Care 
Medicine  Course.  Holiday  Inn  Airport 
West,  Oklahoma  City.  Contact:  Criti- 
cal Care  Medicine  Course,  University 
of  Oklahoma  Health  Sciences  Center, 
Room  3 SP  400,  PO  Box  26901,  Okla- 
homa City,  OK  73190. 

PENNSYLVANIA 

Mar  23-25.  Medical  Acupuncture 
1990.  Applications  in  Pain  Manage- 


ment and  Substance  Abuse.  Hershey 
Philadelphia  Hotel,  Philadelphia.  Con- 
tact: Medical  Acupuncture  1990,  5275 
Lee  Highway  #101,  Arlington,  VA 
22207.  Tel:  (703)  237-3105. 

VERMONT 

Mar  14-16.  Primary  Care  Rheumatolo- 
gy for  the  ’90’s.  9 Cat  I Credits.  Sugar- 
bush  Inn/Warren.  Contact:  Barbara 
Post,  Sunnyview  Hospital  and  Reha- 
bilitation Center,  1270  Belmont  Ave, 
Schenectady,  NY  12308.  Tel:  (518) 
382-4595. 


AROUND  THE  WORLD 


PORTUGAL 

Mar  4-10.  19th  Annual  Pediatric  Post- 
graduate Update.  20  Cat  I Credits.  Lis- 
bon. Contact:  Ann  J.  Boehme,  CMP,  As- 
sociate Director  for  Continuing 
Education,  Schneider  Children’s  Hos- 
pital of  Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  NY  10042. 
Tel:  (718)  470-8650.  □ 
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At  CIGNA  Healthplan,  we  have  the  support  of  CIGNA,  a multi- 
billion dollar  corporation  whose  subsidiaries  have  been  in  business 

for  over  300  years. 

We  also  have  a 
strong  foundation  of 
our  own.  With  over  60 
years  experience  pro- 
viding quality  health 
care  and  more  than 
1.5  million  members 
in  30  markets  nation- 
wide. And  with  plans 
to  add  more  markets, 
we’re  getting  even 
stronger. 

Of  course  our 
greatest  strength  is 
our  relationship  with 
you.  Physicians  who 
are  as  committed  to 
standards  of  excel- 
lence as  we  are. That’s 

why  we’ve  taken  the  time  to  understand  your  concerns  and  work 
closely  with  you  to  develop  programs  designed  to  improve  treatment 
procedures  and  help  you  to  better  manage  costs. 

So  if  you’re  considering  health  plans  and  would  like  more 
information,  write  to  Mike  Soper  M.D.,  CIGNA  Healthplan,  A136, 
Hartford,  CT  06152.  You’ll  find  we’re  not  just  putting  up  a front. 


We  speak  your  language!” 


CIGNA 
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PHYSICIANS  WANTED— CONT’D 


The  Air  Force  Reserve  offers  you  a rewarding  second  career  in 
the  medical  field,  even  if  you  have  no  previous  medical  ex- 
perience. You  can  learn  new  skills  or  sharpen  old  ones.  You’ll 
need  to  commit  just  one  weekend  a month  plus  two  weeks  each 
year  to  this  rewarding  opportunity. 

With  or  without  prior  military  experience,  you  may  qualify  to 
become  a member  of  the  Air  Force  Reserve  Medical  Team  on  the 
ground  or  in  the  sky.  Call  today. 

CaiT (718)  745-"^  ToTuSAFR  RCRTG  Office 

Or  Fill  Out  Coupon  ind  Moil  Todoyl  9807  4th  Avenue 

Brooklyn,  NY  11209 


Name 

Address 

City State Zip 

Phone Date  of  Birth 

Prior  Service? Yes No 


AIR  FORCE  RESERVE 


14-007-0006  A GREAT  WAY  TO  SERVE 


Classified 

Advertising 


PHYSICIANS  WANTED 

CHARTER  MEDICAL  CORPORATION-PHYSI- 
CIANS NEEDED.  Internal  Medicine,  Family 
Practice.  Oncology,  General  Surgery,  Neurosur- 
gery, Endocrinology,  Neurology.  Group  prac- 
tice, solo,  or  urgent  care  available  through  our 
acute  care  hospital  network  located  in  Macon 
and  serving  all  of  middle  Georgia.  Your  practice 
will  be  located  80  miles  south  of  Atlanta  in  a 
growing  family  oriented  community  where  you 
can  avoid  traffic  and  enjoy  a rewarding  profes- 
sional career.  Please  contact:  Stephen  Wof- 
ford collect  at  (912)  741-6283  for  a confidential 
consultation  or  write  to  Stephen  Wofford.  Direc- 
tor of  Physical  Recruiting,  Charter  Northside 
Hospital,  P O.  Box  4627,  Macon,  GA  31208. 


ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  fuli  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 


PHYSICIANS  WANTED— CONT’D 


ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation,  signing  bonus, 
and  malpractice  insurance.  Benefit  package 
available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 
sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  tor 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact: 
Emergency  Consultants.  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


PHYSICIANS— Camp  Wayne,  co-ed  summer  resi- 
dent camp;  northeastern  PA,  2'/^  hours  from 
NYC.  Modern  infirmary,  four  nurses,  outstand- 
ing facilities  on  600  beautiful  acres,  family 
accommodations.  6/28-7/11;  7/11-7/24. 
Box  823,  Lynbrook,  N.Y.  11563.  516-599- 

4562. 

ALL  THE  ADVANTAGES  AND  NONE  OF  THE 
HEADACHES  OF  A SOLO  PRACTICE. 

Planned  Parenthood  of  Tompkins  County  is 
opening  a new,  comprehensive  Ob-Gyn  service. 
You'll  be  free  to  practice  medicine  while  we 
manage  administration  and  personnel.  We 
have  a reputation  for  excellence  and  an  estab- 
lished patient  base.  New  faciiity,  competitive 
salary,  and  excellent  benefits  including  mal- 
practice. Beautiful  Finger  Lakes  region,  home 
of  Cornell  University,  Ithaca,  New  York.  Board 
eligible  or  certified,  NYS  licensed,  begin  fall 
1990.  Send  CV  to  Executive  Director,  Planned 
Parenthood  of  Tompkins  County,  314  West 
State  Street,  Ithaca,  New  York  14850. 

BC/BE  ANESTHESIOLOGIST  OPPORTUNITY  in 

Cambridge,  NY.  Private  practice  guarantee  or 
hospital-based  salary  model  available.  Grow- 
ing hospital  offers  array  of  cases  except  OH 
and  NS.  Attractive  benefits  and  lifestyle. 
Please  send  CV  to  Peter  W.  Acker.  President, 
Mary  McClellan  Hospital,  Cambridge,  NY, 
12816. 


FULL  TIME  TRAVEL  REQUIRED  (one  year  mini- 
mum). Health  research  organization  needs 
Physicians  for  National  Health  and  Nutrition  Ex- 
amination Survey  sponsored  by  the  U.  S.  Public 
Health  Service.  Individuals  will  be  part  of  a 
large  medical  team  conducting  health  examina- 
tions in  government  examination  centers  travel- 
ing to  88  areas  of  the  U.  S.  through  1 993.  Phy- 
sicians must  be  licensed  in  one  state  and 
specialized  in  internal  or  family  medicine. 
Competitive  saiaries,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat,  Inc.,  Rockville,  Mary- 
land. EOE/M/F/V/H. 


BOSTON’S  North  Shore  Needs  Internists.  1.  Join 
a busy  group  of  3 BC  internists.  Service  area  is 
200,000.  First  year  salary;  second  year,  salary 
and  productivity.  All  benefits  provided. 
2.  Opportunity  to  practice  independently  with 
the  benefits  of  having  a group.  Managed  prac- 
tice, on  call  1:4  and  referrals.  First  year  income 
guarantee  and  all  benefits  provided.  3.  Op- 
portunity that  is  free  from  practice  administra- 
tion. Equivalent  to  working  in  a group  but  with 
the  independence  of  solo  practice.  Cross  cov- 
erage. All  fees  are  paid  by  our  client,  not  by 
physician  candidates.  For  more  information 
about  these  opportunities  or  others,  please  call: 
Marion  Novack,  E.  G.  Todd  Associates.  535  5th 
Ave. , New  York,  NY  1 00 1 7,  (2 1 2)  599-6200  col- 
lect, or  (800)  221-4762.  Your  inquiry  will  be 
kept  confidential. 
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In  IBS/  when  it's  brain  versus  bowel, 


: ,'h 

■'"‘S' 

NY 

Tb  insist  on 
the  brand,  - 
be  sure  to 
initial 
"d.a.w." 
in  the  box 
on  your 
prescription. 


ITS  TIME 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  efects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjimctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmo^c 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  foUows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibUity  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  aU  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  vhth  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— aU  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dr5rness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmoljrtics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

PI  028S 

Roche  Products  Roche  Products  Inc. 

Manatl,  Puerto  Rico  00701 
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Choose  some 
meh  mat  earners 
and  you  wind  up  in 
the  ctouds. 

You  pressed  the 
wrong  hutton! 


Come  down  to  earth  with  a 
consistent,  doiiarwise  proiessionat 
tiahitity  program. 

FACT:  We  have  never  requested  a 
rate  increase. 

MED  PRO:  The  right  hutton 

800-822-8260 

Exclusive  Agent  For... 

MED  PRO 

Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Ml.  KISCO,  NT  10549 

A.M.  Best  Rated  B-P 


rrontFer 

INSURANCE  CO. 
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Medical  Society  of  the 
State  of  New  York 

Annual  Dinner  Dance 

in  honor  of 

David  M.  Benford,  M.D. 
President 

Saturday 
March  31,  1990 
Trianon  Ballroom 

The  New  York  Hilton 

53rd  St.  & Avenue  of  the  Americas 

Cocktail  Hour  Superlative 

7 P.M.  Dinner 

Subscription  $85.00  per  person 


Reservation  Form 

Make  check  payable  to: 

Medical  Society  of  the  State  of  New  York 
Attn:  Meeting  Services 
420  Lakeville  Road,  P.O.  Box  5404 
Lake  Success,  New  York  1 1 042 

Please  make  reservation(s) 

for at  the  Annual  Dinner 

Dance  on  March  31,  1990 
Check  enclosed  for  $ 

PLEASE  NOTE:  Reservations  and  ticket  saies  wili  cjose  at 
12  Noon  on  Saturday,  March  31. 


Name. 


Address. 


Zip. 


{continued  from  p 4A) 

AROUND  THE  NATION 


DISTRICT  OF  COLUMBIA 

Apr  5-7.  AIDS,  HPV,  and  Other  Viral 
Infections.  16  Cat  I Credits.  Washing- 
ton. Contact:  American  College  of  Ob- 
stetricians and  Gynecologists,  409  12th 
St,  SW,  Washington,  DC  20024.  Tel: 
(202)  638-5577. 

FLORIDA 

Apr  2-4.  Contemporary  Colorectal  Sur- 
gery. 1 1 Cat  I Credits.  West  Palm 
Beach.  Contact:  Laura  J.  Lyons,  CME 
Coordinator,  Good  Samaritan  Hospi- 
tal, PO  Box  3166,  West  Palm  Beach, 
FL  33402.  Tel:  (407)  650-6236. 

Apr  27-30.  The  Spine:  Current  Con- 
cepts of  Diagnosis  and  Treatment.  Hy- 
att Regency  Grand  Cypress,  Orlando. 
Contact:  The  Spine  Study  Group,  Pat 
Curl,  Conference  Coordinator,  PO  Box 
33185,  San  Diego,  CA  92103.  Tel: 
(619)  692-9115. 

HAWAII 

Apr  7-14.  Cardiopulmonary  Emergen- 
cies. Waiohai  & Poipu  Beach  Hotels, 
Kauai.  Contact:  Edith  S.  Bookstein, 
Conference  Management  Associates, 
PO  Box  2586,  La  Jolla,  CA  92038.  Tel: 
(619)  454-3212. 

MISSOURI 

Apr  5-6.  17th  Annual  Symposium  on 
Obstetrics  and  Gynecology.  Washing- 
ton University  Medical  Center,  St  Lou- 
is. Contact:  Cathy  Caruso,  Office  of 
Continuing  Medical  Education,  Wash- 
ington University  School  of  Medicine, 
660  S Euclid,  Box  8063,  St  Louis,  MO 
63110.  Tel:  (314)  362-6893. 

TEXAS 

Apr  18-22.  Sixth  Annual  Family  Medi- 
cine Review.  40  Cat  I Credits.  Stouffer 
Hotel,  Austin.  Apr  23-24.  Advanced 
Cardiac  Life  Support  (ACLS)  Provider 
Course.  13  Cat  I Credits.  Temple.  Con- 
tact: Department  of  Continuing  Medi- 
cal Education,  Scott  and  White,  2401 
South  31st  Street,  Temple,  TX  76508. 
Tel:  (817)  774-4073. 


{continued  on  p 12 A) 
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COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

March  1990  • Volume  90,  Number  3 


Acquired  immunodeficiency  syndrome:  The  agenda  for 

the  1990s 


The  acquired  immunodeficiency  syndrome  (AIDS)  epi- 
demic is  now  in  its  tenth  documented  year  in  the  United 
States.  During  the  last  decade,  the  disease  and  its  caus- 
ative agent,  the  human  immunodeficiency  virus  (HIV), 
have  been  closely  studied,  resulting  in  an  inexorable  ad- 
vance in  knowledge.  The  epidemiology  of  AIDS  fully 
emerged  during  the  1980s.  It  is  largely  characterized  now 
by  person-to-person  spread  through  sexual  contact  and 
through  the  sharing  of  contaminated  intravenous  (IV)  in- 
jection equipment  and  by  transplacental  transmission. 
Transmission  via  contaminated  blood  and  blood  products, 
once  an  important  mode  of  transmission  earlier  in  the  epi- 
demic, is  still  a concern.  However,  more  effective  screen- 
ing efforts  have  greatly  reduced  its  importance. 

The  transplacental  spread  of  AIDS  to  the  children  of 
female  IV  drug  abusers  and  the  female  sexual  partners  of 
male  IV  drug  abusers  will  continue  to  be  a serious  problem 
in  the  1990s.  This  is  especially  true  in  inner  city  areas 
among  population  groups  that  so  far  have  been  refractory 
to  health  education  efforts  aimed  at  prevention.  The  de- 
sire of  male  IV  drug  abusers  and  their  female  sexual  part- 
ners, who  may  or  may  not  be  IV  drug  abusers  themselves, 
to  have  children  poses  a significant  obstacle  to  implement- 
ing effective  strategies  for  preventing  transplacental 
transmission.  Needle  exchange  programs  have  so  far  not 
proven  to  be  a viable  approach  for  reducing  primary  trans- 
mission among  IV  drug  abusers  and  subsequent  transpla- 
cental transmission. 

Changes  in  current  substance  abuse  patterns  and  the 
modes  of  administering  drugs  could  have  a future  impact 
on  the  incidence  and  prevalence  of  transplacental  spread 
in  the  1990s.  However,  it  is  more  likely  that  new  cases  of 
transplacental  AIDS  in  children  will  continue  to  occur 
with  significant  frequency  during  the  1990s,  particularly 
among  inner  city  parturients. 

During  the  1990s,  greater  focus  will  be  required  on  cer- 
tain groups  of  teenagers  who,  because  of  early  age  of  first 
intercourse,  choice  of  sexual  partners,  and  failure  to  use 

The  opinions  expressed  in  this  editorial  are  those  of  the  author  alone  and  do  not 
constitute  an  expression  of  official  opinion  of  the  Medical  Society  of  the  State  of 
New  York. 


appropriate  preventive  measures,  are  at  high  risk  for  ac- 
quiring HIV  infections.  Intense  public  health  activities  for 
these  teenagers  should  be  high  on  the  agenda  for  the 
1990s. 

Public  health  education  concerning  the  risks  of  trans- 
mission through  male  homosexual  sexual  contacts  have 
been  partially  successful,  as  evidenced  by  current  national 
statistics.  However,  continued  public  health  efforts  aimed 
at  preventing  HIV  transmission  among  homosexual  and 
bisexual  men  will  be  required  in  the  next  decade. 

During  the  1990s,  the  concept  of  AIDS  as  a chronic 
disease  will  become  more  widely  accepted.  Advances  in 
the  prevention  and  management  of  opportunistic  infec- 
tions not  only  among  those  patients  with  clinical  AIDS, 
but  also  among  those  with  earlier  stages  of  HIV  infection, 
translate  into  greater  longevity  for  many  patients.  These 
patients,  as  well  as  those  who  benefit  from  antiviral  agents 
such  as  zidovudine,  will  increasingly  require  much  longer 
periods  of  ongoing  care  than  was  the  case  for  AIDS  pa- 
tients in  the  early  1980s.  Acceptance  of  AIDS  as  a chronic 
disease  will  require  some  shifts  in  our  current  medical  and 
social  approaches.  Primary  care  physicians  will  have  to 
assume  an  increasingly  larger  role  in  following  HIV  in- 
fected patients,  monitoring  them  for  progression  of  their 
disease  and  initiating  appropriate  therapeutic  interven- 
tions, as  required.'  Laboratory  tests  such  as  the  CD4  (T4) 
lymphocyte  count  and/or  the  CD4  percent  as  well  as  the 
HIV  p24  antigen  and  beta  2-microglobulin  are  now  being 
used  as  effective  markers  to  gauge  the  progress  of  HIV 
infection.-  The  wide  availability  of  these  tests  and  the 
knowledge  that  zidovudine  use  at  certain  CD4  levels  can 
retard  progression  of  the  disease  speak  not  only  for  a great 
advance  in  the  management  of  HIV  infection,  but  also  for 
a role  for  primary  care  physicians.  Such  physicians  should 
also  assume  a critical  role  in  the  ambulatory  prevention  of 
Pneumocystis  carinii  pneumonia  (PCP),  which  eventual- 
ly infects  80%  of  those  with  AIDS.^  This  infection  can  now 
be  effectively  prevented  in  a large  percentage  of  AIDS 
patients  through  the  use  of  aerosolized  pentamidine  and 
trimethoprim-sulfmethoxazole.  If  primary  care  physi- 
cians assume  a greater  responsibility  for  the  management 
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of  HIV-infected  patients,  then  the  1990s  may  witness  a 
marked  shift  in  care  from  the  inpatient  to  the  ambulatory 
setting  with  resulting  social  and  cost  benefits. 

It  is  well  known  that  residency  training  programs  situ- 
ated in  medical  centers  where  the  high  proportion  of  the 
beds  are  occupied  by  AIDS  patients  have  difficulty  at- 
tracting candidates.'*  Centers  of  this  kind  in  geographic 
areas  where  the  incidence  of  AIDS  is  high  will  continue  to 
have  difficulty  in  attracting  residents  in  the  absence  of 
innovative  initiatives.  Formulating  these  initiatives  will 
not  be  an  easy  task.  However,  in  their  absence,  the  present 
inability  to  recruit  quality  house  staff  will  only  worsen. 

Many  of  the  social,  health  care,  and  ethical  issues  that 
were  at  the  center  of  concern  during  the  1 980s  will  remain 
in  place  throughout  the  1990s.  Aggregate  inpatient  care 
costs  for  AIDS  patients  will  continue  to  rise  if  current 
medical  care  approaches  prevail.  Likewise,  the  presence 
of  large  numbers  of  AIDS  patients  on  inpatient  services 
will  continue  to  add  to  the  scarcity  of  general  medical 
beds,  particularly  in  places  such  as  New  York  City.  A 
greater  shift  to  the  ambulatory  and  hospice  approach 
could  ameliorate  this  problem. 

The  1990s  receive  an  AIDS  legacy  from  the  1980s  of 
unresolved  and  highly  visible  social,  public  health,  ethical, 
and  medical  care  issues.  However,  this  legacy  also  in- 
cludes much  progress  in  the  prevention  and  clinical  man- 
agement of  HIV  infection,  the  identification  of  the  human 
immunodeficiency  virus,  and  basic  science  efforts  that 
may  eventually  lead  to  the  development  of  vaccines  and 
more  effective  therapeutic  agents.  It  is  on  these  less  visible 
basic  science  efforts  that  society  has  pinned  its  hopes  for 
the  1990s.  The  development  and  subsequent  widespread 
use  of  protective  vaccines  and / or  curative  antiviral  agents 
would  dramatically  alter  the  AIDS  epidemic  and  all  of  the 
medical  care  and  social  structures  that  have  been  elabo- 
rated during  the  past  decade  to  deal  with  it.  The  likelihood 
of  these  breakthroughs  occurring  in  the  early  1990s 
seems  remote  at  present.  However,  scientific  progress  on 
these  fronts  is  steady  and  continuous,  raising  the  possibili- 
ty that  these  breakthroughs  may  become  a reality  at  the 
end  of  this  decade.  Meanwhile,  the  medical  profession  and 


society  as  a whole  must  achieve  the  best  with  the  limited 
modalities  at  hand.  Later  in  this  decade,  these  may  appear 
in  retrospect  as  cumbersome  and  ineffective,  much  as  ear- 
ly efforts  to  manage  tuberculosis  do  in  the  era  of  antitu- 
berculosis drugs. 

The  problems  posed  by  AIDS,  and  medicine’s  success  in 
dealing  with  some  of  them,  have  been  well  documented  in 
the  Journal  over  the  past  several  years.  Since  1987,  four 
thematic  issues  of  the  Journal  have  been  devoted  to  AIDS 
(May  1987,  May  1988,  December  1988,  and  this  current 
issue)  and  the  contents  of  the  first  two  issues  have  been 
published  in  book  form.^  This  current  issue  chronicles  not 
only  the  complexity  and  scope  of  the  AIDS  epidemic,  but 
also  its  ever-unfolding  nature.  It  is  this  latter  characteris- 
tic that  introduces  some  uncertainty  into  the  nature  of  the 
AIDS  agenda  for  the  1990s. 

As  the  decade  opens,  it  is  obvious  that  many  familiar 
issues  from  the  1980s  will  prominently  figure  in  the  1990s 
AIDS  agenda.  Foremost  among  these  are  a commitment 
to  develop  effective  vaccines  and  better  therapeutic 
agents,  and  to  strengthen  preventive  efforts  begun  in  the 
previous  decade.  However,  because  of  the  epidemic’s  un- 
folding nature,  newer  and  even  surprising  items  will  be 
added  to  the  agenda  as  the  decade  matures. 
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Expanding  the  focus  of  human  immunodeficiency  virus 

prevention  in  the  1990s 


The  conceptualization  and  implementation  of  an  effective 
human  immunodeficiency  virus  (HIV)  prevention  strate- 
gy for  New  York  State  rely  on  epidemiologic  data  to  iden- 
tify populations  and  areas  at  increased  risk  and  to  describe 
trends.  Until  mid- 1985,  when  HIV  antibody  testing  be- 
came widely  available  and  provided  an  additional,  and 
more  timely,  source  of  intelligence,  acquired  immunodefi- 
ciency syndrome  (AIDS)  case  reporting  provided  virtual- 
ly the  sole  basis  for  defining  the  AIDS  epidemic  in  New 
York  State. 

From  the  outset  of  the  epidemic  through  mid- 1985,  ap- 


proximately 62%  of  the  state’s  nearly  4,500  AIDS  cases 
involved  homosexual  or  bisexual  men.'  During  this  period, 
only  approximately  35%  of  all  reported  cases  were  among 
intravenous  (IV)  drug  users.  Approximately  400  women 
had  been  reported  with  AIDS,  with  only  1 5%  of  them  clas- 
sified as  having  no  risk  factors  other  than  sexual  contact 
with  an  at-risk  male.' 

During  the  second  half  of  the  1 980s,  the  epidemic  took  a 
much  heavier  toll.  An  additional  21,000  New  Yorkers 
were  diagnosed  with  Centers  for  Disease  Control  (CDC)- 
defined  AIDS.^  Homosexual  and  bisexual  men  continued 
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to  bear  the  brunt,  with  the  average  monthly  AIDS  case 
count  among  this  risk  behavior  group  increasing  during 
the  period.  Yet  the  increase  in  the  number  of  reported 
AIDS  cases  among  intravenous  drug  users,  their  hetero- 
sexual contacts,  and  their  offspring  was  even  more  dra- 
matic. By  the  fall  of  1987,  the  number  of  newly  reported 
cases  among  intravenous  drug  users  had  exceeded  that 
among  homosexuals/bisexuals  and  became  the  most  com- 
mon category  of  reported  risk.^^P^'^*  Intravenous  drug  use 
has  remained  the  predominant  risk  factor.  This  significant 
expansion  and  acceleration  of  AIDS  diagnoses  through 
the  second  half  of  the  1980s  signalled  an  equally  impor- 
tant shift  in  the  demographics  of  AIDS.  By  the  end  of  the 
1980s,  fewer  new  cases  of  AIDS  were  being  reported 
among  whites  in  New  York  City  than  among  either  blacks 
or  Hispanics.  It  was  not  that  AIDS  among  whites  or  ho- 
mosexual men  had  declined,  it  was  simply  that  the  rate  of 
increase  among  persons  of  color  and  among  drug  users 
was  advancing  on  a much  steeper  upward  slope.  Further- 
more, knowledge  is  increasing  about  the  ways  in  which  the 
clinical  manifestations  of  HIV  infection  among  drug  users 
differ  from  those  among  gay  men.  We  are  becoming  more 
acutely  aware  that  these  trends  in  CDC-defined  AIDS 
represent  a significant  underestimation  of  HIV-related 
illness  among  IV  drug  users. 

More  than  three  thousand  women  have  been  reported 
with  AIDS  since  mid- 1985  and  the  proportion  of  them 
who  were  reportedly  infected  by  heterosexual  contact  with 
an  at-risk  male  increased  by  50%  during  the  period.  Of  the 
more  than  600  pediatric  AIDS  cases  reported  in  the 
1980s,  the  vast  majority  were  diagnosed  in  the  latter  half 
of  the  decade.  Most  were  born  to  intravenous  drug  using 
women  or  to  partners  of  drug  users;  and  more  than  90% 
were  black  or  Hispanic.'-^ 

The  surveillance  of  HIV  in  New  York  State  has  been 
conducted  through  blinded  research  studies  and  through 
an  accumulation  of  data  from  confidential  antibody  test- 
ing activity.  The  New  York  State  Department  of  Health 
(DOH)  has  been  conducting  studies  in  settings  such  as 
sexually  transmitted  disease  clinics,  sentinel  family  plan- 
ning clinics,  drug  treatment  sites,  state  prison  intake  facil- 
ities, and  other  locations.  The  most  broadly  based  study 
has  been  ongoing  since  December  1987  and  has  involved 
the  anonymous  testing  of  heel-stick  blood  collected  from 
virtually  every  baby  born  in  New  York  State.  HIV  test 
data  from  this  study  have  provided  information  about  the 
infection  status  of  women  giving  birth. 

During  the  first  year  of  the  study,  more  than  276,000 
babies  were  tested.  Statewide,  0.66%  of  the  newborns,  or 
one  in  150,  tested  HIV  positive.  The  seropositivity  rate 
among  Hispanic  babies  has  been  ten  times  greater  than 
among  whites  and  the  seropositivity  rate  among  black  ba- 
bies has  been  14  times  greater  than  among  whites.  Stated 
differently,  one  in  770  white  babies  was  born  to  an  infect- 
ed mother,  while  one  in  75  Hispanic  babies  and  one  in  55 
black  babies  were  born  to  an  HIV  infected  mother  in  New 
York  State.  Analysis  of  the  residential  zip  codes  of  HIV 
infected  women  giving  birth  in  New  York  City  revealed  a 
correlation  between  the  geographic  distribution  of  drug 
use,  as  measured  by  drug-related  hospitalizations,  and 
HIV  prevalence. 

An  anonymous  study  of  clients  entering  28  methadone 


maintenance  treatment  clinics  in  New  York  City  indicat- 
ed a 45.9%  HIV  positivity  rate.^^P'*'  An  anonymous  study 
of  male  prisoners  entering  the  state  prison  system  through 
the  Downstate  Correctional  Facility  revealed  an  HIV  pos- 
itivity rate  of  17.4%;  of  those  entrants  with  a history  of 
intravenous  drug  use,  44.1%  were  seropositive. Simi- 
lar results  were  observed  in  an  anonymous  study  of  the 
HIV  status  of  female  prisoners  entering  the  Bedford  Hills 
Correctional  Facility.  Of  those  tested,  18.8%  were  posi- 
tive; of  those  entrants  with  a history  of  intravenous  drug 
use,  45.6%  were  HIV  seropositive. The  newborn, 
prison,  and  drug  treatment  HIV  seroprevalence  studies 
have  confirmed  that  drug  use  is  the  driving  force  behind 
the  HIV  epidemic  within  the  heterosexual  population. 

It  is  estimated  that  200,000  to  400,000  New  Yorkers 
may  currently  be  infected  with  HIV.  If  the  current  trend 
of  AIDS  incidence  continues,  an  additional  60,000  New 
Yorkers,  more  than  half  intravenous  drug  users,  will  be 
diagnosed  during  the  first  five  years  of  the  1990s.  An  in- 
creasing portion  of  newly  diagnosed  cases  will  be  black  or 
Hispanic. 

All  sexually  active  New  Yorkers,  and  those  who  share 
drug  injection  paraphernalia,  are  at  risk  for  HIV.  Wide- 
spread awareness  of  this  reality  leading  to  behavior  modi- 
fication is  the  foundation  of  HIV  prevention.  However, 
the  epidemiologic  evidence  clearly  indicates  that  HIV  is 
far  from  evenly  distributed  throughout  the  state,  either 
geographically  or  demographically.  In  some  areas  of  New 
York  City,  as  many  as  one  in  33  women  giving  birth  is 
infected. ^*P' Outside  of  the  city,  newborn  seroprevalence 
data  indicates  a clustering  of  a majority  of  positive  cases 
in  a relatively  small  number  of  communities.  Thus,  al- 
though all  sexually  active  New  Yorkers  are  at  risk,  grada- 
tions of  risk  apply  not  only  to  risk  behavior,  but  also  to 
geography.  As  a result,  HIV  prevention  efforts  are  appro- 
priately both  statewide  in  scope  and  intensified  in  commu- 
nities which  are  at  demonstrably  higher  risk. 

Although  risk  categorization  by  personal  behavior  or 
residential  community  can  serve  as  a valuable  targeting 
tool,  it  can  also  engender  denial  and  inaction  by  individ- 
uals, clinicians,  public  health  officials,  and  society  at 
large,  or,  worse,  prejudice  against  those  at  risk  for  HIV 
can  become  the  implicit  basis  for  rationalizing  a feeble 
public  policy  response  to  the  epidemic.  It  is  important  for 
HIV  prevention  in  the  1990s  that  clinical  practice  as  well 
as  community-wide  behavioral  norms  reflect  awareness 
that,  although  HIV  is  not  evenly  distributed  throughout 
the  state,  HIV  risk  is  ubiquitous.  There  is  no  biologic  or 
epidemiologic  basis  for  assuming  that  HIV  cannot  be  in- 
troduced in  any  community  or,  once  introduced,  that  it 
will  not  spread.  Complacency  in  areas  of  relatively  low 
seroprevalence,  therefore,  must  be  dispelled.  Conversely, 
prevention  efforts  in  high  seroprevalence  areas  must  con- 
front a different  sort  of  complacency,  one  born  of  a sense 
of  defeatism. 

In  many  affected  communities  in  the  state,  HIV  is  but 
the  latest  in  a series  of  “environmental  insults.”  Areas 
heavily  affected  by  drug  use-associated  HIV  are  likely 
also  to  be  coinfected  with  a high  prevalence  of  low  birth- 
weight  babies,  infant  mortality,  teenage  pregnancy,  syphi- 
lis, and  other  maladies  which  have  been  resistant  to  public 
health  intervention.  Within  these  communities,  beneath 
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the  clinical  symptoms  of  HIV  disease,  lies  a social  morbid- 
ity characterized  by  low  educational  attainment,  poverty, 
inadequate  housing,  dysfunctional  families,  and  violence, 
all  of  which  indirectly  feed  the  epidemic.  HIV  prevention 
forces  us  to  attend  to  these  social  sores.  However,  our  ef- 
forts should  not  be  vitiated  by  a false  sense  that  transmis- 
sion cannot  be  curbed  in  these  communities  unless  under- 
lying structural  problems  are  eliminated. 

Although  drug  use  is  now  the  major  force  driving  the 
AIDS  epidemic,  the  epidemiology  of  drug  use  itself  is 
changing  in  ways  likely  to  further  influence  the  spread  of 
HIV  infection.  The  recent  epidemic  spread  of  syphilis,  the 
doubling  of  the  number  of  reported  cases  statewide  be- 
tween 1986  and  1988,  has  been  associated  with  the  emer- 
gence of  “crack”  cocaine. Although  not  injected, 
crack  can  facilitate  HIV  transmission,  as  it  has  syphilis, 
by  its  connection  with  sexual  disinhibition  and  prostitu- 
tion. 

Despite  the  established  causal  connection  between  drug 
use  and  a host  of  undesirable  social  sequellae,  we  lack  a 
basic  understanding  of  the  social  context  of  drug  use. 
Compounding  our  ignorance  of  the  sociology  of  drug 
abuse  is  the  paucity  of  proven  therapies  aimed  at  curtail- 
ing its  use.  From  the  start,  we  must  acknowledge  that 
treatment  opportunities  are  in  relatively  short  supply. 
Moreover,  methadone,  the  primary  treatment  for  heroin 
addiction,  often  serves  as  a supplemental,  rather  than  a 
substitute  drug.  How  this  situation  has  come  about  re- 
mains the  subject  of  controversy.  No  effective  therapy  has 
yet  been  identified  for  crack  users.  Unfortunately,  HIV 
prevention  in  the  1990s  will  be  weakened  by  such  limita- 
tions in  current  drug  abuse  prevention  and  treatment  ef- 
forts. 

On  a more  positive  note,  the  campaign  to  inform  the 
public  about  modes  of  transmission  of  HIV  and  approach- 
es to  prevention  has  generally  been  effective.  A state 
health  department  developed  survey,  conducted  statewide 
in  1988  of  more  than  4,000  adults,  demonstrated  that 
more  than  90%  were  aware  of  the  risk  of  transmission  of 
HIV  by  sexual  intercourse  and  the  sharing  of  drug  works. 
A similar  percentage  also  understood  that  the  use  of  con- 
doms can  reduce  transmission  risk.''  Although  such 
knowledge  is  not  uniform  in  every  age,  geographic,  or  so- 
cioeconomic group,  the  primary  barrier  to  prevention  no 
longer  appears  to  be  inadequate  community  awareness. 
Street  surveys  of  active  drug  users  confirm  that  even 
among  this  difficult  to  reach  population,  awareness  levels 
are  high.  Dispelling  myths  of  their  disregard  for  personal 
health  and  well-being,  drug  users  have  also  often  adjusted 
their  behavior  to  reduce,  if  not  to  eliminate,  their  risk. 

AIDS  education,  however,  is  hardly  the  “magic  bullet” 
of  HIV  prevention.  The  success  of  AIDS  educational  pro- 
grams must  be  weighed  against  their  limitations.  Aware- 
ness of  risk  does  not  necessarily  translate  to  risk  avoid- 
ance, especially  on  a consistent,  long  term  basis.  Street 
surveys  indicate  greater  usage  of  condoms  and  clean  nee- 
dles by  drug  users,  but  absolute  behavioral  changes  are 
not  common.  Even  within  the  well-informed  and  well-or- 
ganized gay  male  community,  the  consistent  practice  of 
safer  sex  is  problematic. 

The  high  level  of  community  awareness  about  HIV 
transmission  and  prevention  merely  provides  a starting 


point  for  risk  reduction  action.  Prevention  in  the  1990s 
needs  to  extend  beyond  imparting  information  to  affect- 
ing individual  behavior  through  influencing  social  norms 
and  developing  personal  risk  avoidance  skills.  A major 
preventive  goal  for  the  1990s  should  be  to  establish  as  the 
social  norm  the  use  of  condoms  in  sexual  encounters  in 
which  the  potential  for  HIV  transmission  cannot  be  ruled 
out,  a sexual  behavior  equivalent  of  “universal  precau- 
tions” in  clinical  practice. 

Individual  behavior  modification  often  requires  more 
than  individual  choice  or  personal  determination;  influ- 
encing normative  social  behavior  often  requires  more  than 
effective  advertising.  Prevention  messages  without  pre- 
vention support  will  be  of  limited  value.  A substantial  re- 
duction in  drug  addictive  behavior  will  require  external 
interventions  and  supports.  HIV  prevention  will  require 
that  effective  addiction  treatment  services  be  available  for 
all  those  in  need.  Ongoing  supportive  counseling  for  those 
at  risk  for  infection  as  a result  of  their  addiction  or  for 
those  already  infected  must  be  available  to  assist  individ- 
uals to  maintain  low-risk  or  no-risk  lifestyles.  To  optimize 
their  impact,  preventive  messages  and  services  require  the 
involvement  of  affected  communities  in  their  design  and 
implementation.  Promoting  the  active  participation  of 
groups,  organizations  and  communities  in  closest  contact 
with  at-risk  individuals  must  remain  a cornerstone  of  state 
and  local  public  health  policy. 

Innovation,  local  participation,  and  broad  program  sat- 
uration must  characterize  HIV  prevention  tactics  within 
New  York  State  in  the  1990s.  Already  underway  are  ef- 
forts to  maximize  public  health  settings  as  opportunities 
for  intervention;  to  incorporate  HIV  counseling  and  the 
encouragement  of  testing  in  routine  clinical  practice;  to 
develop  and  expand  community-based  outreach  educa- 
tion; and  to  target  intensified  interventions  at  populations 
and  communities  at  increased  risk.  These  and  other  ele- 
ments of  HIV  prevention  require  careful  design  and  im- 
plementation, as  well  as  rigorous  oversight  and  evalua- 
tion. We  expect  that  these  tactics  will  help  reduce  the 
spread  of  HIV.  However,  in  the  absence  of  a vaccine  or 
curative  therapy  for  what  may  be  an  invariably  fatal  com- 
municable disease,  these  preventive  interventions  are  like- 
ly to  be  unacceptably  incomplete. 

Communities  at  greatest  risk  for  HIV  which  are  al- 
ready suffering  from  a myriad  of  clinical  and  social  ills  are 
essentially  “public  health  disaster  areas,”  warranting  a 
coordinated  and  comprehensive  governmental  response 
appropriate  to  the  severity  of  their  condition.  Moreover,  it 
is  imprudent  to  assume  that  through  the  1990s  HIV  will 
not  spread  beyond  these  communities. 

In  the  1990s,  HIV  prevention  needs  to  be  broadly  de- 
fined, reflecting  the  social  as  well  as  the  clinical  etiology  of 
AIDS.  The  public  health  approach  to  disease  prevention 
properly  considers  agent,  host,  and  environmental  influ- 
ences on  transmission  and  seeks  to  break  the  chain  wher- 
ever possible.  Clinical  and  laboratory  research  pursues  in- 
tervention at  the  point  of  the  agent  through  vaccine  and 
chemotherapy  development.  Educational  interventions 
are  the  primary  means  of  reducing  host  susceptibility. 
Dealing  with  the  environmental  dimension  will  require 
that  drug  abuse  and  the  underlying  social  morbidity  be 
vigorously  pursued.  Responsibility  for  the  prevention  of 
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HIV  cannot  be  passed  on  solely  to  the  at-risk  individual  or 
to  the  community  through  the  dissemination  of  preventive 
health  information — not  when  the  connection  between 
HIV  and  addictive  behavior  is  evident;  nor  when  the  con- 
nection between  drug  abuse  and  the  social  milieu  is  also 
apparent;  and  not  when  the  persistence  of  other  public 
health  problems  within  these  communities,  despite  a vari- 
ety of  traditional  public  health  interventions,  including 
community  education,  is  so  clearly  visible. 

Government  at  all  levels — federal,  state,  and  local — 
must  meet  its  responsibility  to  promote  and  protect  the 
public  health  and  welfare.  Compartmentalized,  disjointed 
governmental  responses  need  to  be  replaced  with  intergov- 
ernmental, interagency,  and  governmental-community 
participation  in  strategic  planning  to  address  the  full  spec- 
trum of  needs  in  the  highest  risk  communities.  One  step 
the  federal  government  should  explore  with  high  preva- 
lence states  is  to  establish  a pilot  program  of  public  health 
disaster  relief  grants  for  communities  which  qualify  on  the 
basis  of  the  extent  of  measurable  social  and  clinical  mor- 
bidity. Such  grants  could  require  a comprehensive  assess- 
ment of  community  need,  an  integrated  approach  to  plan- 
ning and  project  oversight,  and  a program  which  has  an 
explicit  agenda  and  timetable  for  each  of  its  interconnect- 
ed elements. 

AIDS  is  forcing  us  to  reexamine  how  we  approach  pub- 
lic health  problems,  particularly  when  we  lack  a vaccine  or 
cure.  AIDS  will  likely  dramatically  affect  the  public 
health  agenda  in  the  1990s,  most  notably  bringing  sub- 


stance abuse  to  the  fore  as  a top  public  health  priority.  The 
manner  in  which  public  health  is  practiced  is  also  likely  to 
undergo  an  accelerated  evolution  to  community-oriented 
models  of  prevention  and  service  delivery  as  we  enter  the 
21st  century.  One  of  the  few  benefits  which  society  may 
derive  from  the  devastation  of  AIDS  may  be  a fuller  un- 
derstanding of  the  interaction  between  social  morbidity 
and  health  outcomes  within  a community  and  the  implica- 
tions of  both  conditions  on  the  health  of  society  at  large. 
Out  of  such  awareness  may  emerge  more  effective  public 
health  approaches  to  long-standing  problems  and  a firmer 
societal  resolve  to  demand  strategies  to  correct  both  the 
underlying  social  ills  as  well  as  their  clinical  manifesta- 
tions. 
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The  increasing  role  of  primary  care  in  the  management  of 

HIV-infected  patients 


Since  the  identification  of  the  etiologic  agent  of  the  ac- 
quired immunodeficiency  syndrome  (AIDS),  much  has 
been  learned  about  the  natural  history  of  the  disease.  Un- 
til recently,  medical  education  and  the  clinical  literature 
have  focused  on  patients  with  Centers  for  Disease  Control 
(CDC)-defined  AIDS.  Clinically,  the  extraordinary  com- 
plexity of  these  patients’  illnesses  and  the  multisystem  in- 
volvement by  both  opportunistic  infections  and  opportu- 
nistic malignancies  have  necessitated  intervention  by 
teams  of  medical  specialists. 

However,  this  emphasis  on  the  end  stage  of  infection 
with  the  human  immunodeficiency  virus  (HIV)  is  now 
changing.  Recognition  of  the  chronic  and  progressive  na- 
ture of  HIV  infection  as  well  as  the  observation  that  most 
HIV-infected  individuals  are  asymptomatic  have  focused 
attention  on  this  population.'-^  Advances  in  a number  of 
areas  including  identification  of  clinical  markers  for  pro- 
gression of  HIV  disease,^  new  indications  for  the  prophy- 
laxis of  opportunistic  infections,''  as  well  as  broadened  in- 
dications for  zidovudine  (formerly  known  as  azido- 
thymidine,  or  AZT)^  will  allow  the  clinician  to  provide 
multiple  interventions  earlier  in  the  course  of  the  disease. 
As  the  concept  of  HIV  disease  changes  from  that  of  a rap- 


idly progressive  fatal  disease  to  a chronic  illness  requiring 
multiple  laboratory,  therapeutic,  and  social  interventions, 
the  appropriate  clinician  contact  is  changing  from  the  in- 
fectious disease  specialist,  oncologist,  and  general  inter- 
nist who  specialize  in  HIV  care  to  the  primary  care  practi- 
tioner. This  changing  locus  of  care  is  the  result  of 
dramatic  progress  in  the  understanding  of  the  natural  his- 
tory of  HIV  disease  and  the  prevention  of  the  complica- 
tions of  HIV-induced  immunosuppression. 

Among  the  most  important  advances  has  been  the  iden- 
tification of  a number  of  specific  clinical  markers  that 
have  been  associated  with  progression  towards  CDC-de- 
fined  AIDS.^-^  Perhaps  the  most  useful  of  these  is  the  CD4 
(T4)  lymphocyte  count  and/or  CD4  percent.  The  use  of 
such  a marker  is  consistent  with  what  is  known  regarding 
the  immunologic  defect  in  HIV  disease.  HIV  infection  re- 
sults in  the  eventual  destruction  of  CD4  cells,  contributing 
partly  to  the  immunosuppression  characteristic  of  the  dis- 
ease. By  following  the  CD4  count  or  percent  periodically, 
clinicians  can  identify  specific  points  at  which  to  employ 
appropriate  prophylactic  measures  to  prevent  the  more 
common  opportunistic  infections.  Several  studies  have 
now  demonstrated  that  patients  with  a CD4  count  of  less 
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than  200  to  250  cells/mm^  or  those  patients  whose  CD4 
cells  are  less  than  20%  of  total  lymphocytes  are  at  marked- 
ly higher  risk  of  opportunistic  infections  than  are  those 
with  higher  circulating  CD4  counts. CD4  enumeration 
is  now  widely  available,  and  with  the  use  of  this  marker  as 
well  as  others  (HIV  p24  antigen,  beta2-microglobulin), 
HIV-infected  patients  at  highest  risk  of  developing  oppor- 
tunistic infections  can  be  identified. 

Yet  the  development  of  such  markers  would  be  clinical- 
ly useless  in  the  absence  of  effective  prophylactic  mea- 
sures against  opportunistic  infections.  This  is  no  longer 
the  case  with  regard  to  Pneumocystis  carinii  pneumonia 
(PCP).  This  opportunistic  pneumonia  develops  in  80%  of 
patients  with  AIDS,  and  60%  acquire  it  as  their  initial 
AIDS-related  opportunistic  infection.^  Trimethoprim- 
sulfamethoxazole*  and  aerosolized  pentamidine^  have 
now  been  shown  to  be  effective  agents  in  the  prevention  of 
PCP.  As  a result,  in  June  1989  the  CDC  recommended 
that  PCP  prophylaxis  be  initiated  using  one  of  the  above 
medications  in  the  setting  of  a CD4  count  of  less  than 
200/mm^  or  a CD4  percentage  of  less  than  20%  of  total 
lymphocytes. Thus  the  use  of  primary  prophylaxis  for  an 
opportunistic  infection  is  now  linked  to  serial  studies  of 
CD4  cells  such  that  an  appropriate  intervention  strategy 
can  be  designed  to  prevent  the  most  common  serious  op- 
portunistic pathogen  in  HIV-infected  patients. 

Monitoring  HIV-infected  asymptomatic  patients  may 
also  play  a role  in  the  therapy  of  HIV  infection  itself.  Zi- 
dovudine (AZT)  was  originally  employed  in  HIV  infected 
patients  with  AIDS  or  severe  AIDS-related  complex 
(ARC)  (CD4  counts  < 200).  In  this  population  it  was 
found  to  decrease  both  mortality  and  frequency  of  oppor- 
tunistic infections. The  indications  for  zidovudine  now 
appear  to  be  extended.  In  August  1989,  the  National  In- 
stitute of  Allergy  and  Infectious  Diseases  AIDS  Clinical 
Trial  Group  (ACTG)  announced  the  results  of  studies  of 
AZT  used  in  asymptomatic  HIV-infected  persons  as  well 
as  in  patients  with  early  ARC  (CD4  counts  of  200-800).^ 
Both  of  these  studies  significantly  extended  the  use  of  zi- 
dovudine by  demonstrating  that  HIV-infected  asympto- 
matic persons  with  less  than  500  CD4  cells  as  well  as  per- 
sons with  symptomatic  HIV  infection  with  less  than  500 
CD4  cells  will  benefit  from  zidovudine  therapy  with  mini- 
mal side  effects.  Patients  in  the  treatment  arms  of  both 
studies  had  a highly  significant  decreased  rate  of  progres- 
sion to  AIDS  or  severe  ARC  than  those  receiving  placebo. 

The  results  of  these  studies  have  clearly  provided  a ra- 
tional clinical  base  for  early  intervention  in  HIV  disease. 
Concrete  protocols  for  initial  evaluation  and  immunologic 
follow-up  of  infected  individuals  can  now  be  developed. 
The  components  of  such  a clinical  program  would  include 
periodic  monitoring  of  immune  function,  prophylaxis 
against  selected  opportunistic  pathogens,  the  initiation 
and  management  of  anti-HIV  therapy  where  indicated, 
the  identification  of  HIV-associated  infections  such  as  tu- 
berculosis and  syphilis,  as  well  as  the  diagnosis  and  treat- 
ment (through  the  use  of  specialty  consultants  if  neces- 
sary) of  opportunistic  infections.  Finally,  such  a program 
would  include  unique  services  for  women  including  refer- 
rals for  abortions,  and  insuring  access  for  pediatric  HIV 
testing. 

The  provision  of  social  and  emotional  support  must  be 


linked  to  clinical  and  immunologic  follow-up.  Depression 
and  anxiety  on  being  informed  one  is  HIV-positive  is  a 
frequent  and  not  inappropriate  response.  However, 
through  counseling  and,  if  necessary,  referral,  the  serious 
consequences  of  these  psychologic  reactions  may  be  mini- 
mized. Legal  and  social  issues  surrounding  HIV  infection 
must  also  be  addressed,  and  include  do  not  resuscitate  or- 
ders, durable  power  of  attorney,  and  issues  of  confidenti- 
ality involving  friends,  family,  employers,  and  insurers. 
Contact  notification,  a critical  issue  in  the  control  of  a 
disease  transmitted  by  sexual  contact  or  sharing  injection 
equipment,  must  also  be  addressed.  HIV  testing  (or  refer- 
ral) for  these  potentially  infected  contacts  must  be  provid- 
ed. Finally,  behavior  intervention  to  reduce  subsequent 
transmission  of  HIV  is  critical.  In  the  same  manner  that 
one  collects  information  for  clinical  decisions,  risk  assess- 
ment must  be  conducted  to  identify  transmission  prone 
behaviors.  The  employment  of  appropriate  risk  reduction 
programs  can  then  be  utilized  to  reduce  the  risk  of  subse- 
quent HIV  transmission. 

The  primary  care  practitioner  appears  to  be  well  posi- 
tioned for  coordinating  the  comprehensive  care  these 
HIV-infected  patients  require  as  well  as  for  providing  con- 
tinuity of  care. ' ’ As  do  other  patients  with  lifelong  chronic 
diseases  (ie,  diabetes  mellitus,  hypertension),  HIV-infect- 
ed patients  require  the  services  of  primary  care  practi- 
tioners who  are  capable  of  providing  the  guidance  and 
support  that  such  long  term  diseases  necessitate  as  well  as 
clinical  support.  It  is  unlikely,  however,  that  the  primary 
care  practitioner  can  provide  all  of  these  components 
alone.  Rather,  a more  appropriate  role  might  be  to  coordi- 
nate the  various  clinicians  necessary  to  provide  care  to 
HIV-infected  individuals.  In  larger  programs  such  a staff 
might  consist  of  social  workers,  health  educators,  and 
nurses  while  in  smaller  practices,  it  might  involve  an  iden- 
tified resource  person  who  has  become  familiar  with  HIV- 
related  educational  interventions  as  well  as  community 
support  services. 

While  the  rationale  for  increased  involvement  of  the 
primary  care  practitioner  in  the  management  of  HIV  dis- 
ease may  be  clear,  so  are  the  impediments.  These  include 
financial  and  educational  constraints  as  well  as  the  need  to 
overcome  many  of  the  prejudices  that  accompany  this  dis- 
ease. 

The  costs  of  large  scale  early  intervention  programs  are 
formidable.  Arno  et  al'  recently  estimated  the  costs  of 
providing  care  to  an  individual  HIV-infected  patient  (re- 
quiring PCP  prophylaxis  and  zidovudine)  at  over  $9,000 
per  year.  In  New  York  City,  making  the  assumption  that 
50%  of  HIV  infected  individuals  are  identified  and  placed 
in  care,  this  translates  to  slightly  over  $800  million  per 
year  in  additional  costs.  The  coordination  of  state,  federal, 
and  other  payers  in  addressing  this  problem  is  clearly  im- 
portant. 

Primary  care  physicians  need  to  develop  an  adequate 
knowledge  base  in  order  to  provide  ambulatory  care  to 
patients  with  HIV  infection.  Most  HIV-related  medical 
education  is  provided  in  training  institutions  and  concen- 
trates on  the  end  stage  HIV-infected  patient  with  AIDS. 
The  rapidly  expanding  knowledge  base  regarding  the 
management  of  the  asymptomatic  HIV-infected  patient 
needs  to  be  efficiently  transmitted  to  primary  care  practi- 
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tioners  so  that  they  can  provide  outpatient  management  of 
their  patient’s  HIV  disease. 

Primary  care  physicians  may  avoid  treatment  of  pa- 
tients with  HIV  infection  because  of  concern  regarding 
retention  of  their  nonaffected  patient  pool  should  it  be- 
come public  knowledge  that  they  are  providing  care  to 
HIV-infected  patients.  This  concern  may  have  been  dem- 
onstrated in  a random  study  of  non-institutionalized 
adults  in  the  United  States  in  which  25%  of  those  who 
responded  indicated  they  would  change  clinicians  if  they 
knew  their  physician  were  treating  someone  who  was  HIV 
infected. The  path  for  the  leadership  in  medicine  here  is 
clear.  The  medical  profession  at  both  the  organizational 
and  individual  level  must  increase  its  efforts  to  educate 
patients  regarding  the  absence  of  personal  risk  in  seeking 
care  from  physicians  who  care  for  HIV-infected  patients. 

The  impediments  to  expanded  early  treatment  of  HIV 
disease  are  significant.  However,  we  are  at  a crucial  point 
in  the  history  of  this  disease.  Can  the  interventions  defined 
in  clinical  studies  be  readily  transferred  to  the  affected  pa- 
tient population?  Through  early  intervention  in  the  natural 
history  of  this  viral  infection  we  now  have  the  opportunity 
to  change  both  the  perception  and  the  reality  of  HIV  infec- 
tion from  that  of  a rapidly  fatal  disease  to  a chronic  illness. 
Through  the  use  of  the  primary  care  model,  we  approach 
the  real  possibility  of  preventing  transmission  of  HIV  and 
the  rapid  progression  of  disease  in  those  already  infected. 

JACK  A.  DeHOVITZ.  MD 
Director,  AIDS  Prevention  Center 
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Dissemination  of  Pneumocystis 


Since  the  beginning  of  the  acquired  immunodeficiency 
syndrome  (AIDS)  epidemic,  Pneumocystis  has  been  and 
continues  to  be  the  major  pathogen  that  infects  these  pa- 
tients. Even  so,  relatively  little  is  known  about  the  biology 
of  this  organism  and  debate  continues  on  its  taxonomy. 
The  majority  of  patients  with  AIDS  will  experience  Pneu- 
mocystis carinii  pneumonia  (PCP),  many  will  have  re- 
peated episodes,  and  a few  will  develop  extrapulmonary 
disseminated  disease. 

A variety  of  opportunistic  organisms  have  been  known 
to  disseminate  widely  in  patients  with  immunodeficiency. 
That  Pneumocystis  can  widely  disseminate  in  patients 
with  AIDS  has  now  been  clearly  shown  by  the  report  of 
Ravalli  et  al'  in  this  Journal.  Other  case  reports  have  also 
shown  Pneumocystis  to  be  present  in  extrapulmonary 
sites  in  AIDS  patients.  However,  very  few  have  shown 
such  wide  dissemination  as  this  case  report.  Virtually  no 
organ  examined  was  left  uninvolved.  Yet,  dissemination 
of  Pneumocystis  must  be  a rare  event,  given  the  large 
numbers  of  AIDS  patients  with  documented  PCP,  and  the 
growing  number  of  AIDS  autopsy  series  that  have  failed 
to  document  cases  with  such  widespread  disease.’ 

The  ability  of  an  organism  to  disseminate  requires  that 
it  be  able  to  gain  access  to  the  vascular  system  and  over- 
come the  many  obstacles  of  an  immune  system  that  is  in- 


tact. How  Pneumocystis  gains  access  to  the  vascular  sys- 
tem and  disseminates  is  not  known.  Pneumocystis  is 
typically  observed  within  the  alveolar  spaces  and  only 
rarely  has  it  been  reported  to  be  present  in  vascular  spaces, 
and  then  usually  in  cases  in  which  it  has  disseminated. 
Perhaps  Pneumocystis  gains  access  by  secondary  spread 
after  tissue  destruction  by  another  organism.  It  is  not  un- 
usual to  find  more  than  one  organism  in  the  lungs  of  pa- 
tients with  AIDS.  It  is  also  possible  that  reactivation  of 
Pneumocystis  could,  on  rare  occasions,  occur  in  extrapul- 
monary locations.  Recent  identification  of  antibodies  in 
human  sera  specific  for  Pneumocystis  carinii  has  added 
further  evidence  that  most  of  the  adult  population  has 
been  exposed  to  Pneumocystis,  and  thus  infection  is  pre- 
sumed to  be  from  reactivation.^  Another  plausible  expla- 
nation is  that  enough  immune  activity  is  present  in  most 
patients  with  AIDS  to  inhibit  either  vascular  invasion  or 
extrapulmonary  foci  from  becoming  established.  Never- 
theless, in  some,  immunity  could  diminish  to  such  a degree 
as  to  allow  spread  beyond  the  lungs.  This  latter  hypothesis 
would  imply  a stepwise  loss  of  immunity  in  some  patients 
that  eventually  allows  such  a normally  indolent  organism 
not  only  to  establish  an  infection  in  the  air  spaces,  but  also 
to  disseminate. 

The  study  by  Kovacs  et  aE  comparing  PCP  in  patients 
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with  AIDS  versus  patients  with  other  types  of  immunode- 
ficiency has  shown  that  PCP  has  a more  indolent  course  in 
AIDS  patients.  This  would  imply  that  there  are  specific 
defects  in  the  immune  system  that  allow  for  the  level  of 
aggressiveness  of  Pneumocystis.  The  immune  defects  of 
AIDS  are  only  beginning  to  become  known,  and  they  in- 
volve both  cellular  and  humoral  immunity.  A recent  study 
at  the  National  Institute  of  Health^  has  shown  a correla- 
tion between  the  occurrence  of  PCP  in  AIDS  patients  with 
absolute  CD4(T4)  levels  of  200  cells/mm^  or  less.  It 
would  be  interesting  to  know  if  such  a correlation  between 
dissemination  of  Pneumocystis  and  numbers  of  peripheral 
CD4  cells  exists.  Use  of  recently  developed  monoclonal 
antibodies  to  Pneumocystis^  or  perhaps  recombinant 
DNA  studies  might  also  help  in  determining  if  Pneumo- 
cystis organisms  that  disseminate  are  different  from  those 
that  stay  localized.  In  addition,  monoclonal  antibodies  to 
Pneumocystis  might  someday  prove  useful  for  in  vivo  di- 
agnosis. 

Animal  studies^  have  implicated  both  cellular  and  hu- 
moral immunity  in  the  pathogenesis  of  Pneumocystis,  and 
natural  killer  cell  activity  may  also  be  involved.*  The  role 
of  macrophages  is  not  known.  It  is  interesting  to  note  that 
phagocytosis  without  destruction  is  prominent  with  many 
of  the  opportunistic  infections  in  AIDS  patients.  Pneumo- 
cystis organisms,  however,  seem  to  remain  chiefly  outside 
the  phagocytic  cells,  within  the  characteristic  foamy  exu- 
date that  accompanies  the  infection  regardless  of  the  or- 
gan involved. 


A better  understanding  of  the  parts  of  the  immune  sys- 
tem responsible  for  defense  against  Pneumocystis  may  ul- 
timately lead  to  better  methods  of  control.  Until  more  ef- 
fective treatments  for  PCP  become  available,  awareness 
of  the  possibility  of  dissemination  of  Pneumocystis  in  pa- 
tients with  AIDS  may  have  an  impact  on  the  usefulness  of 
current  treatments,  including  aerosol  prophylaxis. 

VERNON  A.  PILON,  MD 
Director  of  Laboratories 
Albany  Medical  Hospital 
Albany,  NY  12204 
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Changes  in  AIDS  risk  behavior  among  intravenous  drug 

abusers  in  New  York  City 

Randall  E.  Harris,  phd,  md;  John  Langrod,  phd;  James  R.  Hebert,  scd;  Joyce  Lowinson,  md; 

Edith  Zang,  phd;  Ernst  L.  Wynder,  md 


ABSTRACT.  Forty  newly  admitted  patients  to  a methadone 
treatment  clinic  in  New  York  City  were  interviewed  to  assess 
their  patterns  of  intravenous  (IV)  drug  abuse,  sexual  activity, 
and  other  risk  behaviors  for  the  acquired  immunodeficiency 
syndrome  (AIDS).  The  study  revealed  a marked  decline  in 
needle  sharing  since  1984  (46%  to  14% ),  despite  a concur- 
rent doubling  of  the  number  of  weekly  IV  drug  injections  per 
subject  (10  to  21).  High  rates  of  promiscuous  heterosexual 
activity  were  noted  among  men  (80%  said  they  were  cur- 
rently active  with  more  than  one  woman),  while  the  rates  of 
condom  use  were  low,  as  reported  by  both  men  and  women 
(<30  % ).  Recent  reductions  in  weight  were  reported  by  40  % 
of  subjects,  and  the  average  body  mass  of  all  individuals  was 
subnormal.  Thus,  despite  an  apparent  decline  in  needle  shar- 
ing, high  risk  sexual  behavior  is  apparently  persisting,  drug 
use  is  increasing,  and  nutritional  deficits  are  prevalent 
among  IV  drug  abusers.  Synergism  of  these  factors  should  be 
considered  in  the  manifestation  of  HIV  infection  among  IV 
drug  abusers. 

(NY  State  J Med  1990;  90:123-126) 

Acquired  immunodeficiency  syndrome  (AIDS)  presents 
new  and  challenging  dime'nsions  for  epidemiologic  investi- 
gation. The  clandestine  nature  of  the  dominant  risk  fac- 
tors in  AIDS,  sexual  activity  and  intravenous  (IV)  drug 
abuse,  makes  ascertainment  of  accurate  information  par- 
ticularly difficult.  Most  of  the  studies  of  the  risk  factors 
for  AIDS  have  focused  on  the  type  and  frequency  of  sexu- 
al activity  among  homosexual  and  bisexual  men.'-^  In  the 
New  York  City  area,  however,  the  majority  of  AIDS  pa- 
tients appear  to  be  IV  drug  abusers.^  Individuals  of  this 
risk  group  are  not  well  characterized  with  respect  to 
changes  that  have  occurred  over  time  in  their  sexual  activ- 
ity and  drug  use.  For  this  reason,  we  have  begun  systemat- 
ic interviews  of  patients  newly  admitted  to  the  Methadone 
Treatment  Clinic  of  the  Bronx  Psychiatric  Institute  of  the 
Albert  Einstein  School  of  Medicine.  Our  purpose  is  to  de- 
termine changes  that  have  occurred  in  IV  drug  abuse  and 
sexual  activity  in  a sample  of  individuals  representative  of 
the  large  population  of  IV  drug  abusers  in  the  New  York 
City  area. 


From  the  American  Health  Foundation,  New  York.  NY. 

Address  correspondence  to  Dr  Harris,  American  Health  Foundation,  Division  of 
Epidemiology,  320  E 43rd  St,  New  York,  NY  10017. 


Patients  and  Methods 

Under  guarantee  of  anonymity,  newly  admitted  patients  to  the 
Methadone  Treatment  Clinic  of  the  Bronx  Psychiatric  Institute 
of  the  Albert  Einstein  School  of  Medicine  in  New  York  City 
were  intensively  interviewed  to  assess  their  patterns  of  IV  drug 
abuse,  sexual  activity,  and  other  risk  behaviors  for  AIDS  and 
other  sexually  transmitted  diseases.  For  this  purpose,  a struc- 
tured questionnaire  was  utilized,  designed  to  ascertain  informa- 
tion about  the  frequency,  type,  and  temporal  pattern  of  hetero- 
sexual, bisexual,  and  homosexual  activity,  illicit  drug  use,  alco- 
hol and  tobacco  utilization,  and  other  related  behaviors  such  as 
needle  sharing,  condom  use,  and  promiscuity.  A total  of  40  ran- 
domly selected  subjects  were  interviewed — ten  females  and  30 
males.  None  of  the  subjects  selected  refused  to  participate.  Nine 
of  the  ten  females  presented  for  interview  with  a male  companion 
(either  spouse  or  sexual  partner),  thereby  facilitating  paired 
analysis  and  validation  of  certain  shared  exposures.  Subjects  en- 
tering the  clinic  were  not  routinely  tested  for  HIV  infection;  how- 
ever, an  initial  physical  examination  was  performed  to  rule  out 
AIDS  or  AIDS-related  complex  prior  to  treatment. 

Retrospective  time  series  data  were  examined  by  linear  regres- 
sion techniques  to  delineate  temporal  changes  in  reported  activi- 
ties. Adjustment  for  age  was  made  utilizing  analysis  of  covari- 
ance. Paired  data  were  examined  by  correlation  analysis  to 
provide  validation  and  misclassification  estimates  for  heterosex- 
ual activities  within  couples. ‘*  - 

Results 

Table  I provides  demographic  and  other  descriptive  data  for  the 
40  subjects  interviewed.  Subjects  were  predominantly  black  or  His- 
panic (66%),  between  25  and  45  years  of  age  (82%),  of  Catholic 
religious  preference  (79%),  and  many  were  immigrants  to  the  New 
York  City  area  from  Latin  America  (32%).  These  individuals  were 
typically  of  low  socioeconomic  status  (95%  currently  unemployed) 
with  subpar  educational  levels  (50%  did  not  complete  high  school). 
The  majority  (55%)  were  raised  in  single  parent  homes  and  most 
were  never  married,  separated,  or  divorced  (89%).  In  our  experience, 
the  demographic  profile  of  this  sample  is  highly  representative  of  all 
newly  admitted  patients  to  the  methadone  treatment  clinic. 

Among  all  subjects,  there  was  a definite  tendency  toward  poor 
nutrition.  Twelve  men  and  four  women  (40%  overall)  reported 
weight  loss  in  the  past  year;  the  mean  weight  loss  was  1 1 lb  (range, 
2-23  lb).  Based  on  the  quetelet  index,  QI  = wt(kg)/ht^(cm),  the 
average  body  mass  was  22.7  for  males  and  22.3  for  females,  both  of 
which  are  about  one  standard  deviation  below  the  normal  adult  val- 
ues for  this  age  group. ^ 

In  Figures  1 and  2,  the  average  number  of  different  sexual  part- 
ners per  year  and  the  frequency  of  intercourse  per  week  are  plotted 
over  time  to  reflect  temporal  patterns  of  heterosexual  activity.  For 
each  year  examined,  both  measures  of  heterosexual  activity  were 
two-  to  fourfold  higher  in  men  compared  to  women.  Overall,  the 
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TABLE  I.  Descriptive  Features  of  iV  Drug  Abusers  in  New  York  City 


Sex 

N 

Age  (yr) 
Mean  Range 

Race (%) 
Wht  BIk  Hisp 

Religion  (%) 
Cath  Prot 

Max  Education  (%) 
Elementary  High  School 

College 

Foreign 

(%) 

Single* 

(%) 

Unemployed 

(%) 

Ht 

(in) 

Wt 

(lb) 

Qlt 

Males 

30 

39 

23-58 

38 

14 

48 

86 

10 

52 

19 

29 

33 

90 

93 

73 

159 

22.7 

Females 

10 

33 

24-42 

14 

43 

43 

57 

43 

43 

43 

14 

29 

86 

90 

64 

129 

22.3 

Total 

40 

38 

23-58 

32 

21 

46 

79 

18 

50 

25 

25 

32 

89 

92 

— 

— 

— 

* Single  denotes  never  married,  separated,  or  divorced  subjects. 

* Quetelet  index  = wt(kg)/ht-(cm). 


average  number  of  different  heterosexual  partners  per  year  was  3.8 
for  men  versus  1 .5  for  women  (/?  < 0.01 ),  and  the  frequency  of  inter- 
course per  week  was  2.8  for  men  versus  1.1  for  women  (p  < 0.05). 

Condom  use  over  time  is  plotted  in  Figure  3.  While  the  frequency 
of  condom  use  has  increased  somewhat  in  recent  years,  the  overall 
utilization  has  remained  relatively  low,  with  fewer  than  30%  of  indi- 
viduals reporting  that  they  or  their  partners  ever  used  condoms  in 
1988. 

Temporal  trends  in  IV  drug  abuse  are  summarized  in  Figures  4 
and  5 as  the  age-adjusted  frequency  of  heroin  or  cocaine  injections 
and  the  age-adjusted  frequency  of  needle  sharing.  Notably,  while 
the  number  of  injections  of  heroin  or  cocaine  increased  markedly 
since  1984  (10  to  21,  p < 0.01),  the  frequency  of  needle  sharing 
dropped  dramatically  during  the  same  time  period  (46%  to  14%, 

p < 0.01). 

The  frequency  of  individuals’  “ever  sharing  needles”  during  their 
lifetime  was  dependent  on  when  they  started  using  IV  drugs,  ie,  32  of 
36  (89%)  subjects  who  started  drug  use  before  1984  reported  ever 
sharing  needles,  whereas  only  one  of  four  who  started  later  reported 
ever  sharing  needles. 

Levels  of  sexual  activity  and  IV  drug  abuse  are  given  by  age  and 
sex  in  Table  II.  Heterosexual  activity  of  both  men  and  women  de- 
clined with  age  based  on  the  frequency  of  intercourse  and  number  of 
sexual  partners.  However,  clear  differences  are  evident  between  the 
reported  activity  of  men  and  women,  with  men  reporting  two-  to 
sevenfold  higher  frequencies  of  intercourse  per  week  and  two-  to 
fourfold  greater  number  of  different  partners  per  year  than  women 
of  corresponding  age.  Eight  of  the  men  (27%)  and  two  of  the  women 
(20%)  reported  heterosexual  anal  intercourse  as  a regular  (at  least 
once  per  month)  sexual  activity.  Seven  additional  men  (23%)  report- 
ed heterosexual  anal  intercourse  as  an  isolated  occurrence  in  their 
past  sexual  history.  Of  the  30  men  interviewed,  only  one  (3.3%)  re- 
ported bisexual  activity,  and  this  (insertive  anal  intercourse)  oc- 
curred while  the  subject  was  incarcerated.  None  of  the  women  re- 
ported bisexual  practices. 

No  clear  age  trends  are  evident  in  the  weekly  frequency  of  inject- 
ing heroin  and/or  cocaine  (Table  II).  On  the  average,  males  of  the 
sample  began  using  IV  drugs  at  age  19  years  (range,  1 1-36  yr)  and 
females  at  age  23  years  (range,  14-31  yr).  The  peak  frequency  of  IV 
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FIGURE  1.  Age-adjusted  number  of  different  heterosexual  partners  per 
year  among  IV  drug  abusers  in  New  York  City. 
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drug  injections  (nearly  three  injections  per  day)  occurred  in  the  30- 
34-yr  age  group  for  both  sexes.  Older  age  groups  showed  a slight 
decline  in  frequency  of  use. 

With  respect  to  the  correspondence  between  reported  sexual  ac- 
tivity within  the  couples,  there  was  a marginally  significant  positive 
association  between  mutually  occurring  sexual  activity  reported  by 
members  of  the  nine  pairs  of  subjects:  ie,  the  intraclass  correlation 
was  0.54  for  the  frequency  of  intercourse  [p  < 0.10).  There  was, 
however,  a tendency  for  males  to  report  higher  activity  than  their 
mates — the  average  intrapair  difference  in  frequency  of  intercourse 
per  week  was  1 . 1 encounters  (p  < 0. 1 0) . Interestingly,  six  of  the  men 
reported  current  activity  with  other  women,  whereas  only  one  of  the 
nine  women  reported  activity  with  other  men. 

Discussion 

Several  important  findings  emerge  from  this  investiga- 
tion. Notably,  one  major  parameter  of  AIDS  risk  behav- 
ior among  IV  drug  abusers  has  declined.  The  frequency  of 
needle  sharing  has  dropped  from  46%  to  14%  between 
1 984  and  1 988  as  reported  by  newly  admitted  patients  to  a 
methadone  treatment  clinic  in  New  York  City.  The  same 
trend  is  reflected  by  differences  in  the  frequencies  of  sub- 
jects’ “ever  sharing  needles”  stratified  by  the  time  at  first 
use:  ie,  89%  of  those  who  first  used  IV  drugs  before  1984 
reported  “ever  sharing  needles,”  compared  to  only  25% 
who  started  afterwards.  This  decline  in  needle  sharing  co- 
incides with  the  citywide  program  advocating  use  of  ster- 
ile hypodermic  needles  and  syringes,^  but  it  has  also  been 
attributed  to  possible  denial.** 

Despite  the  apparent  awareness  among  IV  drug  users  of 
the  risk  from  needle  sharing,  our  results  indicate  that  high 
risk  sexual  behaviors  are  persisting  among  this  popula- 
tion. The  level  of  heterosexual  activity  among  these  indi- 
viduals is  high,  and  heterosexual  activity  limited  to  one 
partner  is  not  the  rule,  particularly  among  male  IV  drug 
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FIGURE  3.  Frequency  of  condom  use  among  IV  drug  abusers  in  New 
York  City. 


abusers.  Men  reported  having  intercourse  with  an  average 
of  four  different  partners  per  year  with  average  frequency 
of  about  three  times  per  week,  and  more  than  80%  of  the 
men  sampled  reported  engaging  in  current  heterosexual 
activity  with  more  than  one  female.  A substantial  number 
of  subjects  also  reported  regular  anal  intercourse  (27%  of 
males  and  20%  of  females).  Furthermore,  condom  utiliza- 
tion remains  low  among  both  males  and  the  sexual  part- 
ners of  females  of  this  high  risk  group  (less  than  one  in 
three  reported  ever  using  condoms  in  1988). 

It  is  also  noteworthy  that  the  reported  utilization  of  IV 
drugs  among  these  individuals  has  increased  in  the  past 
four  years.  Specifically,  the  number  of  injections  of  heroin 
or  cocaine  per  week  increased  from  10  in  1984  to  21  in 
1988.  This  upward  trend  in  utilization  is  consistent  for 
both  men  and  women. 

Concurrent  with  the  increased  frequency  of  drug  use, 
average  weight  and  body  mass  was  markedly  reduced 
among  all  subjects,  and  a more  detailed  physical  examina- 
tion of  eight  individuals  revealed  one  or  more  overt  signs 
of  nutritional  deficiencies,  such  as  pallor  of  the  skin  and 
mucous  membranes,  xerosis  of  the  skin,  muscle  wasting, 
stomatitis,  and  cheilosis.  These  preliminary  data  therefore 
suggest  that  rates  of  malnutrition  may  be  high  among  IV 


FIGURE  4.  Frequency  of  injections  of  heroin  or  cocaine  among  IV  drug 
abusers  in  New  York  City. 
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Frequency  of  needle  sharing  among  IV  drug  abusers  in  New 


drug  abusers,  although  effects  of  coexisting  HIV  infection 
cannot  be  ruled  out  since  the  study  subjects  did  not  under- 
go HIV  testing. 

Stoneburner  et  al^  recently  noted  an  increase  in  mortal- 
ity among  IV  drug  abusers  in  New  York  City,  which  has 
occurred  coincident  with  the  AIDS  epidemic  but  cannot 
be  attributed  to  AIDS  by  its  current  definition.  They  go 
on  to  suggest  that  a wider  spectrum  of  HIV-related  dis- 
eases may  be  present  among  IV  drug  abusers  and  minor- 
ities than  was  previously  suspected,  and  they  stress  the 
need  to  revise  the  diagnostic  criteria  for  AIDS.  Since,  un- 
der the  current  diagnostic  criteria  for  AIDS,  IV  drug 
abusers  already  comprise  the  majority  of  AIDS  patients 
in  the  New  York  City  area,^  it  is  probable  that  different 
risk  factors  are  present  in  IV  drug  abusers  than  in  homo- 
sexual men. 

The  sample  of  intravenous  drug  abusers  examined  in 
this  study  is  small,  consisting  only  of  patients  self-selected 
into  a methadone  treatment  clinic.  Consequently,  the 


TABLE  II.  Age/Sex-SpecifIc  Levels  of  Sexual  Activity  and 
Drug  Use  Among  IV  Drug  Abusers  in  New  York  City* 


Age(yr) 

Males  (N- 
Sexual 
Intercourse 
Per  Week 

=30) 
Number 
Partners 
Per  Year 

IV  Drug 
Injections 
Per  Week 

<20 

6.1  (1.0) 

4.8  (1.2) 

9.0  (6.3) 

20-24 

7.1  (1.6) 

5.3  (1.1) 

12.3  (5.5) 

25-29 

5.4  (1.6) 

5.3  (1.1) 

10.7  (5.5) 

30-34 

7.9  (1.2) 

3.9  (1.8) 

18.0  (4.2) 

35-39 

4.1  (1.4) 

2.7  (1.0) 

17.7  (5.0) 

40+ 

2.5  (1.2) 

2.2  (0.8) 

12.8  (4.0) 

Females  (N 

= 10) 

<20 

3.0  (1.0) 

1.3  (0.8) 

16.3  (8.2) 

20-24 

1,6  (0.9) 

1.6  (0.7) 

16.8  (7.2) 

25-29 

2.0  (0.7) 

1.3  (0.6) 

9.0  (6.1) 

30-34 

1.0(1.3) 

0.5  (1.0) 

26.0  (10.5) 

35-39 

0.6  (0.7) 

1.8  (0.7) 

15.8  (7.5) 

40+ 

0.6  (0.7) 

1.5  (0.8) 

9.8  (8.6) 

* Responses  are  age-specific,  projected  to  the  appropriate  year  between  1976 
and  1988.  Standard  errors  of  means  are  in  parentheses. 
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trends  we  observed  should  not  be  viewed  as  conclusive 
with  respect  to  the  population  of  intravenous  drug  users  in 
New  York  City.  Nevertheless,  as  a working  hypothesis 
based  on  these  results,  we  suggest  that  heightened  dosing 
with  heroin  and  cocaine  coupled  with  nutritional  deficien- 
cies may  play  a role  in  enhancing  the  disease  spectrum  of 
HIV  among  IV  drug  abusers.  We  emphasize  the  need  for 
increased  research  to  identify  the  nature  of  these  factors 
and  to  establish  their  roles  in  the  manifestation  of  AIDS. 
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Assessment  of  AIDS  knowledge  in  selected  New  York  State 
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ABSTRACT.  A 1988  survey  regarding  the  level  of  knowl- 
edge about  acquired  immunodeficiency  syndrome  (AIDS) 
among  505  clients  of  sexually  transmitted  disease  (STD) 
clinics  demonstrated  80%  correct  responses.  However, 
13%  thought  AIDS  could  be  transmitted  via  sharing  utensils, 
and  51%  were  unaware  that  acquiring  another  STD  could 
increase  one’s  risk  of  human  immunodeficiency  virus  (HIV) 
infection.  In  addition,  only  10%  always  used  condoms.  An 
average  69%  of  patients  obtained  their  AIDS  information 
from  newspapers,  magazines,  television,  or  radio;  and  30% 
acquired  information  from  medical  or  clinic  staffs.  In  re- 
sponse to  this  survey,  a videotape  on  AIDS  was  developed  to 
show  to  patients  of  STD  clinics  while  they  are  waiting  to  see 
a physician. 

(NY  State  J Med  1990;  90:126-128) 

In  the  United  States,  81,083  adults  with  acquired  immu- 
nodeficiency syndrome  (AIDS)  had  been  reported  to  the 
Centers  for  Disease  Control  by  December  31,  1988,  and 
an  estimated  1.0  to  1.5  million  persons  had  been  infected 
with  the  human  immunodeficiency  virus  (HIV).'  The  in- 
creasing spread  of  HIV  among  heterosexual  persons  who 
have  multiple  sexual  partners,  and  the  positive  association 
between  HIV  positivity  and  genital  ulcer  diseases  (syphi- 
lis, genital  herpes)  demonstrates  that  patients  attending 
clinics  for  sexually  transmitted  diseases  (STDs)  are  at 
high  risk  for  HIV  infection. Until  more  effeetive  medi- 
cal therapies  and  preventive  measures  are  developed,  pub- 
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lie  education  is  likely  to  be  the  most  important  means  for 
reducing  risk  behaviors  associated  with  HIV  infection.^  * 
As  of  December  31,  1988,  New  York  State  had  the 
largest  number  of  AIDS  cases  of  any  state  (20,476),  with 
1,003  (4.9%)  cases  considered  to  be  heterosexually  ac- 
quired AIDS  cases. ^ Of  these  cases,  623  (62%)  were  in 
persons  who  reported  sexual  contact  with  a person  with  or 
at  increased  risk  for  HIV  infection,  and  380  (38%)  were  in 
persons  born  in  countries  with  high  rates  of  heterosexual 
HIV  transmission.  Since  persons  attending  STD  clinics 
are  sexually  active  and  at  high  risk  for  HIV  infection  and 
AIDS,  the  health  department  is  committed  to  providing 
attendees  with  education  and  risk  reduction  messages  to 
minimize  disease  transmission.  A necessary  first  step,  de- 
scribed in  this  report,  was  to  evaluate  the  knowledge,  atti- 
tudes, and  behaviors  of  the  populations  utilizing  STD  clin- 
ics to  assist  in  development  of  an  educational  program. 

Patients  and  Methods 

Between  January  18  and  January  29,  1988,  a pilot  survey  was 
conducted  in  three  county  health  department  STD  clinics.  All 
patients  attending  these  clinics  were  asked  to  complete  a ques- 
tionnaire that  was  administered  by  a clinic  staff  member  (nurse 
or  public  health  advisor).  Those  patients  who  came  repeatedly 
during  the  two-week  period  were  not  interviewed  more  than 
once.  The  questionnaire  included  basic  demographic  informa- 
tion, questions  on  AIDS  knowledge,  condom  use,  AIDS  informa- 
tion sources,  and  AIDS  education.  The  counties  selected  for  this 
survey  represented  geographic  areas  across  New  York  State: 
Monroe  County  (population,  722,000)  in  the  west,  Onondaga 
County  (population,  463,000)  in  the  middle  of  the  state,  and 
Nassau  County  (population,  1,320,000)  in  the  southeast.  STD 
clinic  census  and  morbidity  estimates  for  these  counties  for  cal- 
endar 1987  were  as  follows:  Monroe  County — 7,451  patient  vis- 
its, 3,142  cases  of  gonorrhea,  35  cases  of  early  (less  than  1 yr) 
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syphilis;  Onondaga  County — 5,536  patient  visits,  1,472  cases  of 
gonorrhea,  33  cases  of  early  syphilis;  Nassau  County — 8,542  pa- 
tient visits,  2,62 1 cases  of  gonorrhea,  and  1 56  cases  of  early  syph- 
ilis. 

A total  of  508  patients  were  interviewed;  three  questionnaires 
from  patients  who  did  not  complete  the  interview  were  excluded 
from  the  analysis.  A total  score  was  calculated  for  each  study 
subject,  with  one  point  for  each  correct  answer  on  the  five  AIDS 
knowledge  questions.  No  points  were  awarded  for  an  incorrect  or 
unsure  answer.  One-way  analysis  of  variance  was  used  to  com- 
pare the  mean  score  within  each  demographic  variable,  and  was 
also  used  for  each  question  to  test  the  percent  with  correct  re- 
sponses. Chi-squared  analysis  was  applied  to  compare  condom 
use  and  AIDS  information  sources  with  the  demographic  vari- 
ables. 

Results 

Responses  from  505  subjects  who  had  completed  the  interviews 
were  analyzed.  Two  hundred  thirty-eight  (47%)  subjects  were  from 
Nassau  County,  139  (27%)  were  from  Onondaga  County,  and  128 
(25%)  were  from  Monroe  County.  Three  hundred  forty-six  (69%) 
patients  were  male,  280  (55%)  were  less  than  25  years  of  age,  268 
(53%)  were  black,  18  (4%)  were  Hispanic,  225  (45%)  had  at  least 
some  college  education,  and  261  (52%)  were  first-time  visitors. 

Knowledge  of  AIDS  was  generally  good:  485  (96%)  knew  that  a 
pregnant  woman  can  give  her  baby  the  AIDS  virus  if  she  is  infected; 
48 1 (95%)  knew  that  the  AIDS  virus  can  be  spread  if  blood  or  semen 
infected  with  AIDS  gets  into  the  body.  However,  67  (13%)  believed 
that  AIDS  could  be  spread  by  sharing  plates,  cups,  and  silverware; 
257  (51%)  did  not  realize  that  acquiring  another  STD  might  in- 
crease their  risk  for  acquiring  AIDS;  and  42  (8%)  thought  that  only 
intravenous  drug  users  or  gay  men  could  get  AIDS.  The  mean  score 
of  AIDS  knowledge  was  high  in  patients  from  Nassau  County,  while 
the  scores  were  low  among  persons  over  age  35  years  and  those  with 
less  than  a high  school  education  (Table  I). 

Condoms  were  used  always  by  53  (10%),  sometimes  by  298 
(59%),  and  never  by  142  (28%)  of  the  patients.  The  “ever-use”  of 
condoms,  defined  as  persons  answering  always  or  sometimes  for  con- 
dom use,  was  significantly  higher  among  persons  who  were  from 
Nassau  County  (odds  ratio  (OR)  = 1.84,  confidence  interval 
(Cl)  = 1.15-2.93),  and  in  those  with  some  college  education 
(OR=1.67,  Cl  = 1.01, 2.75).  Females  and  persons  of  age  35  or  more 

TABLE  I.  Frequency  Distribution  and  Mean  Score  of  AiDS 
Knowiedge  by  Demographic  Variabies  Among  505 
Respondents 

F test 


Variable 

Number 

Percent 

Mean  Score 

p value 

County 

Onondaga 

139 

27.5 

3.87 

Monroe 

128 

25.3 

4.02 

Nassau 

238 

47.1 

4.09 

0.03 

Age  (yr) 

<25 

280 

55.4 

4.00 

25-34 

153 

30.3 

4.18 

35-1- 

66 

13.1 

3.74 

0.001 

Race 

White 

200 

39.6 

4.04 

Black 

268 

53.1 

4.01 

Other 

31 

6.2 

3.77 

0.22 

Sex 

Male 

346 

68.5 

4.01 

Female 

157 

31.1 

4.04 

0.68 

Education 

<12  yr 

117 

23.2 

3.73 

12  yr 

157 

31.1 

3.98 

>12  yr 

225 

44.6 

4.18 

<0.001 

Total 

505 

100.0 

4.01 

TABLE  ii.  Comparison  of  “Ever  Use’’  to  “Never  Use”  of 
Condoms  by  Demographic  Variables  Among  505 
Respondents 

Ever  Use  Never  Use  Odds  Ratio 

Variable  N (%)  N (%)  (95%  Cl) 

County 


Onondaga 

86  (65.2) 

46  (34.8) 

1.00 

Monroe 

83  (65.9) 

43  (34.1) 

1.03 

(0.62-1.73) 

Nassau 

182  (77.4) 

53  (22.6) 

1.84 

(1.15-2.93) 

Age  (yr) 

<25 

204  (74.4) 

70  (25.5) 

1.00 

25-34 

105  (69.1) 

47  (30.9) 

0.77 

(0.49-1.19) 

35+ 

38  (62.3) 

23  (37.7) 

0.57 

(0.32-1.01) 

Race 

White 

139  (71.6) 

55  (28.4) 

1.00 

Black 

186  (71.0) 

76  (29.0) 

0.97 

(0.64-1.46) 

Other 

20  (64.5) 

11  (35.5) 

0.72 

(0.32-1.60) 

Sex 

Male 

250  (74.4) 

86  (25.6) 

1.00 

Female 

99  (63.9) 

56  (36.1) 

0.61 

(0.40-0.91)’ 

Education 

<12  yr 

75  (66.4) 

38  (33.6) 

1.00 

12  yr 

105  (67.7) 

50  (32.3) 

1.06 

(0.63-1.78) 

>12  yr 
Total 

168  (76.7) 
351  (69.5) 

51  (23.3) 
142  (28.1) 

1.67 

(1.01-2.75)’ 

*p  < 0.05. 


years  used  condoms  significantly  less  frequently  than  males  and 
younger  age  groups  (Table  II). 

Most  patients  obtained  some  of  their  AIDS  information  from 
newspapers,  magazines,  radio,  or  television.  Younger  people  and  fe- 
males were  more  likely  to  obtain  their  AIDS  information  from  medi- 
cal or  clinic  staff  (Table  III).  Blacks  were  more  likely  to  get  some 


TABLE  III.  Percentage  of  AIDS  Information  Sources  by 
Demographic  Variables  Among  505  Respondents 


Variable 

Friends 

Medical 

or 

Clinic  staff 

Newspaper 

or 

Magazines 

Radio 

or 

Television 

County 

Onondaga 

20.9 

32.4 

58.3 

66.2 

Monroe 

19.5 

25.8 

70.3 

70.3 

Nassau 

23.5 

32.4 

74.4 

(p<0.01) 

70.6 

Age  (yr) 

<25 

24.3 

35.7 

67.5 

66.4 

25-34 

21.6 

28.1 

73.2 

73.2 

35+ 

13.6 

16.7 

(p<0.01) 

65.2 

72.7 

Race 

White 

16.0 

29.0 

74.5 

69.0 

Black 

26.9 

34.3 

65.3 

70.5 

Other 

16.1 

(p<0.05) 

16.1 

64.5 

61.3 

Sex 

Male 

20.2 

27.2 

70.2 

69.9 

Female 

25.5 

38.2 

(p<0.05) 

66.2 

67.5 

Education 

<12  yr 

19.7 

24.8 

47.9 

65.0 

12  yr 

24.2 

29.9 

68.2 

68.8 

>12  yr 

21.3 

34.7 

80.9 

(p<0.01) 

72.0 

Total 

21.8 

30.7 

68.9 

69.3 
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information  from  friends.  Two  hundred  and  fifteen  patients  (43%) 
asked  for  additional  information  regarding  protection  from  AIDS, 
and  197  (39%)  requested  information  on  AIDS  symptoms. 

Discussion 

The  transmission  of  HIV  can  occur  through  sexual  con- 
tact with  an  infected  person,  sharing  of  infected  needles, 
infected  blood  products,  or  perinatally  from  an  infected 
mother  to  her  child.  Until  there  is  a medication  that  de- 
creases infectiousness,  education  and  behavior  change  will 
be  the  main  means  to  curtail  the  spread  of  HIV.  Since 
unprotected  sexual  contact  with  an  infected  person  is  the 
common  mechanism  of  transmission  for  all  sexually  trans- 
mitted diseases,  the  same  populations  are  also  at  high  risk 
for  HIV.  Thus,  development  of  an  educational  program 
for  use  in  STD  clinics  is  essential. 

This  pilot  survey  was  well  received  by  both  respondents 
and  interviewers,  with  only  0.6%  of  clients  not  completing 
the  interviews.  Knowledge  of  AIDS  was  generally  good, 
comparing  favorably  with  the  1987  and  1988  National 
Health  Interview  Surveys  (NHIS)  of  AIDS  knowledge 
and  attitudes,  in  which  approximately  3,500  question- 
naires per  month  were  administered  to  randomly  selected 
adults  more  than  1 7 years  of  age — one  from  each  sampled 
household. The  August  1987  NHIS  survey  showed  that 
69%  of  adults  answered  “definitely  true”  that  a pregnant 
woman  can  pass  the  AIDS  virus  to  her  baby,  and  27% 
thought  it  “very  unlikely”  or  “definitely  not  possible”  to 
transmit  the  AIDS  virus  by  sharing  eating  utensils;  these 
responses  improved  to  80%  and  45%,  respectively,  in  1988. 
The  results  from  our  survey  showed  even  higher  levels  of 
knowledge,  with  96%  answering  “yes”  on  whether  the 
AIDS  virus  can  be  transmitted  from  an  infected  pregnant 
woman  to  her  baby,  and  87%  answering  “no”  in  response 
to  whether  the  AIDS  virus  can  be  transmitted  by  sharing 
eating  utensils.  The  national  multimedia  public  awareness 
campaign  has  made  an  enormous  impact  on  the  general 
population’s  knowledge  of  AIDS.  However,  our  results 
showed  that  only  39%  of  respondents  realized  that  having 
an  STD  could  increase  the  risk  of  acquiring  HIV  infec- 
tion, and  8%  were  not  aware  that  persons  could  become 
infected  through  heterosexual  contact  with  an  infected 
person.  These  responses  confirm  the  importance  of  edu- 
cating this  high  risk  population. 

Condom  use  has  been  recommended  by  many  public 
health  professionals,  including  the  surgeon  general  of  the 
United  State  Public  Health  Service,"  as  one  of  the  most 
effective  ways  to  prevent  the  transmission  of  HIV.  Our 
survey  findings,  that  only  10%  of  patients  always  used 
condoms,  and  the  NHIS  survey,  which  showed  no  change 
in  perceived  effectiveness  of  condoms  in  preventing  HIV 
transmission  between  1987  and  1988,  indicate  the  need 
for  increased  promotion  and  education  on  condom  use. 
Condoms  should  be  made  more  widely  available  through 
health  care  settings  such  as  STD  and  family  planning  clin- 
ics. The  behavior  changes  among  homosexual  men  which 
led  to  decreased  rates  of  syphilis  and  gonorrhea  have  not 
yet  been  seen  in  the  heterosexual  population.""'’  In  New 


York  City,  syphilis  has  increased  more  than  100%  during 
1987  compared  with  1986.'-“’  As  sites  frequented  by  the 
high  risk  heterosexual  population,  STD  clinics  have  to  in- 
crease counseling  activities  to  reduce  HIV  infection,  as 
well  as  syphilis  and  gonorrhea. 

An  average  of  69%  of  STD  clinic  patients  obtained  their 
AIDS  information  from  newspapers,  magazines,  televi- 
sion, or  radio;  and  30%  of  them  acquired  information  from 
medical  or  clinical  staff.  In  response  to  information  ob- 
tained from  these  surveys,  the  New  York  State  Depart- 
ment of  Health  developed  a videotape  on  HIV  and  AIDS 
which  is  shown  to  STD  clinic  patients  while  they  are  in  the 
clinic.  This  videotape,  entitled  “Eddie’s  Story,”  was  pro- 
duced in  a “soap  opera”  style  format  and  focuses  on  dem- 
onstrations of  the  transfer  of  information  between  friends. 
Several  points  were  stressed  throughout  the  video:  limit- 
ing the  number  of  sexual  partners  is  a good  idea;  condoms 
should  be  used  for  all  sexual  encounters;  and  the  same 
behavior  that  puts  a person  at  risk  for  an  STD  also  creates 
a risk  for  HIV  infection.  It  is  our  intent  to  assess  AIDS 
knowledge  and  the  changes  in  behavior  before  and  after 
the  use  of  this  video. 
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AIDS  education:  Evaluation  of  school  and  worksite  based 

presentations 


Avima  M.  Ruder,  phd;  Robin  Flam,  drph;  David  Flatto,  csw;  Anita  S.  Curran,  md,  mph 


ABSTRACT.  From  1986  through  mid- 1988,  the  Westches- 
ter County  (NY)  Health  Department  made  AIDS  education 
presentations  upon  request  to  junior  and  senior  high  school 
students  and  to  adult  educators  and  supervisors.  In  1987,  an 
evaluation  component  was  added  to  measure  the  effective- 
ness of  the  presentations  in  increasing  knowledge  on  AIDS- 
related  topics.  Questionnaires  were  field  tested  in  a pilot 
study.  During  1988,  pre-  and  post-tests  were  administered 
10-14  days  before  and  after  each  scheduled  presentation. 
Multivariate  linear  regression  on  the  847  pre-  and  574  post- 
tests that  were  returned  shows  a statistically  significant  pre- 
test/post-test difference,  controlling  for  test  type,  age,  and 
gender,  in  both  overall  score  (t  = 9.00,  p < 0.0001)  and  in 
total  number  of  questions  answered  rather  than  left  blank  (t 
= 6.27,  p < 0.0001).  In  logistic  analyses  controlling  for  test 
type,  age,  and  gender,  the  greatest  post-test  improvements 
were  in  questions  about  differences  between  AIDS  and  HIV- 
related  disorders  (then  called  ARC)  (adjusted  odds  ratio, 
1.86;  95%  confidence  limits,  1.65,  2.10);  AIDS  and  drug  use 
(1.73;  1.40,  2.14);  sexual  practices  and  AIDS  (1.64;  1.40, 
1.91);  and  the  definition  of  AIDS  (1.52;  1.29,  1.81).  There 
was  also  significant  post-test  improvement  on  questions 
dealing  with  risks  in  social  proximity  to  persons  with  AIDS, 
virus  transmission  by  persons  with  AIDS,  and  differences  be- 
tween AIDS  and  HIV.  In  comparing  audiences  to  controls, 
multivariate  linear  regressions  on  post-test  results  (adjusted 
for  test  type,  age,  and  taking  a pre-test)  show  statistically 
significant  differences  in  both  overall  score  (t  = 1.98,  p < 
0.05)  and  in  total  number  of  questions  answered  rather  than 
left  blank  (t  = 3.53,  p = 0.001).  Based  on  these  results,  it 
appears  that  the  presentation  increased  audience  knowl- 
edge of  AIDS  topics,  particularly  in  certain  technical  areas. 
This  finding  is  consistent  with  published  evaluations  of  other 
AIDS  education  programs. 

(NY  State  J Med  1990;  90:129-133) 

In  the  period  from  1986  through  1988,  AIDS  education 
presentations  were  given  in  schools  and  worksites  in  West- 
chester County  (just  north  of  the  acquired  immunodefi- 
ciency syndrome  (AIDS)  epicenter  of  New  York  City)  by 
the  Westchester  County  Department  of  Health.  Sessions 
were  given  by  invitation  in  more  than  40  sites  countywide, 
with  a total  audience  of  about  15,000.  This  paper  presents 
the  results  of  an  evaluation  of  the  presentations  given  in 


From  the  Westchester  County  Health  Department.  White  Plains.  NY. 
Address  correspondence  to  Dr  Flam.  Division  of  Planning  and  Evaluation.  West- 
chester County  Health  Department.  1 12  E Post  Rd,  White  Plains,  NY  10601. 


Westchester  County  during  1988. 

A full  20%  of  all  people  with  AIDS  are  in  their  20s,' 
suggesting  high  rates  of  infection  with  the  human  immu- 
nodeficiency virus  (HIV)  during  the  teenage  years.  This  is 
not  surprising,  given  teenagers’  experimentation  with  sex 
and  drugs, ^ their  high  levels  of  misinformation  about 
AIDS,  and  their  general  misperceptions  about  their  own 
personal  risks  of  infection.^-"*  This  potentially  deadly  com- 
bination of  risk  factors  has  made  AIDS  education  for 
teenagers  (and  even  younger  people)  a primary  AIDS  pre- 
vention activity,  as  a means  of  improving  awareness  and 
knowledge  of  AIDS  related  issues,  creating  more  accurate 
perceptions  of  personal  risk,  and,  in  turn,  promoting  be- 
havioral change  to  reduce  personal  risk. 

In  addition  to  educating  young  people  with  the  ultimate 
hope  of  behavior  modification  and  AIDS  prevention, 
AIDS  education  for  teachers  and  on-the-job  supervisors 
has  become  crucial  to  effective  guidance  of  students  and 
employees  in  dealing  with  AIDS  related  issues.  For  this 
population,  knowledge  enhancement  is  a primary  goal  of 
AIDS  education. 

In  the  United  States,  the  content  of  AIDS  education 
courses,  like  that  of  sex  education  courses,  depends  on 
state  education  agencies  and  local  school  districts.  A re- 
cent national  survey  found  that  87%  of  responding  school 
districts  had  AIDS  curricula,  all  dating  from  1985  or  lat- 
er.^ Nearly  all  curricula  (96%)  covered  the  risks  of  inter- 
course for  teenagers.  Other  topics  included  abstinence  as 
the  best  AIDS-preventive  measure  (91%),  abstinence  as 
the  only  AIDS-preventive  measure  (9%),  and  the  use  of 
condoms  to  prevent  AIDS  (86%). 

Only  a few  previous  studies  have  attempted  to  measure 
the  effectiveness  (in  terms  of  changing  knowledge  and/or 
behavior)  of  local  AIDS  and  sex  education  programs. 
Two  of  these  studies^-^  concentrated  on  AIDS  education 
and  showed  that  programs  impacted  on  certain  areas  of 
knowledge  of  AIDS.  The  Centers  for  Disease  Control 
have  set  up  a school-based  monitoring  program  which  will 
begin  periodically  surveying  students  in  the  areas  of  great- 
est HIV  prevalence.^  Results  of  the  first  survey  (spring 
1988)  have  not  been  published  yet. 

The  purposes  of  the  Westchester  County  AIDS  educa- 
tion evaluation  were  to  measure  the  effectiveness  of  an 
AIDS  education  presentation  to  students,  teachers,  and 
employees  of  varying  ages  in  increasing  knowledge  of 
AIDS-related  topics,  and  to  pinpoint  topics  that  appeared 
to  be  less  well  understood,  so  that  more  attention  could  be 
focused  on  them  in  future  presentations. 
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Methods 

Presentation.  AIDS  education  presentations  in  the  schools 
were  sometimes  previewed  by  the  school’s  Board  of  Education 
and  Parent  Teacher  Association  before  being  seen  by  students. 
Parents  were  given  the  option  of  having  their  child  not  attend  the 
presentation. 

The  introduction  to  the  presentations  began  with  an  overview 
of  the  Westchester  County  Department  of  Health  AIDS  unit,  its 
scope  and  function,  and  a discussion  of  the  credentials  of  the 
AIDS  educator,  including  his  experience  as  a family  therapist 
with  AIDS  patients  and  their  families.  The  AIDS  acronym  was 
spelled  out  and  a case  definition  was  given.  The  lecture  included 
topics  such  as  AIDS  statistics;  modes  of  transmission  of  the  virus 
(and  how  it  can  not  be  transmitted);  an  overview  of  the  immune 
system  and  the  roles  of  T-cells,  B-cells,  and  white  blood  cells; 
definition  and  examples  of  opportunistic  infection;  and  the  rec- 
ognition of  the  onset  of  the  epidemic  in  the  United  States  in  the 
early  1980s.  The  differences  between  HIV,  HIV-related  disor- 
ders (then  called  AIDS-related  complex,  or  ARC),  and  AIDS 
were  categorized;  the  blood  tests  for  AIDS  were  described;  confi- 
dentiality issues  were  presented;  and  prognosis  and  treatment 
discussed. 

A question  and  answer  session  for  high  school  students  and 
adults  preceded  a showing  of  “The  AIDS  Movie. For  junior 
high  school  students,  blank  cards  were  distributed  after  the  lec- 
ture (so  questions  could  be  asked  with  total  anonymity).  The  stu- 
dents next  saw  a synchronized  slide  show/audio  tape,  “AIDS 
Alert.’’"  The  cards  were  then  collected  and  the  question  and  an- 
swer session  followed.  The  presentation  generally  lasted  about 
one  and  a quarter  hours. 

Evaluation  Design.  In  the  spring  of  1987,  a first  attempt  at 
an  evaluation  component  was  added  to  the  AIDS  education  pro- 
gram, with  pre-tests  administered  immediately  before  and  iden- 
tical post-tests  administered  immediately  after  the  presentation. 
When  it  was  decided  to  undertake  a more  rigorous  evaluation  of 
program  effectiveness,  the  evaluation  time  frame  was  changed  to 
provide  for  a two-week  lapse  both  before  and  after  the  presenta- 
tion. The  questionnaire  was  also  revised,  introducing  a true/false 
and  an  equivalent  (cognate)  multiple  choice  question  for  each 
topic,  with  the  intention  of  reducing  the  likelihood  of  improve- 
ment in  post-test  scores  due  to  repeated  exposure  to  identical 
questions.  In  addition,  a pilot  study  was  designed  and  implement- 
ed to  assess  the  comparability  of  cognate  questions,  and  to  deter- 
mine whether  merely  taking  a pre-test  would  affect  post-test  per- 
formance. The  latter  determination  was  necessary  because  it  was 


known  in  advance  that  it  would  not  be  possible  to  have  an  equiva- 
lent control  group  for  each  group  that  attended  the  presentation. 
Results  of  the  pilot  showed  that  individuals  who  did  not  attend 
the  presentation  did  not  do  appreciably  better  on  a second  test 
(given  several  weeks  later)  than  on  a first,  allowing  us  to  expect 
that  pre-test/post-test  differences  identified  during  the  evalua- 
tion were  not  attributable  to  the  testing  procedure  itself. 

As  noted,  pre-tests  were  administered  10-14  days  before  the 
presentation  and  post-tests  10-14  days  afterward.  To  ensure  par- 
ticipant anonymity,  no  attempt  was  made  to  match  an  indivi- 
dual’s pre-  and  post-tests.  Participants  received,  on  a random  ba- 
sis, either  a true-false  or  a multiple  choice  test.  Participants  were 
told  that  if  they  did  not  know  the  answer  to  a particular  question 
they  were  to  leave  answers  blank  rather  than  guess  blindly.  The 
post-test  had  two  additional  questions:  “Did  you  take  the  pre- 
test?’’ and  “Did  you  see  the  presentation?’’  The  test  groups  in- 
cluded seventh  grade  students  at  a Westchester  County  junior 
high  school,  10th  through  12th  grade  students  at  a Westchester 
County  high  school,  supervisory  employees  of  the  Westchester 
County  Department  of  Social  Services,  and  teachers  at  the 
Northern  Westchester  Board  of  Cooperative  Education  Services 
(BOCES). 

Because  of  differences  in  the  size  of  presentation  groups  and 
the  accessibility  of  participants  before  and  after  the  presentation, 
there  were  minor  intergroup  differences  in  test  administration,  as 
well  as  in  the  level  of  participation  in  the  evaluation  tests. 

Statistical  Analyses.  Pearson’s  chi-square  tests  were  used  to 
compare  answers  on  individual  test  items,  both  within  and  be- 
tween groups.  Mean  scores  and  mean  number  of  questions  an- 
swered as  opposed  to  those  left  blank  were  compared  between 
groups  with  Student’s  t-tests. 

To  control  for  confounding  factors  (age,  gender,  and  question 
type),  pre-test/post-test  differences  for  individual  questions,  for 
total  score,  and  for  total  number  of  questions  answered  were  ana- 
lyzed with  multivariate  procedures:  logistic  analyses  for  individ- 
ual questions  and  linear  regressions  for  total  score  and  total  num- 
ber of  questions  answered. 

As  a number  of  individuals  indicated  on  the  post-tests  that 
they  had  not  seen  the  presentation  and/or  had  not  taken  the  pre- 
test, it  was  possible  to  test  for  the  effects  of  both  the  pre-test  and 
the  presentation  on  post-test  scores. 

Results 

The  analysis  included  847  pre-tests  and  574  post-tests.  Table  I 
shows  the  distribution  of  participants  by  age,  gender,  and  test  group. 


TABLE  I.  Distribution  of  Study  Participants  by  Test  Group,  Gender,  and  Age 


Test 

Group 

Gender 

Age 
to  29 

30-39 

40-49 

50-1- 

Unknown 

Total 

DSS 

Male 

4 

15 

20 

12 

1 

52 

Female 

21 

50 

45 

35 

22 

173 

Unknown 

1 

5 

0 

2 

29 

37 

Total 

26 

70 

65 

49 

52 

262 

BOCES 

Male 

1 

13 

26 

19 

1 

60 

Female 

27 

60 

69 

44 

16 

216 

Unknown 

2 

4 

0 

2 

13 

21 

Total 

30 

77 

95 

65 

30 

297 

Test 

Age 

Group 

Gender 

10-14 

15-19 

Unknown 

Total 

High 

Male 

3 

142 

3 

148 

School 

Female 

1 

170 

4 

175 

Unknown 

0 

18 

17 

35 

Total 

4 

330 

24 

358 

Junior 

Male 

247 

0 

4 

251 

High 

Female 

223 

0 

6 

229 

Unknown 

12 

0 

12 

24 

Total 

482 

0 

22 

504 
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TABLE  II.  Pre-test/Post-test  Differences  In  Scores,  by  Age  Group,  Number  and  Percentage  of  Correct  Answers 


Adults  High  School  Junior  High 


Post-test 

Question 

Pre-test 
(N  = 368) 

Post-test 
(N  = 191) 

Pre-test 
(N  = 229) 

Post-test 
(N  = 129) 

Pre-test 
(N  = 250) 

Post-test 
(N  = 254) 

1 (AIDS 

320 

178 

189 

119 

175 

224 

definition) 

87.0% 

93.2%* 

82.5% 

92.2%* 

70.0% 

88.2%* 

2 (AIDS/HIV 

257 

147 

146 

73 

98 

169 

differences) 

69.8% 

77.0% 

63.8% 

56.6% 

39.2% 

66.5%* 

3 (AIDS/ARC 

174 

135 

96 

92 

91 

153 

differences) 

47.3% 

70.7%* 

41.9% 

71.3%* 

36.4% 

60.2%* 

4 (Sexual 

359 

186 

211 

124 

210 

204 

transmission) 

97.6% 

97.4% 

92.1% 

96.1% 

84.0% 

80.3% 

5 (Risks  in 

346 

187 

216 

128 

234 

241 

proximity) 

94.0% 

97.9%* 

94.3% 

99.2%* 

93.6% 

94.9% 

6 (HIV  -1- 

319 

154 

183 

95 

166 

180 

persons) 

86.7% 

80.6% 

79.9% 

73.6% 

66.4% 

70.9% 

7 (Persons 

348 

185 

190 

116 

160 

199 

with  AIDS) 

94.6% 

96.9% 

83.0% 

89.9% 

64.0% 

78.3%* 

8 (Drug  use 

348 

188 

207 

123 

184 

233 

and  AIDS) 

94.6% 

98.4% 

90.4% 

95.3% 

73.6% 

91.7%* 

9 (Needle  use 

342 

176 

183 

107 

128 

130 

and  AIDS) 

92.9% 

92.1% 

79.9% 

82.9% 

51.2% 

51.2% 

10  (Sex 

314 

159 

184 

103 

149 

232 

and  AIDS) 

85.3% 

83.2% 

80.3% 

79.8% 

59.6% 

91.3%* 

Mean 

8.50 

8.87 

7.88 

8.37 

6,38 

7.74 

total 

±1.41 

±1.29 

±1.93 

±1.52* 

±2.09 

±1.68* 

score 

No.  of  ques- 

9.47 

9.74 

9.47 

9.91 

9.13 

9.81 

tions 

±1.12 

±0.85* 

±1.19 

±0.49* 

±1,40 

±0.73* 

answered 


* Significant  pre/post  difference,  p < 0.05,  using  Pearson's  test  for  individual  scores;  Student’s  t test  for  mean  total  score  and  number  of  questions  answered  (vs  left 
blank). 


In  univariate  analyses,  post-test  overall  scores  were  significantly 
better  than  pre-test  scores  (Table  II).  Comparison  by  individual 
questions  showed  significantly  more  correct  answers  on  seven  post- 
test questions  and  one  pre-test  question  (Table  III).  In  separate  uni- 
variate analyses,  age,  gender,  and  question  type  also  had  significant 
effects  on  scores  (results  not  shown). 

Multiple  logistic  analyses  on  individual  questions  controlled  for 
age,  gender,  and  question  type.  The  adjusted  odds  ratios  (OR)  for 
post-/pre-improvement  are  consistent  with  the  univariate  results 
(Table  III).  The  greatest  post-test  over  pre-test  improvements  were 
seen  in  questions  about  differences  between  AIDS  and  ARC  (ad- 
justed odds  ratio  1.86;  95%  confidence  limits,  1.65,  2.10);  AIDS  and 
drug  use  (1.73;  1.40,  2.14);  sexual  practices  and  AIDS  (1.64;  1.40, 
1.91);  and  the  definition  of  AIDS  (1.52;  1.29,  1.81).  There  was  also 
significant  post-test  improvement  on  questions  dealing  with  risks  in 
social  proximity  to  persons  with  AIDS,  virus  transmission  by  per- 
sons with  AIDS,  and  differences  between  AIDS  and  HIV. 

Multivariate  linear  regression  showed  a statistically  significant 
post-test/ pre-test  effect  on  overall  score,  controlling  for  test  type, 
age,  and  gender  (t  = 9.00,  p < 0.0001). 

A separate  analysis  considered  the  odds  of  a question  being  an- 
swered correctly  or  incorrectly  rather  than  left  blank.  For  every 
question,  the  odds  ratio  of  answering  the  question  was  greater  for 
post-tests,  in  both  unadjusted  and  adjusted  comparisons  (Table  IV). 
A multivariate  linear  regression  on  the  total  number  of  questions 
answered  showed  a statistically  significant  post-test/pre-test  effect, 
controlling  for  test  type,  age,  and  gender  (t  = 6.27,  p < 0.0001). 

Among  the  574  individuals  who  returned  a post-test,  456  (79.4%) 
answered  “yes”  to  the  question;  “Did  you  see  the  AIDS  presenta- 
tion?” The  others,  who  either  answered  “no”  (N  = 48)  or  did  not 
answer  the  question  (N  = 70),  were  analyzed  as  a control  group  for 
evaluating  the  effects  of  the  presentation.  Table  V presents  the  un- 
adjusted odds  ratios  of  correct  post-test  answers,  for  audiences  as 
opposed  to  others.  The  likelihood  of  correct  answers  was  also  affect- 
ed by  test  type,  age,  and  having  taken  the  pre-test  (results  not 


shown).  In  addition,  for  seven  of  ten  questions,  blanks  were  more 
likely  on  the  pre-test.  Controlling  for  test  type,  age,  and  having  taken 
the  pre-test,  the  adjusted  odds  ratios  of  correct  answers  (Table  V) 


TABLE  III.  Post-test  versus  Pre-test — Odds  Ratio  of 
Correct  Answer 


Question 

Unadjusted 
Odds  Ratio 

Adjusted 
Odds  Ratio* 

1 (AIDS 

2.34t 

1.52+ 

definition) 

(1.68,  3.26) 

(1.29,  1.81) 

2 (AIDS/HIV 

1.45+ 

1.38+ 

differences) 

(1.16,  1.81) 

(1.23,  1.56) 

3 (AIDS/ARC 

2.64+ 

1.86+ 

differences) 

(2.12,  3.29) 

(1.65,  2.10) 

4 (Sexual 

0.74 

0.93 

transmission) 

(0.51,  1.06) 

(0.77,  1.12) 

5 (Risks  in 

1.98t 

1.40+ 

proximity) 

(1.14,  3.42) 

(1,06,  1.85) 

6 (HIV  ± 

0.79 

0.99 

persons) 

(0.62,  1.02) 

(0.86,  1.14) 

7 (Persons 

1.44t 

1.39+ 

with  AIDS) 

(1.07,  1.95) 

(1.18,  1.64) 

8 (Drug  use 

2.65+ 

1.73+ 

and  AIDS) 

(1.74,  4.03) 

(1.40,  2.14) 

9 (Needle  use 

0.76t 

0.97 

and  AIDS) 

(0.60,  0.97) 

(0.85,  1.10) 

10  (Sex 

1.9U 

1.64+ 

and  AIDS) 

(1.44,  2.54) 

(1.40,  1.91) 

* Based  on  coefficient  of  parameter  in  multivariate  logistic  regression,  adjusting 
for  test  type  (true/false  or  multiple  choice),  gender  (male,  female,  or  sex  un- 
known), and  age  level  (10-29,  30-49,  or  504-  or  unknown). 

♦95%  confidence  limits  (in  parentheses)  do  not  include  1.0. 
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TABLE  IV.  Post-test  versus  Pre-test — Odds  Ratio  of 
Answering  (Versus  Leaving  Answer  Blank) 


Question 

Unadjusted 
Odds  Ratio 

Adjusted 
Odds  Ratio* 

1 (AIDS 

5.08+ 

2.21  + 

definition) 

(1. 51,  17.04) 

(1.20,  4.07) 

2 (AIDS/HIV 

7.12+ 

2.88+ 

differences) 

(4.06,  12.50) 

(2.17,  3.83) 

3 (AIDS/ARC 

5.34+ 

2.34+ 

differences) 

(3.60,  7.94) 

(1.91,  2.85) 

4 (Sexual 

1.91 

1.47 

transmission) 

(0.69,  5.34) 

(0.88,  2.48) 

5 (Risks  in 

2.97 

1.77 

proximity) 

(0.84,  10.46) 

(0.94,  3.33) 

6 (HIV  + 

2.56+ 

1.80+ 

persons) 

(1.46,  4.51) 

(1.35,  2.40) 

7 (Persons 

1.62 

1.37 

with  AIDS) 

(0.86,  3.06) 

(0.99,  1.89) 

8 (Drug  use 

2.17 

1.57 

and  AIDS) 

(0.86,  5.47) 

(0.98,  2.50) 

9 (Needle  use 

2.51  + 

1.72+ 

and  AIDS) 

(1.14,  5.53) 

(1.15,  2.56) 

10  (Sex 

1.37 

1.24 

and  AIDS) 

(0.66,  2.84) 

(0.86,  1.81) 

* Based  on  coefficient  of  parameter  in  multivariate  logistic  regression,  adjusting 
for  test  type  (true/false  or  multiple  choice),  gender  (male,  female,  or  sex  un- 
known), and  age  level  (10-29,  30-49,  or  504-  or  unknown). 

t 95%  confidence  limits  (in  parentheses)  do  not  include  1.0. 

are  comparable  with  the  unadjusted,  and  show  even  stronger  associ- 
ation with  viewing  of  the  presentation. 

Multivariate  linear  regressions  on  post-test  results,  controlling  for 
test  type,  age,  and  having  taken  the  pre-test,  showed  statistically 
significant  differences  for  audiences  versus  other  participants,  in 
both  overall  score  (t  = 1.98,  p < 0.05)  and  in  total  number  of  ques- 
tions answered  rather  than  left  blank  (t  = 3.53,  p < 0.001). 

TABLE  V.  Odds  Ratio  of  Correct  Post-test  Answer  for 
Those  Seeing  the  Presentation  versus  Controls 


Unadjusted  Adjusted 


Question 

Odds  Ratio 

Odds  Ratio* 

1 (AIDS 

0.77 

1.00 

definition) 

(0.37,  1.63) 

(0.61,  1.65) 

2 (AIDS/HIV 

1.83+ 

1.88+ 

differences) 

(1.21,  2.77) 

(1.36,  2.59) 

3 (AIDS/ARC 

1.33 

1.67+ 

differences) 

(0.87,  2.02) 

(1.21,  2.32) 

4 (Sexual 

0.48 

0.73 

transmission) 

(0.21,  1.08) 

(0.39,  1.39) 

5 (Risks  in 

2.55 

2.72+ 

proximity) 

(0.97,  6.73) 

(1.42,  5.19) 

6 (HIV  + 

1.01 

1.15 

persons) 

(0.29,  1.61) 

(0.82,  1.62) 

7 (Persons 

1.40 

1.59 

with  AIDS) 

(0.79,  2.46) 

(0.99,  2.57) 

8 (Drug  use 

1.43 

1.65 

and  AIDS) 

(0.62,  3.31) 

(0.93,  2.93) 

9 (Needle  use 

0.71 

0.75 

and  AIDS) 

(0.44,  1.15) 

(0.48,  1.16) 

10  (Sex 

1.46 

0.98 

and  AIDS) 

(0.84,  2.51) 

(0.66,  1.46) 

* Based  on  coefficient  of  parameter  in  multivariate  logistic  regression,  adjusting 
for  test  type  (true/false  or  multiple  choice),  having  taken  the  pretest,  and  age  level 
(10-29,  30-49,  or  50-t-  or  unknown). 

^ 95%  confidence  limits  (in  parentheses)  do  not  include  1.0. 


Parallel  analyses,  excluding  individuals  who  did  not  answer  the 
question  about  having  seen  the  presentations,  gave  results  in  the 
same  direction,  although  they  were  not  statistically  significant  due 
to  smaller  numbers  (results  not  shown). 

Discussion 

The  overall  effectiveness  of  an  AIDS  curriculum  de- 
pends not  only  on  content,  but  on  how  it  is  taught  at  the 
classroom  level, how  much  of  the  information  is  remem- 
bered by  the  teenagers,  and  how  much  of  that  knowledge 
affects  behavior.'*  '^  Our  evaluation  focused  on  changes  in 
knowledge  only,  and  it  was  to  some  extent  compromised 
by  the  high  level  of  pre-presentation  knowledge  and/or 
some  of  our  test  questions  being  too  easy.  This  situation 
obtained  for  adult  responses  to  our  questions  4,  sexual 
transmission  of  AIDS;  7,  persons  with  AIDS;  8,  drug  use 
and  AIDS;  and  9,  needle  use  and  AIDS  (Table  II). 

The  attrition  of  post-test  participants  (N  = 574  com- 
pared with  847  pre-test  participants)  could  have  biased 
our  results  if  either  those  who  would  have  done  poorly,  or 
those  who  would  have  done  better,  were  less  likely  to  par- 
ticipate in  the  post-test.  As  participants  were  neither  in- 
formed of  their  pre-test  scores  nor  told  what  the  correct 
answers  were  after  the  pre-test,  and  as  the  school  children 
were  informed  explicitly  that  these  tests  did  not  “count,” 
and  that  they  themselves  were  not  being  tested  or  graded 
(ensured  by  anonymity),  we  think  it  likely  that 
“dropouts”  were  randomly  distributed  in  terms  of  their 
pre-test  scores. 

Ideally,  our  evaluation  would  have  included  controls, 
randomly  chosen  and  excluded  from  the  presentation.  It 
was  not  possible  to  follow  such  a procedure.  However,  be- 
cause some  students  and  employees  missed  the  presenta- 
tion and/or  the  pre-test,  we  had  a small  quasi-control 
group  with  which  to  gauge  the  effectiveness  of  the  presen- 
tation in  increasing  AIDS  knowledge.  Adjusting  for  test 
type,  age,  taking  a pretest,  and  having  seen  the  presenta- 
tion had  a significant  effect  on  total  post-test  score  and  on 
total  number  of  post-test  questions  answered  instead  of 
being  left  blank.  Yet  it  is  possible  that  those  who  missed 
the  presentation  were  in  general  more  sheltered  than  those 
who  saw  the  presentation,  creating  a spuriously  inflated 
result. 

While  differences  in  methodology  and  the  rapid 
changes  in  general  knowledge  of  AIDS  over  time  make  it 
difficult  to  compare  our  evaluation  with  others,  inner-city 
(Chicago)  junior  high  students  tested  in  1982-1983^  (by 
their  classroom  teachers  before,  at  five  days,  and  8-12 
weeks  after  two  hour-long  presentations  on  sex  educa- 
tion), showed  an  increase  in  knowledge  comparable  to 
that  found  in  Westchester.  The  mean  Chicago  scores  were 
52%  correct  on  the  pretest,  69%  on  the  post-test;  mean 
Westchester  junior  high  scores  were  64%  and  77%.  Also 
comparable  to  our  results  were  those  from  a 1985  study  in 
San  Francisco  by  DiClemente  and  co-workers,^  in  which  a 
30-question  survey  of  student  knowledge  of  AIDS  was  ad- 
ministered to  more  than  1,000  students  ages  14-18.  Re- 
sults for  all  students  showed  substantial  misinformation 
about  modes  of  transmission  of  the  AIDS  virus  and  about 
disease  course  and  treatment.^  (The  San  Francisco  survey 
was  not  repeated  in  the  same  student  population  to  evalu- 
ate any  changes  in  knowledge.)  Likewise,  a pre-test/post- 
test  study  among  1 1th  grade  Seattle  area  students^  using 


132  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/MARCH  1990 


different  methods  than  ours  showed  similar  results;  ie,  a 
significant  gain  from  pre-test  to  post-test  in  knowledge  of 
the  definition  of  AIDS  and  how  AIDS  is  (and  is  not) 
transmitted. 

Particularly  in  light  of  this  consistency  across  studies 
despite  varying  methods,  our  results  suggest  to  us  the  fol- 
lowing: first,  that  our  presentation  did  increase  audience 
knowledge  of  AIDS  (especially  for  younger  audiences); 
and  second,  that  both  our  students  and  adults  were,  in  gen- 
eral, knowledge-deficient  in  technical  over  behavioral  ar- 
eas. We  therefore  recommend  emphasizing  natural  histo- 
ry, disease  mechanism,  and  mode  of  transmission  in  AIDS 
education  presentations  to  promote  better  technical  un- 
derstanding of  AIDS.  This  enhanced  understanding 
would  be  especially  valuable  to  supervisors  and  teachers  in 
their  professional  roles.  In  terms  of  students,  however, 
where  reduction  of  personal  risk  is  the  issue,  it  remains 
unclear  as  to  whether  enhanced  understanding  generally 
leads  to  behavior  change.  While  such  an  assessment  (ie, 
one  of  behavior  change  in  relation  to  an  intervention) 
would  be  costly,  time  consuming,  and  difficult  to  conduct 
rigorously,  it  is  imperative  that  resources  be  channeled  in 
this  direction. 
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AIDS  behind  bars 
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ABSTRACT.  During  the  last  five  years,  AIDS  has  become 
the  preeminent  health  care  problem  in  New  York  State  cor- 
rectional facilities.  Through  December  31,  1988,  915  cases 
of  AIDS  had  been  diagnosed  among  inmates.  This  represent- 
ed approximately  1 % of  the  cumulative  AIDS  cases  in  the 
United  States,  4%  of  those  in  New  York  State,  and  40%  of 
those  reported  in  state  correctional  systems  nationwide.  An 
analysis  of  epidemiologic  data  on  these  cases  showed  an 
annual  increase  in  cases  from  3 in  1981  to  227  in  1988,  with 
an  Incidence  greater  than  400  per  100,000  inmates  per  year 
over  the  past  four  years.  While  most  cases  occurred  in  males 
(96%),  females  had  the  same  high  incidence  rates  (com- 
pared to  the  general  population,  in  which  female  rates  are 
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one-eighth  of  males).  Forty-seven  percent  of  infected  in- 
mates were  Hispanic,  38%  black,  and  13%  white.  Pneumo- 
cystis carinii  pneumonia  was  the  most  common  diagnosis 
(65%),  while  Kaposi’s  sarcoma  was  rare  (3%).  Previous 
intravenous  drug  use  has  been  the  major  risk  factor,  seen  in 
95  % of  cases.  A comparison  of  54  inmate  AIDS  cases  with 
107  matched  and  196  unmatched  controls  showed  that  in- 
mates in  whom  AIDS  developed  had  significantly  lower  white 
blood  cell  counts  on  entry  into  prison,  lower  hematocrits  and 
serum  albumin  levels,  and  higher  serum  glutamic  oxaloace- 
tic transaminase  and  globulin  counts.  Through  July  1989,  643 
(70% ) of  these  915  inmates  had  died  of  AIDS,  and  HIV  infec- 
tion and  AIDS  account  for  68%  of  recent  inmate  deaths. 

(NY  State  J Med  1990;  90:133-138) 

Since  1982,  when  the  first  seven  cases  of  opportunistic  in- 
fections in  prisoners  were  described,'  the  acquired  immu- 
nodeficiency syndrome  (AIDS)  has  become  a major 
health  problem  among  inmates  of  New  York  State  correc- 
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tional  facilities.  Early  reports  concerning  this  population 
described  the  clinical  features  of  the  illness  and  linked 
most  cases  to  intravenous  drug  use  prior  to  incarcera- 
tion.^-^ A 1984  study  showed  inmates  with  AIDS  to  have 
low  white  blood  cell  counts  on  admission  to  the  prison  sys- 
tem, suggesting  that  HIV  infection  was  acquired  prior  to 
incarceration,  and  that  the  incubation  period  from  infec- 
tion to  symptoms  was  quite  prolonged.'^  More  recently, 
data  have  been  presented  on  the  association  between  tu- 
berculosis and  AIDS  in  the  New  York  State  prison  inmate 
population. 

Outside  of  New  York  State,  there  has  also  been  an  in- 
creasing incidence  of  AIDS  among  inmates  in  local,  state, 
federal,  and  international  penal  systems. This  report 
summarizes  the  epidemiology,  mortality,  and  entrance 
laboratory  data  on  the  large  number  of  AIDS  cases 
among  inmates  in  New  York  State  correctional  facilities, 
as  a reference  for  other  systems  that  have  not  been  as  se- 
verely affected.  It  summarizes  the  descriptive  epidemio- 
logic data  on  New  York  State  AIDS  cases  among  in- 
mates, which  had  been  diagnosed  through  December  31, 
1988,  and  had  been  reported  and  confirmed  through  July 
31,  1989.  The  characteristics  of  these  cases  were  com- 
pared to  those  of  AIDS  cases  in  the  US  and  in  New  York 
State,  as  reported  through  1988.  In  addition,  data  are  in- 
cluded from  epidemiologic  studies  on  mortality  among  in- 
mates over  time,  and  on  the  use  of  entry  laboratory  data  as 
a predictor  of  AIDS  development.  Information  on  the  as- 
sociation between  AIDS  and  tuberculosis  (TB)  in  in- 
mates, which  has  been  reported  separately, is  also  up- 
dated. 

Methods 

The  New  York  State  correctional  system  is  the  third  largest  in 
the  country,  with  57  facilities  housing  44,637  inmates  as  of  De- 
cember 31,  1988.  Most  facilities  are  in  upstate  New  York,  with 
censuses  ranging  from  50  to  2,600  per  facility.  Characteristics  of 
inmates  in  the  correctional  system  were  determined  by  analyzing 
computer  records  of  inmates  incarcerated  as  of  January  1,  1988. 

Since  1982,  the  New  York  State  Department  of  Health  and 
Department  of  Correctional  Services  have  conducted  active 
AIDS  surveillance,  maintained  case  registries,  and  collected  epi- 
demiologic data  on  inmates  in  whom  AIDS  developed  while  in 
the  state  correctional  system. 

The  inmate  AIDS  surveillance  system  includes  state  mandat- 
ed reporting  of  case  information  to  the  Department  of  Health  in 
the  same  format  as  required  for  other  cases  of  AIDS  in  New 
York  State.  Independent  reporting  of  cases  by  correctional  facili- 
ty to  the  Department  of  Correctional  Services  allowed  for  cross 
checking  and  collection  of  additional  information.  Data  collected 
on  the  registries  included  demographic  information,  risk  factors, 
and  laboratory  and  mortality  data.  All  cases  were  reviewed  to 
verify  that  AIDS  had  been  diagnosed  while  the  inmate  was  in  the 
prison  system,  and  that  the  case  met  definition  criteria  estab- 
lished by  the  Centers  for  Disease  Control  (CDC),  as  well  as  to 
ensure  that  data  collection  was  as  comprehensive  as  possible. 

The  epidemiologic  study  of  mortality  among  inmates  involved 
a systematic  review  of  legally  mandated  prison  death  and  autop- 
sy data  collected  by  the  Department  of  Correctional  Services 
over  the  past  11  years  (1978-1988).  Health  department  re- 
searchers periodically  reviewed  medical  records  and  autopsy  re- 
ports on  these  deaths  to  determine  those  that  were  directly  relat- 
ed to  HIV  or  AIDS.  All  HIV-related  deaths  met  CDC  AIDS 
criteria  except  for  23  cases  in  1987  which  were  reported  as 
AIDS/ARC  cases  by  physicians,  but  lacked  specific  chart  docu- 
mentation to  meet  the  strict  case  definition. 


Case-Control  Study.  In  an  attempt  to  identify  features  of  in- 
mates at  highest  risk  for  developing  AIDS  during  incarceration, 
a case-control  study  was  performed  comparing  entry  demo- 
graphic, clinical,  and  laboratory  data  on  inmates  in  whom  AIDS 
later  developed  with  those  of  control  inmates.  To  be  eligible  for 
inclusion  as  a case,  an  inmate  must  have  met  the  following  crite- 
ria. AIDS  must  have  been  diagnosed  while  the  inmate  was  incar- 
cerated in  the  New  York  State  correctional  system  with  diagno- 
sis prior  to  January  1984  and  with  a confirmed  report  before 
April  1984.  Again,  CDC  diagnostic  criteria  were  used  as  the  ba- 
sis for  the  diagnosis  of  AIDS.  In  addition,  the  inmate  must  have 
been  free  of  AIDS  prodromal  or  AIDS-related  complex  (ARC) 
symptoms  at  the  time  of  the  prison  entry  screening  health  evalua- 
tion. Of  the  66  inmates  in  whom  AIDS  developed  while  in  state 
correctional  facilities  during  the  study  inclusion  dates,  12  were 
excluded  because  they  had  ARC  symptoms  at  the  time  of  their 
entry  health  evaluation.  This  left  54  inmates  who  met  the  case 
definition  and  were  included  in  the  study. 

Two  groups  of  control  inmates  were  compared  to  case  inmates. 
The  first  control  group,  based  on  sample  size  considerations,  was 
composed  of  200  inmates  randomly  selected  from  the  Depart- 
ment of  Corrections  records  using  inmate  identification  num- 
bers: 1 96  of  them  had  complete  records  available  for  analysis.  All 
these  inmate  controls  had  entered  the  correctional  system  be- 
tween January  1978  and  January  1984,  the  same  time  period  as 
all  of  the  case  inmates.  The  second  group  of  control  inmates  was 
selected  from  the  corrections  department  admission  records  on 
the  basis  of  five  matching  criteria.  Each  case  inmate  was 
matched  to  control  inmates  of  the  same  sex,  age  (±  three  years), 
race,  date  of  entry  into  the  state  prison  system  (±  two  months), 
and  history  of  drug  use  (without  differentiation  of  whether  it  was 
intravenous  or  not)  prior  to  incarceration.  For  one  of  the  54  case 
inmates,  data  on  only  a single  matched  control  was  obtained, 
resulting  in  a total  of  107  matched  control  inmates. 

The  screening  health  evaluation  performed  on  all  entering  in- 
mates included  a history  and  physical  examination.  Routine  lab- 
oratory studies  included  a complete  blood  cell  count  (CBC),  se- 
rum chemistries  (including  total  protein,  albumin,  and  globulin), 
liver  function  tests,  and  a serologic  test  for  syphilis.  HIV  anti- 
body testing  was  not  done  at  that  time  and  has  since  been  con- 
ducted only  for  medical  reasons,  because  of  concerns  over  safety 
and  discrimination  in  this  population.  Case-control  comparisons 
of  these  demographic  and  laboratory  data  were  made  using  t- 
tests  and  logistic  regression  (BMDP  package).  White  blood  cell 
count  (WBC),  hematocrit,  serum  globulin,  serum  albumin,  se- 
rum glutamic  oxaloacetic  transaminase  level  (SCOT),  and  place 
of  residence  (New  York  City  or  other)  were  compared  for  cases 
and  matched  controls.  Logarithm  transformation  was  applied  to 
laboratory  results,  and  race  and  county  were  dichotomized.  For 
the  comparison  of  case  inmates  and  random  controls,  age,  race, 
and  history  of  drug  use  were  also  compared. 

Results 

A review  of  inmate  data  showed  that  the  inmate  population  had 
grown  steadily  from  16,074  on  December  31,  1975,  to  44,637  on 
December  31,  1988.  On  January  1,  1988,  computerized  inmate 
data  showed  that  most  inmates  had  originated  from  New  York  City: 
approximately  71%  had  been  incarcerated  from  New  York  City  and 
12%  from  the  four  counties  (Nassau,  Suffolk,  Westchester,  and 
Rockland)  close  to  New  York  City.  Most  inmates  were  males 
(96.4%);  only  3.6%  were  females.  The  mean  age  was  30.5  years,  the 
median  age  29.4  years,  and  49%  were  20-29  years  of  age.  The  ra- 
cial/ethnic distribution  showed  50%  to  be  black,  30%  Hispanic  and 
20%  white.  Twenty-two  percent  of  inmates  had  drug-related  sen- 
tences: this  occurred  more  commonly  in  Hispanics  (39.2%)  than  in 
blacks  (15.9%)  and  whites  (14.3%)  (x'  = 2132,  p < 0.001).  Narcot- 
ic-related drug  use  was  reported  for  26%  of  inmates — significantly 
higher  in  Hispanics  (36.9%)  than  in  blacks  (21.1%)  or  whites 
(24.1%)  (x“  = 99\,p  < 0.001).  Heroin-related  drug  use  was  report- 
ed for  17%:  Hispanics,  29.6%;  blacks,  1 1.5%;  and  whites,  13.6%  (x^ 
= 1825,/?  < 0.001).  Compared  with  males,  females  had  significantly 
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higher  rates  of  drug-related  sentences  (34%  vs  22%)  (x^  = 1 20,  p < 
0.001),  of  narcotic  use  (33%  vs  26%)  (x^  = 39.5,  p < 0.001),  and  of 
heroin  use  (29%  vs  17%)  (x^  = 155,  p < 0.001). 

Through  December  31,  1988,  915  cases  of  AIDS  had  been  diag- 
nosed among  inmates  in  the  New  York  State  correctional  system 
with  confirmed  reports  received  by  July  31,  1989.  During  this  peri- 
od, inmates  contributed  4%  of  the  New  York  State  and  25%  of  the 
upstate  New  York  AIDS  case  burden.  The  epidemic  curve  of  AIDS 
cases  in  inmates  is  shown  in  Figure  1 and  includes  cases,  deaths,  and 
incidence  rates  by  year.  The  number  of  cases  increased  from  three  in 
1981  to  227  in  1988.  Incidence  rates  were  478,  574,  and  531  (1988 
data  are  incomplete)  per  100,000  inmates  per  year  for  1986,  1987, 
and  1988,  respectively.  The  cumulative  incidence  rate  for  the  aver- 
age prison  inmate  population  has  been  2,738  per  100,000.  Through- 
out the  study  period,  643  (70%)  of  inmates  with  AIDS  were  known 
to  have  died,  with  few  long  term  survivors. 

Cases  have  ranged  in  age  from  1 8 to  64  years  with  a mean  of  34.5 
and  median  of  33  years.  Eight  hundred  eighty  (96.2%)  were  male,  35 
(3.8%)  were  female  (Table  I).  Compared  to  the  US  AIDS  case  pop- 
ulation, inmates  with  AIDS  are  younger  (79%  less  than  40  years  of 
age  vs  68%)  (x^  = 43.4,  p = < 0.001)  and  are  more  often  male  (96% 
vs  91%)  (x^  = 25.6,p  < 0.001).  Larger  differences  occur  in  race  and 
ethnic  backgrounds:  13%  vs  58%  white,  38%  vs  26%  black,  and  47% 
vs  1 5%  Hispanic  for  the  inmate  vs  US  AIDS  case  population,  respec- 
tively (x^  = 985,  p < 0.001).  Inmates  have  also  differed  from  the  US 
AIDS  population  in  terms  of  diagnosis  and  risk  factors.  Inmates 
more  commonly  have  Pneumocystis  carinii  pneumonia  (PCP) 
(66%),  and  Kaposi’s  sarcoma  has  been  relatively  rare  (3%).  This 
compares  with  60%  and  9%  for  the  US  AIDS  cases,  respectively. 
Intravenous  drug  use  has  been  a risk  factor  among  95%  of  inmates 
compared  to  27%  of  US  AIDS  cases  (x^  = 2050,  p < 0.001).  Only 
10%  of  inmates  have  given  a history  of  homosexuality/bisexuality, 
and  7 1 % of  these  persons  had  used  intravenous  drugs.  All  35  (1 00%) 
female  inmates  had  IV  drug  use  as  their  risk  factor. 


Although  not  as  dramatic,  similar  differences  were  seen  when 
comparing  the  915  New  York  State  inmate  AIDS  cases  with  the 
20,815  New  York  State  non-inmate  adult  cases  diagnosed  and  re- 
ported within  the  same  time  period  (Table  II).  For  comparison, 
among  the  non-inmate  group,  87%  of  cases  were  male,  67%  were  less 
than  40  years  of  age,  41%  were  white,  33%  black,  and  25%  Hispanic. 
Leading  risk  factors  for  non-inmate  cases  were  homosexuality/bi- 
sexuality for  49%  of  cases,  intravenous  drug  use  for  35%,  heterosex- 
ual contact  for  5%,  and  both  IV  drug  use  and  homosexuality/bisexu- 
ality for  4%.  As  expected,  a comparison  of  prison  inmate  AIDS  cases 
(where  IV  drug  use  is  a risk  factor  for  95%  of  cases)  with  non-inmate 
New  York  State  IV  drug  use-related  cases  showed  fewer  dissimilari- 
ties. Among  the  latter,  80%  of  cases  were  male,  and  75%  were  less 
than  40  years  of  age  with  a mean  age  of  36  years.  Nineteen  percent 
were  white,  45%  black,  and  35%  Hispanic. 

Compared  to  the  general  inmate  population,  a higher  percentage 
of  inmates  with  AIDS  came  from  New  York  City  (87%  vs  71%). 
Gender  findings  were  similar:  3.8%  of  AIDS  cases  were  female  ver- 
sus 3.6%  of  the  inmate  population  (Table  II).  Inmates  with  AIDS 
were  older  than  the  general  inmate  population:  AIDS  cases  had  a 
mean  age  of  34.4  years  with  76%  more  than  or  equal  to  30  years  of 
age,  compared  with  30.5  years  and  46%,  respectively,  among  the 
general  inmate  population  (x^  = 199,  p > 0.001  for  comparison  of 
numbers  >30  years  of  age).  There  were  also  statistically  significant 
racial/ethnic  differences  seen  between  inmates  with  AIDS  versus 
the  general  inmate  population:  47%  vs  30%  Hispanic,  38%  vs  50% 
black,  and  13%  vs  20%  white,  respectively  (x‘  = 155,  p > 0.001). 

Within  New  York  State,  cumulative  AIDS  case  rates  per  100,000 
population  were  much  higher  for  inmates  than  for  non-inmates  for 
all  demographic  variables  (Table  II).  Of  note,  however,  male  and 
female  inmates  had  nearly  equal  AIDS  case  rates,  with  a male-to- 
female  rate  ratio  of  0.9,  while  males  in  the  general  population  had 
much  higher  rates  and  a male-to-female  rate  ratio  of  7.8.  By  age, 
using  the  20-29-year  age  group  as  reference,  inmates  had  much 


TABLE  I.  Gender,  Age,  Race,  Diagnosis,  and  Risk  Factors  of  New  York  State  inmate  vs  US  AiDS  Cases 


Characteristic 

NY  State  Inmates* 

(N  = 915) 

No.  % 

US^ 

(N  = 81,418) 
No. 

% 

Gender 

Male 

880 

96 

74,435 

91 

Female 

35 

4 

6,983 

9 

Age  (yr) 

13-19 

2 

<1 

335 

<1 

20-29 

213 

23 

17,120 

21 

30-39 

504 

55 

38,194 

47 

40-49 

171 

19 

17,348 

21 

>50 

25 

3 

8,421 

10 

Race/ethnicity 

White 

122 

13 

47,307 

58 

Black 

351 

38 

21,222 

26 

Hispanic 

432 

47 

12,133 

15 

Other/unknown 

10 

1 

567 

1 

Diagnosis^ 

Pneumocystis  carinii  pneumonia 

600 

66 

49,517 

60 

Other  opportunistic  diseases 

290 

31 

25,916 

31 

Kaposi’s  sarcoma 

25 

3 

7,331 

9 

Risk  factor* 

Homosexual/bisexual  male 

25 

3 

50,325 

62 

Intravenous  drug  abuser 

802 

88 

16,151 

20 

Homosexual/bisexual  & IV 

63 

7 

5,874 

7 

Hemophilia/coagulation  disorder 

0 

0 

773 

1 

Heterosexual  cases 

3 

<1 

3,589 

4 

Transfusion,  blood/components 

2 

<1 

2,004 

2 

Other 

20 

2 

2,662 

3 

* New  York  State  cases  diagnosed  through  December  31,  1988.  with  confirmed  reports  received  through  July  31.  1989. 

t United  States  adult  cases  reported  through  January  2.  1989.  Diagnostic  figures  included  children.  Race/ethnicity  included  189  patients  with  unknown  status. 
1 All  35  female  inmates  had  IV  drug  use  as  their  risk  factor. 
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TABLE  il.  Comparison  of  New  York  State  Inmate  vs  Non-Inmate  AIDS  Cases:  Demographic  Characteristics,  Cumulative 

Population  Rates  and  Rate  Ratios 


Characteristic 

% Among 
Inmates 
with 
AIDS 

Inmates* 
% Among 
Total 
Inmate 
Pop 

Cumu- 

lative 

Rate/ 

100,000 

Rate 

Ratio 

% Among 
Non-Inmates 
with 
AIDS 

Non-Inmates* 
% Among 
Total 
NYS 
Pop 

Cumu- 

lative 

Rate/ 

100,000 

Rate 

Ratio 

Gender 

Male 

96.2 

96.4 

2732 

0.9 

86.9 

46.0 

311 

7.8 

Female 

3.8 

3.6 

2909 

1.0 

13.1 

54.0 

40 

1.0 

Age  (yr) 

13-19 

0.2 

4.1 

145 

— 

0.2 

— 

— 

— 

20-29 

23.3 

49.2 

1295 

1.0 

17.7 

24.1 

121 

1.0 

30-39 

55.1 

32.6 

4627 

3.6 

48.7 

20.1 

399 

3.3 

40-49 

18.7 

10.7 

4783 

3.7 

23.1 

15.1 

252 

2.1 

>50 

2.7 

3.4 

2201 

1.7 

10.3 

40.7 

42 

0.3 

Race/ethnicity 

White 

13.3 

19.7 

1854 

1.0 

41.4 

78.2 

87 

1.0 

Black 

38.4 

49.7 

2114 

1.1 

32.7 

11.8 

459 

5.3 

Hispanic 

47.2 

30.0 

4310 

2.3 

24.9 

8.1 

505 

5.8 

Other/unknown 

1.1 

0.6 

4975 

2.7 

1.0 

2.0 

87 

1.0 

* New  York  State  populations  used  were:  Inmates  with  AIDS  = 915;  Total  inmate  population  = 33,41  3 (mean  census  1981  - 1988,  distribution  of  characteristics  based  on 
1987  census);  Adult  non-inmates  with  AIDS  = 20,815;  Total  New  York  State  adult  population  = 12,617,340  (mean  1980  and  estimated  1986  census,  distribution  of 
characteristics  based  on  1980  census). 


higher  relative  rates  in  the  older  age  groups  (highest  rate  in  the  40- 
49-year  age  group)  than  the  non-inmate  cases  (highest  rate  in  the 
30-39-year  age  group).  By  race/ethnicity,  Hispanics  had  the  high- 
est rates  per  100,000  among  both  inmates  and  non-inmates  and  the 
highest  rate  ratios  compared  to  that  of  the  whites  (reference  group). 
However,  the  rate  and  rate  ratio  differences  for  race  were  far  less 
among  inmates.  While  blacks  and  Hispanics  contributed  the  great- 
est percentages  of  cases  among  inmates,  when  using  rates  to  control 
for  disproportionately  large  numbers  of  minorities  in  the  inmate 
population,  the  rates  were  nearly  equal  among  blacks  and  whites, 
with  a rate  ratio  of  1.1. 

Tuberculosis  incidence  rates  among  prison  inmates  have  in- 
creased 773%,  from  15  per  100,000  in  1976-1978  to  1 16  per  100,000 
in  1986-1988  (incidence  of  136  per  100,000  in  1988).  Tuberculosis 
was  common  among  inmates  with  AIDS,  having  occurred  in  68 
(7.4%)  of  the  915  cases.  In  addition,  65%  of  inmates  with  tuberculo- 
sis diagnosed  during  1985-1988  had  AIDS  or  were  HIV  seroposi- 
tive. None  of  the  tuberculosis  cases  tested  for  HIV  had  negative 
results.  A high  proportion  of  tuberculosis  patients  diagnosed  be- 
tween 1985  and  1988  had  extrapulmonary  manifestations  (37%), 
and  more  than  80%  had  used  street  drugs. 


Number  of  Cases 


Yeor 


• Cose  lotola  ore  those  diagnosed  through  1988  orid  reported  through  July  1989,  1988  doto  ore  incomplete. 
• • ir^c'dence  rotes  per  100,000  mmotes  per  yeor. 

***  Oeceosed  coses  ore  plotted  by  dote  of  diagnosis  rothdr  thoi\  dote  of  death 


FIGURE  1.  New  York  State  inmate  AIDS  cases  by  year  of  diagnosis, 
1981-1988. 


Year 

*Provisionol  totals  for  1988  (eg  couse  of  deoth  is  pertdir>g  for  severoi  mmotes) 

«•  Percent  of  deolhs  reloted  to  HfV/AlOS  by  year 

FIGURE  2.  Contribution  of  FIIV/AIDS  to  mortality  among  prison  inmates, 
1978-1988. 


Throughout  the  study  period,  643  (70%)  inmate  AIDS  cases  died, 
with  a cumulative  mortality  rate  of  85%  for  those  cases  diagnosed 
prior  to  1987  (Figure  1).  Since  the  first  two  deaths  related  to  AIDS 
occurred  in  1981,  AIDS  has  contributed  to  an  ever-increasing  per- 
centage of  total  inmate  mortality  (Fig  2).  (Note  that  the  numbers 
differ  somewhat  between  Figures  1 and  2 because  of  different  re- 
porting lag  times  and  because  some  inmates  included  in  Figure  2 
who  died  of  AIDS  had  been  diagnosed  prior  to  entry  into  the  prison 
system  and  were  thus  not  included  in  Figure  1.)  While  mortality 
rates  for  deaths  unrelated  to  AIDS  have  remained  relatively  con- 
stant, mortality  rates  for  HIV/ AIDS  per  100,000  inmates  have  in- 
creased steadily  from  8.4  in  1981  to  400.0  in  1987.  HIV/AIDS  has 
become  the  leading  cause  of  death  among  inmates,  and  was  responsi- 
ble for  68%  of  deaths  in  1987. 

The  epidemiologic  study  comparing  laboratory  data  demonstrat- 
ed consistent  differences  between  AIDS  case  inmates  and  both 
matched  and  random-control  inmates.  Inmates  who  later  developed 
AIDS  had  significantly  higher  levels  of  serum  globulin  and  SCOT 
and  significantly  lower  white  blood  cell  counts,  hematocrit  values, 
and  serum  albumin  than  both  control  groups  (Table  III).  The  most 
significant  differences  were  seen  in  serum  globulins  (t  = 4.45  and  t = 
7.18,  for  comparisons  with  matched  and  random  controls,  respec- 
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TABLE  III.  Selected  Entry  Laboratory  Features  of  54  New  York  State  Inmates  Who  Later  Developed  AIDS  vs  Two  Groups  of 

Control  Inmates* 


Laboratory  Value 

Inmates 
with  AIDS 
(N  = 54) 
(Mean,+ 
Mean  ± 2SD) 

Matched 
Control  Inmates 
(N  = 107) 
(Mean,^ 
Mean  ± 2SD) 

t-Statistic 

Random 

Control  Inmates 
(N  = 196) 
(Mean,' 
Mean  ± 2SD) 

t-Statistic 

White  blood  cell  count 

5129 

5998 

-2.92t 

6012 

-3.42' 

(cells/mm^) 

(2692,  9772) 

(3436,10471) 

(3556,  10162) 

Hematocrit  (%) 

44.26 

46.34 

-3.04' 

45.50 

-1.83 

(36.31,  53.95) 

(40.55,  52.97) 

(39.08,  52.97) 

Serum  glutamic  oxaloacetic 

40.55 

32.66 

2.04 

26.24 

4.41' 

transaminase  (KU) 

(12.08,  136.14) 

(10.67,  100.00) 

(9.06,  76.03) 

Albumin  (g/dL) 

4.19 

4.48 

-2.52* 

4.50 

-2.68' 

(2.91,  6.03) 

(3.95,  5.07) 

(3.97,  5.09) 

Globulin  (g/dL) 

3.74 

3.21 

4.45' 

2.99 

7.18' 

(2.53,  5.53) 

(2.13,  4.84) 

(2.04,  4.39) 

* All  data  log  10  transformed  before  analysis. 
^ Geometric  mean. 

• p < 0.05  (Bonferroni  test). 


lively).  While  these  laboratory  measures  indicated  significant  dif- 
ferences, the  fact  that  the  standard  deviation  limits  widely  over- 
lapped indicated  that  these  variables  did  not  individually 
discriminate  well  between  cases  and  controls.  Using  these  variables, 
it  would  have  been  necessary  to  have  followed  15%  of  inmates  to 
have  identified  85%  of  inmates  who  later  developed  AIDS. 

In  order  to  consider  these  variables  and  demographic  variables 
simultaneously,  an  unmatched  logistic  regression  comparing  cases 
with  unmatched  controls  was  done.  In  this  analysis,  two  cases  with 
some  missing  laboratory  results  were  eliminated.  This  simultaneous 
analysis  showed  that  high  serum  globulin,  low  white  blood  counts, 
and  advanced  age  were  the  best  discriminators  for  determining  in 
which  inmates  AIDS  would  develop.  However,  even  the  best  simul- 
taneous combination  of  these  variables  was  not  of  general  use,  be- 
cause of  substantial  overlap  of  the  case  population  with  the  control 
groups. 

Discussion 

The  number  of  AIDS  cases  among  inmates  in  New 
York  State  is  substantial  and  is  increasing.  The  915  in- 
mate cases  diagnosed  through  December  31,  1988,  was 
1%  of  the  US  and  4%  of  the  New  York  State  total  of  AIDS 
cases,  and  was  a larger  number  of  cases  than  reported 
from  all  but  18  states  in  the  US  at  that  time."  During 
1986-1988,  the  average  annual  incidence  rate  for  AIDS 
among  inmates  was  529  per  100,000,  and  the  1981-1988 
cumulative  incidence  rate  was  2,738  per  100,000,  giving 
this  population  group  one  of  the  highest  incidence  rates 
reported. '^’'3  Through  October  1987,  approximately  40% 
of  the  AIDS  inmate  cases  reported  from  US  state  correc- 
tional systems  were  from  New  York  State.*  (In  compari- 
son, New  York  State  contributed  24%  of  the  total  US 
cases.")  The  marked  increase  in  AIDS  inmate  cases  has 
been  associated  with  a large  increase  in  mortality  due  pri- 
marily to  HIV/ AIDS,  which  has  now  become  the  leading 
cause  of  death  among  inmates  (responsible  for  68%  of 
deaths  in  1987). 

The  reasons  for  the  large  number  of  cases  of  AIDS 
among  inmates  becomes  clearer  after  reviewing  the  epide- 
miologic features  of  the  cases.  A history  of  intravenous 
drug  use  prior  to  incarceration,  present  in  95%  of  these 
cases,  is  clearly  the  major  risk  factor  for  HIV  infection  in 
this  population.  Previous  drug  use  and/or  drug-related 


crimes  are  common  findings  among  inmates.*- Among 
New  York  State  inmates,  22%  had  drug-related  sentences 
and  26%  had  reported  narcotic  use.  Most  inmates  also 
originate  from  New  York  City,  where  IV  drug  users  have 
been  reported  as  having  high  rates  of  HIV  infection. 
Homosexuality  or  bisexuality  was  reported  by  10%  of 
AIDS  inmate  cases,  but  only  3%  had  this  as  their  sole  risk 
factor.  While  the  potential  role  of  prison  homosexual  ac- 
tivity in  transmission  of  HIV  has  been  debated,  this  type 
of  activity  has  not  been  reported  frequently  by  New  York 
State  inmates  with  AIDS.  In  addition,  Kaposi’s  sarcoma, 
a diagnosis  seen  more  commonly  among  homosexual 
cases,  remains  relatively  rare  in  inmates. 

The  demographic  characteristics  of  inmates  with  AIDS 
are  slightly  different  from  those  of  the  general  inmate 
population  and  are  drastically  different  from  AIDS  cases 
seen  nationally  and  in  the  New  York  State  non-inmate 
population.  These  differences  are  likely  related  to  the  ex- 
tremely large  percentage  of  inmate  AIDS  cases  (95%) 
with  histories  of  IV  drug  use  with  over-representation  of 
racial/ethnic  minorities.  Indeed  a comparison  with  non- 
inmate IV  drug  use  AIDS  cases  showed  fewer  dissimilari- 
ties. New  York  State  inmates  who  develop  AIDS  origi- 
nate primarily  from  New  York  City.  They  are  older  than 
the  general  inmate  population  but  younger  than  the  New 
York  State  and  US  AIDS  case  population.  However,  un- 
like the  New  York  State  and  US  cases,  rates  per  100,000 
population  are  highest  in  the  older,  40-49-year  age  group. 
Cases  are  primarily  male,  and  86%  are  from  minority  pop- 
ulations. While  Hispanics  comprise  30%  of  the  inmate 
population,  they  contribute  47%  of  the  AIDS  cases.  This 
discrepancy  appears  to  be  related  to  the  higher  proportion 
of  drug  use  (narcotic  use  reported  in  36.9%  of  Hispanics 
versus  21.1%  in  blacks  and  24.0%  in  whites)  and  drug- 
associated  crimes  (39.2%  among  Hispanics  versus  15.9% 
in  blacks  and  14.3%  in  whites)  seen  within  the  Hispanic 
inmate  population.  Tuberculosis  has  been  reported  in  a 
high  proportion  of  some  IV  drug  using  AIDS  cases, and 
was  also  commonly  found  in  this  population  (present  in 
7.4%  of  AIDS  cases).  In  addition,  65%  of  tuberculosis 
cases  from  1985  to  1988  had  AIDS  or  were  HIV  positive. 
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Surprisingly,  females  had  rates  of  AIDS  equal  with  males 
in  this  population.  Again,  this  appears  to  be  related  to  IV 
drug  use  and,  indeed,  females  had  significantly  higher 
percentages  of  drug-related  sentences  (34%  vs  22%),  nar- 
cotic use  (33%  vs  26%),  and  heroin  use  (29%  vs  17%)  than 
males. 

The  case-control  study  of  laboratory  abnormalities  at 
entry  in  inmates  who  later  developed  AIDS  was  conduct- 
ed prior  to  the  widespread  availability  of  HIV  serum  anti- 
body testing.  The  results  were  consistent  with  other  re- 
ports that  pre-symptomatic  cases  of  AIDS  had  lower 
white  blood  cell  counts  and  hematocrits,  and  higher 
SCOT  and  globulin  levels  than  persons  not  incubating 
HIV  infection. These  laboratory  findings  and  demo- 
graphic features  were  not  sensitive  and  specific  enough  to 
identify  inmates  in  whom  clinical  AIDS  later  developed, 
something  which  could  be  markedly  enhanced  by  includ- 
ing results  of  HIV  antibody  testing.  However,  concerns 
over  safety  and  discrimination  have  precluded  HIV  test- 
ing in  this  population  except  for  medical  reasons. 

Of  note,  the  matched  control  inmates  had  mean  labora- 
tory values  (serum  globulin,  albumin,  and  SCOT)  which 
fell  between  those  found  for  case  inmates  and  for  random 
control  inmates.  We  speculate  that  some  control  inmates 
were  infected  with  HIV  at  the  time  of  entry  testing,  espe- 
cially the  matched  control  inmates  who  were  composed 
largely  of  drug  users  from  New  York  City.  These  inmates 
probably  included  inmates  in  an  even  earlier  pre-clinical 
phase  of  HIV  infection.  This  potential  misclassification 
may  have  served  to  diminish  the  discriminating  ability  of 
entrance  laboratory  tests.  The  case-control  comparison 
does  suggest  that  certain  laboratory  parameters  may  be 
useful  in  guiding  selective  medical  HIV  testing  in  a popu- 
lation in  which  universal  screening  is  not  practical  or  de- 
sirable. When  combined  with  more  specific  T-cell  abnor- 
malities,they  may  also  help  identify  a subset  of  HIV- 
infected  inmates  at  greatest  risk  for  developing 
symptomatic  AIDS  and  who  might  benefit  from  closer  ob- 
servation and  follow-up  and / or  early  initiation  of  antiviral 
therapy. 

The  increasing  number  of  inmate  AIDS  cases  has  been 
a challenge  to  correctional  system  personnel.  Although 
not  described  here,  these  confirmed  cases  represent  only  a 
fraction  of  the  inmates  who  are  infected  with  HIV  or  suf- 
fer from  milder  forms  of  HIV-related  illness.-'  Difficult 
policy  questions  regarding  HIV  counseling,  testing,  and 
potential  transmission  have  surfaced  along  with  a number 
of  health  care  issues. 

Pre-incarceration  HIV-related  risk  factors  were 
present  among  virtually  all  of  the  inmate  AIDS  cases. 
Furthermore,  none  of  the  inmates  who  were  incarcerated 
prior  to  1978  have  developed  AIDS.  These  two  observa- 
tions are  consistent  with  the  hypothesis  that  HIV  infection 
among  these  prisoners  occurs  primarily  prior  to  incarcera- 
tion. However,  in  the  absence  of  data  from  prospective 


serologic  conversion  studies,  the  extent  to  which  HIV 
transmission  may  be  taking  place  within  the  prison  setting 
is  unclear.  In  the  meantime,  correctional  system  inmates 
and  staff  need  to  be  counseled  and  educated  about  HIV 
and  its  routes  of  transmission,  with  special  emphasis  on 
minimizing  those  types  of  risk  activities  that  can  facilitate 
transmission. 
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A seroprevalence  survey  for  human  immunodeficiency  virus 
antibody  in  mentally  retarded  adults 

Susan  H.  Pincus,  md;  Ellie  E.  Schoenbaum,  md;  Mayris  Webber,  mph 


ABSTRACT.  The  prevalence  of  human  immunodeficiency 
virus  (HiV)  infection  among  aduits  who  are  mentally  retarded 
is  not  known.  Poiicies  for  those  in  residentiai  settings  are 
being  estabiished  despite  incomplete  information.  Knowi- 
edge  regarding  HIV  seroprevalence  would  enable  adminis- 
trators to  make  more  effective  poiicy  decisions  concerning 
testing  and  HiV  prevention. 

Discarded  sera  from  mentaily  retarded  aduits  were  anony- 
mousiy  tested  for  HiV  antibody.  Sera  were  coliected  from  a 
heaith  faciiity  in  Westchester  County,  NY,  that  provides  care 
to  deveiopmentaity  disabied  adults.  After  Identifications 
were  removed,  sera  were  coded  and  linked  to  demographic 
and  ciinicai  variabies  from  hospital  and  laboratory  records. 
Sera  came  from  individuals  living  in  both  institutionai  and 
less  restrictive  community  settings  in  metropolitan  New  York 
City  and  more  distant  iocations  in  New  York  State,  ait  of 
whom  were  seen  by  the  above  faciiity.  No  HIV  antibody  was 
detected  in  sera  from  241  mentatty  retarded  aduits. 

This  study  suggests  that  the  prevatence  of  HiV  antibody  in 
mentatty  retarded  aduits  is  not  high.  Mandatory  screening 
programs  may  not  be  appropriate  for  these  individuals.  Mon- 
ies might  be  better  spent  on  educational  programs  directed 
at  AtDS  prevention,  and  further  devetopment  of  ethicat  and 
safe  poiicies  for  those  who  are  mentatty  retarded. 

(NY  State  J Med  1990;  90:139-142) 

The  prevalence  of  human  immunodeficiency  virus  (HIV) 
infection  in  adults  who  are  mentally  retarded  is  not 
known.  Impaired  cognition  and  documented  deficits  in  sex 
education'  among  those  mentally  retarded  adults  who  are 
homosexually  or  heterosexually  active  may  place  them  at 
risk  for  infection.  The  high  incidence  of  hepatitis  B among 
mentally  retarded  persons  in  residential  settings^"'^  and 
the  similarity  in  routes  of  transmission  between  hepatitis 
B and  HIV^~^  raise  further  concern  about  possible  risk  for 
this  group.  Increasing  numbers  of  mentally  retarded 
adults  live  in  small  community  residences  where  most  as- 
pects of  daily  life  are  regulated  by  state  agencies  or  other 
not-for-profit  or  private  operators.*  Knowledge  regarding 
the  seroprevalence  of  HIV  infection  among  adults  who  are 
mentally  retarded  might  allay  unnecessary  fears  regard- 
ing HIV  transmission  within  facilities,  and  may  enhance 
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policy  making  so  that  the  rights  of  these  individuals  can  be 
maximally  protected. 

The  anonymous  seroprevalence  study  method  has  been 
documented  by  others  as  an  effective  way  to  assess  preva- 
lence of  HIV  infection  in  defined  populations.^''-  We  uti- 
lized this  method,  using  discarded  blood  specimens,  to 
look  at  the  seroprevalence  in  mentally  retarded  adults  who 
live  in  institutional  as  well  as  less  restrictive  community 
settings  in  metropolitan  New  York  City  and  more  distant 
locations  in  New  York  State. 

Methods 

This  study  was  performed  at  a clinic  in  Westchester  County, 
NY,  that  is  part  of  a facility  providing  care  to  mentally  retarded 
people.  The  facility’s  primary  functions  include  interdisciplinary 
training,  outreach,  and  clinical  services  for  the  mentally  retarded 
and  developmentally  delayed  population.  Clinical  services  in- 
clude the  provision  of  primary  and  secondary  health  care  to  those 
living  in  urban,  rural,  and  suburban  areas  in  Westchester  County 
and  seven  mid-Hudson  Valley  counties,  and  to  some  residents  of 
New  York  City.  The  patient  population  is  approximately  57% 
white,  30%  black,  and  9%  Hispanic. 

Between  January  1988  and  April  1988,  all  blood  samples  that 
had  been  drawn  for  thyroid  function  studies  from  individuals  13 
years  of  age  or  older  were  saved  and  assigned  a code  number. 
Corresponding  patient  charts  were  then  used  to  obtain  sex,  age, 
address  of  residence,  level  of  mental  retardation,  hepatitis  B sta- 
tus, reason  for  thyroid  function  testing,  and  presence  or  absence 
of  Down’s  syndrome.  Labeling  on  charts  indicating  “hepatitis  B’’ 
or  “general”  precautions  was  noted.  At  the  time  of  this  study, 
standard  procedure  at  this  institution  was  to  code  any  sera  sus- 
pected by  the  physician  of  being  HIV  infected  with  a “general” 
precautions  label.  These  data  were  linked  to  blood  specimens  by 
the  research  code.  Once  all  blood  samples  were  collected  and  all 
demographic  and  other  information  was  obtained  from  the 
charts,  duplicates  were  discarded,  and  names  and  chart  numbers 
of  patients  were  destroyed.  No  chart  review  was  performed  for 
individuals  living  with  their  families.  This  study  was  approved  by 
the  institutional  review  board.  Sera  were  tested  for  HIV  antibody 
using  a commercial  ELISA  (Du  Pont  kit,  Wilmington,  Del). 
Specimens  repeatedly  reactive  by  ELISA  were  tested  by  West- 
ern blot  (Du  Pont  kit,  Wilmington,  Del).  Western  blots  were  con- 
sidered positive  when  antibodies  to  p24  and/or  gp41  were  detect- 
ed. Level  of  retardation  was  obtained  from  the  medical 
evaluation  done  within  the  past  year.  Appropriate  administrators 
at  each  facility  provided  descriptions  of  the  residences.  Settings 
were  divided  into  the  following  categories: 

• Families — those  living  with  their  families 

• Foster  care — one  to  six  other  mentally  retarded  adults  living 
with  a non-relative  caretaker 

• Apartment  living — apartments  with  several  mentally  retard- 
ed adults  with  or  without  on-site  staffing 
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TABLE  I.  Profile  of  Study  Population 


Number 

(N=172) 

Percent 

Sex 

Males 

92 

53.5 

Females 

80 

46.5 

Age  (yr) 

13-24 

21 

12.2 

25-34 

65 

37.8 

35-49 

57 

33.1 

50-77 

29 

16.9 

Level  of  mental  retardation 

Borderline 

8 

4.7 

Mild 

40 

23.3 

Moderate 

54 

31.4 

Severe 

39 

22.7 

Profound 

31 

18.0 

• Group  homes — community  residences  or  small  intermediate 
care  facilities  for  fewer  than  50  residents  and  on-site  staff 

• Institutions — residential  schools,  large  intermediate  care  fa- 
cilities, or  community  residences  for  50  or  more  mentally  re- 
tarded people  with  many  day  program  activities  on  site. 

Results 

No  HIV  antibody  was  detected  in  any  sera  from  241  mentally 
retarded  adults.  There  were  172  (71.4%)  specimens  from  those  liv- 
ing in  nonfamilial  residential  settings  and  69  (28.6%)  from  those 
living  with  families. 

Among  the  172  living  in  residential  settings  (Table  I),  there  was 
no  significant  difference  between  numbers  of  males  and  females 
(92/172  and  80/172  respectively).  The  mean  age  was  similar 
(males,  37.2  yr;  females,  38.1  yr).  Ages  ranged  from  13  to  77  years 
(overall  mean,  35  yr).  IQ  scores  were  in  the  borderline  to  moderate 
level  of  mental  retardation  for  102  (59.3%)  subjects,  and  70  (40.7%) 
subjects  were  severely  or  profoundly  mentally  retarded.  A diagnosis 
of  Down’s  syndrome  was  noted  for  22  (12.8%)  subjects. 

The  study  population  included  95  (39.4%)  who  were  living  in  resi- 
dential schools  or  institutions  and  61  (25.3%)  who  were  in  group 
homes,  including  those  that  identified  themselves  as  small  interme- 
diate care  facilities  (ICFs)  (Table  II).  Group  home  capacity  ranged 
from  6 to  24  clients.  The  majority  of  those  living  in  group  homes,  52/ 
6 1 (85%),  lived  in  free-standing  homes  in  the  community  rather  than 
on  campuses.  The  level  of  mental  retardation  did  not  determine  a 
particular  living  situation.  While  64/99  (64.6%)  of  those  who  were 
borderline  to  moderately  mentally  retarded  were  living  in  institu- 
tions, only  28/70  (40%)  of  those  who  were  severely  or  profoundly 
mentally  retarded  were  in  institutions. 

The  majority  of  specimens  (90.1%)  were  sent  for  routine  thyroid 
function  testing  in  the  presence  or  absence  of  documented  thyroid 
disease;  9.9%  of  specimens  were  sent  in  the  process  of  a work-up  for 
symptoms  suggestive  of  endocrine  disease.  Labeling  with  “general” 


precautions  stickers  indicated  that  the  physician  suspected  infection 
with  HIV  in  five  (2.9%)  specimens.  Most  subjects  in  residential  set- 
tings had  evidence  of  exposure  to  hepatitis  B:  57  (35.2%)  had  not 
been  vaccinated  but  had  serologic  markers  for  exposure — HBsAg  or 
anti-HB — while  51  (31.5%)  had  immunity  to  hepatitis  B secondary 
to  hepatitis  B vaccination.  One  third  (54  subjects)  were  susceptible 
to  hepatitis  B infection. 

Discussion 

In  the  United  States,  sexual  transmission  of  HIV  infec- 
tion represents  the  most  likely  route,  with  60.3%  of  cases 
arising  from  homosexual  intercourse,  and  4.0%  attribut- 
able to  heterosexual  intercourse.'^  Sexual  activity  with 
HIV-infected  partners  might  place  those  who  are  mental- 
ly retarded  at  risk.  Sexual  activity  among  many  mentally 
retarded  individuals  is  characterized  by  poor  judgment 
and  an  inability  to  think  about  the  consequences  of  one’s 
behavior.'’*  It  has  been  noted  that  there  is  a comparable 
frequency  of  sexual  intercourse  among  mildly  retarded 
adolescents  and  those  in  the  general  population,  whereas 
those  who  are  moderately  or  severely  retarded  are  less  ac- 
tive.'^ A history  of  sexual  assault  has  been  documented  in 
25%  of  adolescents  who  are  mentally  retarded.'^ 

Many  mentally  retarded  adults  do  not  have  access  to 
information  regarding  AIDS  and  “safer  sex”  practices. 
Most  educational  materials  aimed  at  safer  sexual  behav- 
ior, including  the  use  of  condoms,  have  not  been  directed 
towards  the  cognitively  or  sensory  impaired  individual.  In- 
dividuals served  by  agencies  for  the  developmentally  dis- 
abled, either  in  residential  settings  or  day  programs,  are 
irregularly  provided  with  information  regarding  sexual 
behavior,  which  may  not  necessarily  apply  to  education 
regarding  AIDS.  In  federally  regulated,  small  intermedi- 
ate care  facilities  (group  homes),  for  example,  AIDS  edu- 
cation for  residents  is  not  a requirement.'^ 

While  there  is  no  information  regarding  intravenous 
drug  use  in  this  group,  Edgerton'^  has  documented  the 
low  incidence  of  alcohol  and  non-intravenous  drug  use 
among  mentally  retarded  adults  living  in  community  set- 
tings. It  is  likely  that  most  mentally  retarded  individuals 
would  not  be  capable  of  the  demanding  survival  skills  nec- 
essary to  maintain  oneself  as  an  intravenous  drug  abus- 
er.'* 

Some  mentally  retarded  adults  may  be  at  risk  for  HIV 
infection  through  homosexual  intercourse.  Kastner  et  al'^ 
have  reported  on  two  mentally  retarded  men  who  became 
infected  with  HIV,  presumably  through  homosexual  in- 
tercourse with  infected  partners.  Homosexual  activity  is 
known  to  occur  in  residential  settings.  This  behavior  has 
been  seen  by  some  to  be  primarily  a consequence  of  sexual 


TABLE  II.  Living  Situation  of  Study  Population 


Residence 

Bronx 

Westchester 

County 

Location  of  Residence 
Putnam 
& Rockland 

Orange/Sullivan/ 
Ulster/ Dutchess  Counties 

Total 

Family  care 

0 

10 

0 

0 

10 

Apartment 

0 

5 

1 

0 

6 

Group  home 

10 

44 

2 

6 

61 

Residential 

1 

37 

0 

54 

92 

school 

Other 

0 

3 

0 

0 

3 

Total 

11 

98 

3 

60 

172 
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segregation  in  institutional  settings. Although  the  sex- 
ual orientation  or  risk-taking  behaviors  of  those  in  this 
study  sample  are  not  known,  the  sera  of  2.9%  of  those  in 
residential  settings  were  labeled  with  a sticker  indicating 
that  the  physician  suspected  HIV  infection.  This  suspicion 
was  based  on  history  that  suggested  high  risk  behavior. 
Despite  this  supposed  history,  this  study  did  not  demon- 
strate HIV  antibody  in  any  of  these  individuals. 

The  high  prevalence  of  hepatitis  B infection  among 
mentally  retarded,  institutionalized  adults  has  been  well 
documented. The  similarity  of  routes  of  transmission 
for  HIV  and  hepatitis  B are  well  known. ^ ’ One  third 
(35.2%)  of  this  study  population  demonstrated  exposure 
to  hepatitis  B,  and  none  had  HIV  antibody.  This  may  pos- 
sibly underscore  what  others  have  documented  as  the 
more  highly  infectious  nature  of  hepatitis  B relative  to 
HIV  infection,^ as  well  as  probable  differences  in  the 
background  level  of  seroprevalence  of  these  viruses. 

Wilier  and  Intagliata^  describe  the  process  whereby 
many  mentally  retarded  persons  were  taken  out  of  institu- 
tions and  placed  in  group  homes,  family  (foster)  care,  su- 
pervised apartments,  and  with  their  own  families  of  origin 
during  the  1970s.  This  effort,  they  note,  was  largely  the 
result  of  legislation  that  promised  new  rights  to  the  men- 
tally retarded  individual.  Freedom  from  unnecessary  re- 
straints and  the  ability  to  enjoy  the  benefits  of  human  ser- 
vices available  to  nonretarded  persons  were  among  those 
rights.  Concurrently,  they  discuss  a decline  in  admissions 
to  institutions;  rather,  people  are  placed  in  community- 
based  residential  care  settings  like  those  described  above. 
In  studying  life  among  those  who  were  deinstitutionalized, 
they  found  that  in  many  aspects  those  living  in  various 
situations  were  not  enjoying  all  of  the  benefits  community 
life  might  offer.  They  found,  for  example,  that  most  resi- 
dents of  group  homes  have  few  if  any  friends  in  the  neigh- 
borhood. Of  our  sample,  6.4%  were  from  New  York  City, 
all  living  in  group  homes  felt  to  be  integrated  into  the  com- 
munity because  they  were  not  on  campuses  with  more 
than  one  other  group  home.  Many  of  those  who  were  liv- 
ing in  Westchester  County  came  from  urban  areas  such  as 
New  York  City  where  the  seroprevalence  of  HIV  is  high. 
A lack  of  friends  in  the  community  may  reduce  the  risk  of 
acquiring  HIV  for  those  who  live  in  areas  of  high  preva- 
lence. 

Available  seroprevalence  statistics  from  the  New  York 
State  Department  of  Health^^  on  the  cord  blood  of  all 
newborns  indicate  that  the  counties  in  which  the  majority 
of  these  study  participants  reside  had  HIV  seroprevalence 
rates  of  0.21%  to  0.32%  (New  York  City-vicinity  and  mid- 
Hudson  Valley)  compared  to  1.29%  in  New  York  City. 
Most  of  this  study  population  live  in  areas  of  low  or  inter- 
mediate seroprevalence.  This  reduces  the  likelihood  that 
transmission  of  HIV  will  occur  in  this  group  as  compared 
with  populations  that  live  in  the  inner  city. 

Bayer  et  aF^  have  suggested  that  mandatory  screening 
for  HIV  antibody  be  considered  in  residential  homes  for 
retarded  people  in  an  effort  to  protect  those  who  are  unin- 
fected. Tashjian^^  has  argued  that  this  would  be  a viola- 
tion of  human  rights  and  could  cause  this  group  to  be  stig- 
matized or  isolated  by  society.  Nonetheless,  Marchetti^* 
reports  that  there  is  at  least  one  state  agency  that  has  es- 
tablished mandatory  screening  for  new  admissions  to  in- 


stitutions and/or  contracted  or  state-operated  community 
programs  (group  homes,  sheltered  workshops,  etc).  He 
also  found  that  policy  for  some  state-run  programs  in- 
cludes segregation  of  individuals  infected  with  HIV.  Man- 
datory screening  may  not  be  of  benefit  to  this  group,  as  it 
is  not  for  others.  Although  military  laboratories  have 
demonstrated  a low  false  positive  rate  among  low  risk  in- 
dividuals, it  is  unlikely  that  most  civilian  laboratories 
maintain  as  rigid  standards  in  the  performance  and  inter- 
pretation of  tests  for  HIV.^^  The  consequence  of  manda- 
tory screening  of  low  risk  populations  in  the  civilian  sec- 
tor, especially  in  geographic  areas  with  low 
seroprevalence,  is  likely  to  identify  a significant  number  of 
individuals  with  false  positive  test  results. 

A further  issue  of  particular  relevance  to  mentally  re- 
tarded adults  involves  the  feasibility  of  obtaining  consent. 
New  York  State  currently  requires  informed  consent  as 
well  as  pre-  and  post-test  counseling. For  those  who  are 
mentally  retarded  this  is  problematic.  Many  of  those  who 
are  mildly  retarded  are  competent  to  make  decisions  re- 
garding sexual  matters. The  level  of  cognitive  ability 
necessary  to  comprehend  the  long  term  implications  of 
HIV  testing  still  needs  to  be  determined.  If  a mentally 
retarded  adult  is  thought  to  be  incompetent  and  has  a 
court-appointed  legal  guardian  who  can  give  consent,  rec- 
ommendation for  testing  should  be  made  with  care  and 
not  dissociated  from  counseling.  Learning  how  to  counsel 
this  group  about  the  risks  and  benefits  of  HIV  testing  re- 
mains an  important  challenge. 

Our  study  has  several  limitations.  The  sexual  or  other 
high  risk  behaviors  of  this  group  are  unknown  and  diffi- 
cult to  ascertain.  Conclusions  are  further  limited  by  the 
small  sample  size.  Most  of  those  in  the  study  came  from 
geographic  areas  where  HIV  prevalence,  as  indicated  by 
cord  blood  studies,  is  intermediate-^  and  one  may  not  be 
able  to  extrapolate  directly  the  results  to  areas  in  which 
seroprevalence  is  significantly  higher.  The  representative- 
ness of  this  study  group  is  difficult  to  define.  Usual  de- 
scriptive features  of  patient  populations  like  race,  level  of 
education,  and  medical  insurance  do  not  apply  in  the  same 
way  that  they  do  to  the  general  population.  Because  this 
group  primarily  consists  of  those  who  are  mentally  retard- 
ed and  living  in  state  licensed  facilities,  their  lifestyles  are 
more  reflective  of  services  available  through  universal  en- 
titlements. All  individuals  living  in  these  residential  facili- 
ties receive  Medicaid,  but  this  is  not  a marker  for  the  pov- 
erty circumstances  typical  to  those  who  receive  Medicaid. 
The  lives  of  those  in  state-licensed  facilities — controlled 
by  regulations  governing  quality  of  life — tend  to  be  rather 
similar,  and  in  this  way  the  sample  is  representative  for 
mentally  retarded  adults. 

Our  preliminary  results  suggest  that  caution  should  at- 
tend recommendations  to  test  mentally  retarded  persons 
for  HIV  or  to  institute  mandatory  screening  policies  in 
residential  care  facilities  for  the  mentally  retarded.  Fund- 
ing would  be  better  directed  towards  effective  AIDS  edu- 
cation strategies  and  the  further  development  of  ethical 
and  safe  AIDS  prevention  policies  for  residential  settings. 
Studies  such  as  these  should  be  carried  out  on  larger  and 
more  geographically  diverse  groups  prior  to  the  institution 
of  policies,  so  that  the  rights  of  those  who  are  mentally 
retarded  can  be  maximally  protected. 
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Lessons  from  New  York  City  on  HIV/ AIDS  in 

adolescents 

Karen  Hein,  md 


New  York  City  (NYC)  has  led  the  nation  in  many  ways  in 
the  past.  Unfortunately,  NYC  may  now  be  a crystal  ball 
for  the  rest  of  the  country,  depicting  how  the  human  im- 
munodeficiency virus /acquired  immunodeficiency  syn- 
drome (HIV/ AIDS)  epidemic  will  affect  our  nation’s  ad- 
olescents. 

Six  recent  studies  provide  evidence  that  HIV  has  al- 
ready made  inroads  into  many  segments  of  the  adolescent 
population.  New  York  City  accounts  for  20%  of  all  report- 
ed cases  of  AIDS  among  13-21  -year-olds  in  the  US.  ‘ The 
number  of  affected  adolescents  doubles  every  14  months. 
The  rate  of  reported  cases  in  adolescents  13-21  years  of 
age  is  roughly  parallel  to  that  of  adults.  The  total  number 
of  reported  cases  (1,266  as  of  October  2,  1989)  is  only  a 
few  hundred  less  than  the  total  number  of  cases  in  chil- 
dren from  birth  to  13  years  (personal  communication,  D. 
Sondheimer,  NICHHD,  November  1989).  This  accounts 
for  only  1%  of  total  cases.  Twenty-one  percent  of  AIDS 
cases  occur  in  young  adults  20-29  years.  Given  the  aver- 
age latency  of  eight  to  ten  years  from  infection  to  disease, 
undoubtedly  many  of  these  people  became  infected  with 
HIV  as  adolescents,  but  did  not  exhibit  symptoms  until 
adulthood. - 

The  portrait  of  the  epidemic  among  adolescents  in  New 
York  City  differs  from  that  in  children  and  adults.  As  seen 
in  the  Figure,  the  vast  majority  of  cases  in  children  less 
than  13  years  of  age  is  attributable  to  parents  who  were 
intravenous  drug  users  (IVDUs)  or  their  sexual  partners. 
When  comparing  cases  of  AIDS  in  NYC  among  adoles- 
cents and  adults,  proportionately  fewer  adolescents  re- 
ported homosexual  or  bisexual  contact  or  intravenous 
drug  use.  Proportionately  more  adolescents  reported  het- 
erosexual contact  as  the  transmission  route.  This  was  par- 
ticularly evident  when  teenage  males  were  separated  from 
females.  Fifty-two  percent  of  all  cases  among  female  teen- 
agers in  NYC  and  47%  of  such  cases  in  the  rest  of  the 
United  States  excluding  NYC  were  due  to  heterosexual 
intercourse. 

Few  studies  of  seroprevalence  have  included  adoles- 
cents. Since  October  1985,  the  US  Department  of  Defense 
has  routinely  tested  civilian  applicants  for  military  service 
for  serologic  evidence  of  infection  with  HIV  type  1 (HIV- 
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1).^  Presence  of  HIV-1  antibody  was  confirmed  by  en- 
zyme immunoassay  and  Western  blot  in  2,152  of  263,572 
men  and  42,489  women  tested  (1.4  per  1,000).  The  male 
to  female  ratio  for  teenagers  under  20  years  of  age  was 
0.5.  Recent  data  from  seroprevalence  studies  among 
69,233  Job  Corps  entrants  16  to  21  years  of  age  revealed  a 
seroprevalence  rate  of  3.9/1,000,  roughly  three  times 
higher  than  the  rate  reported  among  young  military  re- 
cruits.'* In  a center  serving  runaway  and  homeless  youths 
in  New  York  City,  7%  of  the  youths  were  HIV  positive.^ 
The  rates  increased  with  age,  with  seropositivity  present 
in  16%  of  those  who  were  18  to  20  years  of  age.  Most  of 
these  young  people  were  well  at  the  time  of  the  survey. 
Anonymous  serosurveys  of  13,810  specimens  from  college 
campuses  from  students  attending  health  services  re- 
vealed rates  of  HIV  seropositivity  of  1/500.^  Positive  re- 
sults were  identified  in  five  college  campuses  in  different 
parts  of  the  United  States  out  of  the  total  of  13  campuses 
sampled.  HIV  seroprevalence  rates  among  all  clinic  pa- 
tients attending  a sexually  transmitted  disease  (STD)  clinic 
in  Baltimore  increased  steadily  with  age,  from  2.2%  in  those 
15-19  years  old  to  9.9%  in  those  30  years  of  age  or  older.' 

The  prevalence  of  HIV  infection  was  determined  in  ba- 
bies at  the  time  of  birth  throughout  New  York  State  be- 
tween November  30,  1987,  and  November  30,  1988.*  In- 
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FIGURE  1.  Reported  cases  of  AIDS  in  New  York  City  for  three  age 
groups:  children  <13  years;  adolescents  13-21  years;  adults  >22  years 
(adapted  from  Vermund  S,  Hein  K.  Gayle  HD,  et  al:  Acquired  immunodefi- 
ciency syndrome  among  adolescents:  Case  surveillance  profiles  in  New 
York  City  and  the  rest  of  the  United  States.  Am  J Dis  Child 
1989;  143:1220-1225). 


M.ARCH  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  143 


fection  rates  for  newborns  whose  mothers  were  aged  20  to 
29  years  ( 1 .30%)  and  30  to  39  years  ( 1 .35%)  were  signifi- 
cantly higher  than  rates  for  those  with  mothers  younger 
than  20  years  of  age  (0.72%).  However,  recent  data  point 
to  a changing  pattern,  with  only  10  HIV-positive  babies 
born  to  mothers  under  age  20  years  up  until  April  1988, 
but  88  such  babies  born  in  the  13  months  between  April 
1988  and  May  1989.  Of  all  HIV-positive  babies  born  in 
New  York  State,  the  rate  was  1/1,000  for  those  babies 
born  to  15-year-old  mothers  and  1/100  for  HIV-positive 
babies  born  to  19-year-old  mothers. 

Only  a small  percentage  of  at-risk  adolescents  have 
been  part  of  any  type  of  seroprevalence  study,  whether 
anonymous  or  confidential.  Therefore,  the  total  extent  of 
spread  of  HIV  into  the  adolescent  population  is  unknown. 

Course  and  Treatment  of  HIV  in 
Adolescents 

The  natural  history  of  HIV  infection  in  adolescents  is 
unknown.  Studies  are  currently  underway  to  determine 
the  natural  history  of  HIV  infection  in  young  children, 
adolescents,  and  adults  with  hemophilia.  Adolescents  ap- 
pear to  experience  a slower  progression  than  adults  in  the 
infected  population  with  hemophilia.^  Yet  anecdotal  re- 
ports from  programs  serving  infected  street  youth  point  to 
a rapid  progression,  spanning  several  years  from  infection 
to  death.  There  are  reasons  to  believe  that  some  aspects  of 
the  natural  history  may  differ  in  adolescence.  Since  differ- 
ences in  mean  survival  time,  types  of  HIV-related  illness- 
es, and  transmission  categories  exist  between  children  and 
adults,  it  is  not  clear  whether  adolescents  will  follow  the 
adult  or  child  pattern,  or  will  have  a distinct  course.  Previ- 
ous studies  of  other  sexually  transmitted  diseases  have 
documented  increased  morbidity  in  teenage  females. 

The  approriate  use  of  medical  interventions  for  adoles- 
cents is  not  clear;  therapies  being  evaluated  in  national 
clinical  trials  program  have  not  been  tailored  to  teenagers. 
In  fact,  the  first  protocols  to  be  developed  restricted  en- 
rollment to  adults  older  than  18  years  of  age  or  young 
children  from  birth  through  age  12.  Although  more  proto- 
cols have  recently  become  open  to  adolescents  13-17  years 
of  age,  only  44  adolescents  had  entered  these  trials  as  of 
November  1989.  No  adolescent  age-specific  outcome 
measures  have  been  incorporated.  This  is  a critical  prob- 
lem, because  the  dose  (mg/kg),  dosing  schedule  (frequen- 
cy of  drug  administration),  toxicity,  and  effectiveness  of 
many  classes  of  medications  differ  between  children  and 
adults."  There  are  physiologic  changes  in  body  size,  body 
composition,  and  organ  function  during  puberty  that  dic- 
tate close  monitoring  of  therapeutic  agents  during  periods 
of  rapid  growth.*’  The  protocols  must  also  be  adapted  to 
include  adolescent-specific  normal  values  in  three  areas; 
laboratory  values  (hemoglobin,  hematocrit,  alkaline  phos- 
phatase, etc);  growth  parameters  (height,  weight,  and 
growth  velocity);  and  neuropsychological  assessments. 
The  cognitive  and  psychological  assessment  instruments 
must  not  only  be  age  specific,  but  must  also  take  into  con- 
sideration the  special  needs  of  disenfranchised  youth. 
School  dropouts  and  illiterate  or  underachieving  youths, 
or  those  adolescents  with  different  cultural  or  life  style 
experiences,  may  make  the  use  of  tests  standardized  for 
middle  class  youngsters  living  at  home  inappropriate. 


Combatting  HIV/ AIDS  in  Adolescents 

Prior  to  the  HIV  epidemic,  health  services  specifically 
geared  to  the  needs  of  adolescents  were  limited.  The  cate- 
gorical approach  to  organizing  services  has  produced  a 
fragmented  system  of  health  care.  Examples  of  programs 
for  teenagers  include  family  planning  clinics,  drug  use  or 
prevention  programs,  teenage  pregnancy  programs,  and 
sexually  transmitted  disease  clinics.  HIV-related  services 
are  needed  in  these  programs.  A more  holistic  approach  to 
care,  in  which  health  services  are  integrated  with  other 
youth  services  in  one  site,  is  another  approach.'^  The  de- 
velopment of  a model  comprehensive  program  for  HIV 
seropositive  adolescents  has  recently  been  funded  by  the 
Health  Resources  and  Services  Administration  at  Monte- 
fiore  Medical  Center  in  the  Bronx.  The  special  Adolescent 
AIDS  Program  at  Montefiore  Hospital  provides  clinical 
care,  clinical  research,  and  advocacy  for  high-risk  and 
HIV-positive  adolescents. 

Additional  resources  are  needed  to  foster  incorporation 
of  primary  and  secondary  risk  reduction  strategies  into 
programs,  given  the  current  demands  placed  on  these  pro- 
grams. The  HIV-related  counseling,  testing,  and  follow- 
up services  for  at-risk  or  HIV-positive  teenagers,  their 
partners,  and  families  are  different  from  those  programs 
designed  to  counsel  adults.  *‘^  The  trend  toward  making 
HIV  testing  more  available  at  this  point  in  the  epidemic  to 
all  American  citizens,  particularly  those  living  in  high  ser- 
oprevalence areas,  will  only  make  this  gap  wider. 

New  York  City  has  been  a site  for  piloting  innovative 
risk  reduction  and  educational  efforts  geared  specifically 
to  adolescents.  A few  examples  include  the  Star  Teen  The- 
atre group  at  Mount  Sinai  Hospital,  the  ARREST  (AIDS 
Risk  Reduction/ Education  Skills  Training)  Program  at 
Montefiore’s  Adolescent  AIDS  Program,  the  street  out- 
reach programs  of  the  New  York  City  Department  of 
Health,  the  Victim  Services  Agency  (“Street  Work  Pro- 
ject”) in  Manhattan,  Planned  Parenthood’s  “Streetbeat” 
in  the  Bronx,  the  Hetrick-Martin  Institute  projects,  and 
the  special  care  unit  for  HIV-positive  adolescents  at  Cove- 
nant House. 

The  first  invitational  conference  on  HI V/ AIDS  in  ado- 
lescents was  held  in  March  1988  in  NYC.  More  than  100 
invitees  developed  recommendations  to  guide  people  na- 
tionwide in  controlling  and  managing  the  HIV  epidemic 
in  adolescents.  These  recommendations,  as  well  as  back- 
ground papers,  were  published  in  a special  edition  of  the 
Journal  of  Adolescent  Health  Care  in  May  1989.'^ 

The  Adolescent  AIDS  Network  of  New  York  City,  a 
volunteer  organization,  has  met  monthly  since  July  1987 
to  alert  health,  education,  and  social  service  agencies  to 
the  HIV  epidemic  among  adolescents.  Committees  have 
been  formed  to  follow  pressing  medical  issues,  innovative 
education  and  risk  reduction  programs,  and  policy  and 
legislative  issues.  The  network  hosted  one  of  six  federally 
sponsored  regional  conferences  on  AIDS  in  adolescents  in 
May  1989.  Sponsoring  agencies  included  National  Insti- 
tute of  Child  Health  and  Human  Development,  National 
Institute  on  Drug  Abuse,  National  Institute  of  Mental 
Health,  Maternal  and  Child  Health,  Centers  for  Disease 
Control,  and  the  Society  for  Adolescent  Medicine.  Other 
networks  and  conferences  were  held  in  Washington,  DC, 
Chicago,  Houston,  Miami,  and  San  Francisco  to  stimu- 
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late  interagency  planning,  cooperation,  and  research. 

Those  working  with  high-risk  or  HIV-positive  teen- 
agers in  New  York  City  could  now  become  role  models  for 
students  entering  the  ranks  of  the  health  professions  in  the 
coming  decade.  Clearly  we  will  need  to  expand  the  man- 
power capabilities  and  the  opportunities  for  training  pro- 
viders who  will  care  for  HIV-positive  teenagers,  and  pro- 
mote risk  reduction  and  prevention  techniques 
appropriate  for  adolescents. 

Potential  Scope  of  HIV  Spread  Among 
Adolescents 

The  notion  of  “risk  groups”  is  not  a useful  concept  in 
adolescence.  Risk  status  may  currently  be  more  a reflec- 
tion of  geography  (ie,  prevalence  of  HIV  in  a given  area) 
than  being  a member  of  a risk  group. By  adulthood,  the 
majority  of  adolescents  will,  in  fact,  be  at  risk  for  acquir- 
ing HIV.  Risk-related  behaviors  cross  over  from  tradition- 
al risk  groups  to  all  adolescents  who  are  sexually  experi- 
enced. For  example,  many  teenage  boys  who  identify 
themselves  as  being  homosexual  have  not  had  inter- 
course.’* Alternatively,  unprotected  receptive  anal  inter- 
course is  reported  in  some  surveys  of  heterosexual  teenage 
girls. Despite  the  current  emphasis  on  abstinence  and 
monogamy,  the  fact  remains  that  more  than  half  of  all 
adolescents  in  the  United  States  have  had  sexual  inter- 
course by  age  19.^^^  Reported  rates  in  black  and  white  ur- 
ban females  are  as  high  as  80%  and  60%,  respectively, 
by  age  19.^'  Rates  of  most  sexually  transmitted  diseases 
are  highest  among  teenagers  when  rates  are  corrected  for 
the  percent  of  sexually  experienced  people  at  different 
ages.^^ 

The  next  few  years  could  make  a tremendous  difference 
in  the  lives  of  American  youth.  If  effective  prevention  pro- 
grams are  designed  and  implemented,  the  course  of  the 
future  epidemic  could  be  radically  altered.  If  not,  we  stand 
to  repeat  the  course  of  the  epidemic  documented  in  adults 
and  their  infected  offspring  during  the  past  nine  years. 
AIDS  has  become  the  seventh  leading  cause  of  death 
among  people  ages  15-24  years. Primary  prevention 
programs  should  be  age  specific  if  they  are  to  reach  ado- 
lescents because  of  the  cognitive  and  social  differences  be- 
tween teenagers  and  the  age  groups  bracketing  adoles- 
cence. Secondary  preventive  efforts  are  also  clearly 
needed,  since  HIV  has  already  reached  some  segments  of 
the  adolescent  population.  A healthy,  productive  genera- 
tion of  adolescents  in  the  1990s  will  ensure  that  America 
has  the  healthy  generation  of  adults  needed  to  support  the 
growing  elderly  population  in  the  21st  century.  The  HIV 
epidemic  threatens  the  viability,  perhaps  the  very  exis- 
tence, of  this  next  generation. 
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THE  CPC 


Thoracic  lymphadenopathy  and  disseminated  Pneumocystis 

carinii  in  AIDS 


Case  Presentation 

Steven  Szebenyi,  MD  (Chief,  Division  of  General  Internal 
Medicine):  This  patient  was  a 30-year-old  Hispanic  man 
who  was  born  in  Puerto  Rico  and  who  lived  in  New  York 
City  most  of  his  life.  He  was  a registered  nurse  who  had 
probably  been  exposed  to  tuberculosis  in  the  course  of  his 
employment.  He  had  never  smoked  cigarettes,  consumed 
alcohol,  used  drugs  intravenously,  or  been  transfused  with 
blood.  He  gave  a history  of  homosexuality  with  only  a few 
lifetime  partners,  and  infrequent  receptive  anal  inter- 
course with  those  partners.  Supporting  this  assertion  is  the 
lack  of  a history  of  hepatitis  or  sexually  transmitted  dis- 
ease. He  was  apparently  well  all  of  his  life,  except  for  a 
tonsillectomy  as  a child. 

Approximately  two  years  prior  to  his  final  admission, 
while  he  was  in  New  York  City,  the  patient  was  found  to 
be  seropositive  for  human  immunodeficiency  virus  (HIV) 
infection.  Several  months  later,  he  was  admitted  to  a hos- 
pital for  a cough  and  underwent  bronchoscopy,  at  which 
time  Pneumocystis  carinii  pneumonia  was  confirmed.  At 
the  same  time,  acid-fast  bacilli  were  seen  on  a sputum 
smear,  but  no  organisms  were  ever  recovered  on  culture. 
He  was  treated  with  trimethoprim-sulfamethoxazole,  to 
which  he  reacted  with  an  anaphylactic  episode.  He  com- 
pleted treatment  for  his  pneumonia  with  intravenous  pen- 
tamidine. Other  treatment  at  that  time  included  the  ad- 
ministration of  zidovudine  (AZT),  200  mg  every  four 
hours.  He  was  treated  for  his  presumed  tuberculosis  with 
isoniazid,  ethambutol,  and  rifampin,  receiving  nine 
months  of  two-drug  therapy. 

Subsequently,  the  patient  was  well  again  for  about  ten 
months,  at  which  time  he  was  first  admitted  to  Bassett 
Hospital  with  a cough  and  respirophasic  chest  pain.  Find- 
ings of  note  were  bibasilar  rales,  a serum  level  of  lactate 
dehydrogenase  (LDH)  of  350  U/L,  a mildly  elevated  as- 
partate aminotransferase  (AST/SGOT)  at  54  U/L,  a 
lymphocyte  count  of  490//xL,  and  a chest  film  showing 
bilateral  infiltrates  consistent  with  Pneumocystis  carinii 
pneumonia  (Fig  1).  His  arterial  blood  gas  determinations 
were  satisfactory  at  that  time,  with  a PO2  of  93  mm  Hg. 
An  induced  sputum  specimen  contained  Pneumocystis. 
He  received  16  days  of  intravenous  pentamidine  therapy 
in  the  hospital  and  five  days  at  home  subsequent  to  dis- 
charge, after  which  pentamidine  was  discontinued. 

Although  his  condition  improved  following  his  dis- 
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charge  from  the  hospital,  based  on  clinical  and  radio- 
graphic  evaluations,  he  was  readmitted  about  one  month 
later.  Several  days  before  readmission,  he  presented  again 
with  fever,  dyspnea,  respirophasic  chest  pain,  cough,  and 
upper  gastrointestinal  complaints.  A chest  film  showed 
improved  interstitial  infiltrates,  interestingly  with  a new 
lingular  consolidation.  On  examination,  his  temperature 
was  39°C,  and  his  weight  was  43.2  kg.  His  lungs  were 
clear  on  physical  examination,  and  abdominal  findings 
were  within  normal  limits.  The  white  blood  cell  (WBC) 
count  was  1,700/^L,  with  78%  mature  polymorphonucle- 
ar (PMNs)  leukocytes  and  3%  immature  forms;  the  he- 
matocrit was  30.3%,  and  the  mean  corpuscular  volume 
(MCV)  was  increased,  consistent  with  his  zidovudine 
therapy.  Induced  sputum  was  again  positive  for  Pneumo- 


FIGURE  1.  Chest  film  showing  extensive  parenchymal  infiltrative 
changes  in  both  lungs,  compatible  with  Pneumocystis  carinii  pneumonia. 
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cystis  carinii  and  not  for  the  presence  of  other  organisms. 
He  was  treated  with  intravenous  pentamidine  for  five 
days,  followed  by  two  days  of  aerosol  pentamidine,  600 
mg/day,  which  he  subsequently  continued  at  home.  He 
received  two  units  of  packed  red  cells  during  that  admis- 
sion; zidovudine  was  discontinued  because  of  the  low 
WBC,  and  he  was  started  on  ranitidine  for  presumed  gas- 
tritis, although  that  was  never  firmly  diagnosed.  After  he 
had  completed  his  21 -day  course  of  pentamidine,  he  was 
then  maintained  on  150  mg  of  aerosolized  pentamidine 
every  two  weeks. 

For  a period  of  about  seven  months,  the  patient  did 
quite  well  as  an  outpatient.  His  WBC  count  gradually  in- 
creased to  3,100/mL,  and  zidovudine  was  restarted,  ini- 
tially as  a half  dose  of  100  mg  every  four  hours  and  subse- 
quently to  full  doses  again,  which  he  tolerated  for  quite 
some  time.  Blood  cultures  for  Mycobacterium  avium-in- 
tracellulare  were  repeatedly  negative. 

His  appetite  improved  slightly,  as  did  his  energy  level 
during  this  time,  and  his  weight  peaked  at  47  kg  four 
months  prior  to  his  final  admission.  A month  later,  howev- 
er, he  missed  his  outpatient  appointment,  which  was  very 
unusual  for  him.  It  is  still  not  clear  what  happened,  but 
somewhere  in  that  interval  his  condition  deteriorated. 
When  he  came  to  see  me  one  month  later,  he  had  some  loss 
of  appetite  and  weight,  as  well  as  a five-day  history  of 
fever,  increased  cough,  respirophasic  chest  pain,  chills, 
and  cold  sweats.  His  weight  was  42.2  kg;  temperature, 
38.5°C;  and  respirations,  18/min.  His  physical  examina- 
tion was  otherwise  normal.  The  chest  film,  however, 
showed  new  bilateral  and  right  paratracheal  adenopathy, 
though  there  were  no  effusions  or  infiltrates  (Fig  2).  His 
WBC  count  was  1,400/mL  with  72%  mature  PMNs;  he- 
matocrit, 32.3%;  serum  calcium,  8.1  mg/L;  serum  LDH, 
increased  to  476  U/L;  and  serum  SCOT,  now  consider- 
ably increased  to  476  U/L.  His  albumin  level  was  3.5  g/ 
dL.  We  again  reduced  the  dose  of  zidovudine  to  100  mg 
every  four  hours  because  of  the  low  white  blood  cell  count. 

Two  months  before  his  final  admission,  a chest  comput- 
ed tomographic  (CT)  scan  and  a pelvic  CT  scan  con- 
firmed the  extensive  mediastinal  lymphadenopathy,  hilar 
adenopathy,  and  a slight  enlargement  of  the  spleen  with 
areas  of  low  attenuation.  At  that  point  he  was  referred  to 
the  surgical  outpatient  department  for  possible  thoracoto- 
my to  diagnose  the  disease  process  affecting  his  lymph 
nodes  and  spleen.  When  he  was  seen  there  several  weeks 
later,  there  was  marked  increase  in  the  size  of  nodes  as 
well  as  hepatosplenomegaly.  One  month  before  his  final 
admission,  he  was  admitted  for  an  attempted  mini-thora- 
cotomy, at  which  time  he  was  complaining  of  new  onset  of 
paresthesias  in  his  extremities,  increasing  dyspnea,  and 
chest  pressure  that  was  different  from  his  previous  dis- 
comfort. The  hepatosplenomegaly  was  very  notable  at 
that  point.  The  hematocrit  was  35.1%,  and  the  WBC 
count  was  2,200/juL.  The  serum  enzyme  levels  indicative 
of  liver  function  were  now  deteriorating:  LDH,  1,121  U/ 
L;  SCOT,  219  U/L;  alkaline  phosphatase,  376  U/L;  and 
gamma  glutamyl  transpeptidase  (GGTP),  162  U/L  (nor- 
mal range,  15-85  U/L).  The  serum  bilirubin  was  0.3  mg/ 
dL;  serum  albumin,  1.1  g/dL;  and  serum  calcium,  6.6 
mg/dL.  The  arterial  blood  gas  determinations  on  room  air 
showed  a pH  of  7.49;  PCO2,  34  mm  Hg;  and  P02,  65  mm 


Hg.  The  surgeons  at  that  point  were  appropriately  con- 
cerned about  his  nutritional  status  and  his  ability  to  with- 
stand thoracotomy.  A bone  marrow  biopsy  was  per- 
formed, but  it  did  not  indicate  a diagnosis. 

The  patient’s  case  was  discussed  at  tumor  board;  the 
clinical  conclusion  at  that  point  favored  deferral  of  radia- 
tion or  chemotherapy  until  a tissue  diagnosis  could  be 
made.  Mediastinoscopy  and  bronchoscopy  were  felt  to  be 
the  best  approaches,  although  the  pulmonary  consultants 
felt  that  bronchoscopy  probably  would  be  of  low  yield  in 
this  setting.  The  patient  was  rescheduled  for  admission  for 
mediastinoscopy. 

Eight  to  ten  days  later,  his  weight  was  up  to  47  kg,  with 
notable  splenomegaly  to  4 cm  below  the  costal  margin,  a 
palpable  liver  edge,  and  abdominal  distention  compatible 
with  ascites.  His  prothrombin  time  was  elevated  to  14.4 
seconds  (control,  1 1-12.5  sec),  serum  liver  enzyme  levels 
continued  to  increase,  and  the  serum  albumin  level  further 
decreased  to  0.9  g/dL.  He  complained  of  some  paresthe- 
sias, and  a CT  scan  of  his  head  was  performed.  It  showed 
only  mild  cortical  atrophy,  a finding  not  at  all  unusual  in 
this  disease  process. 

Two  weeks  prior  to  his  final  admission,  when  seen  in  the 
surgical  outpatient  department  for  evaluation  prior  to  the 
mediastinoscopy,  the  patient  complained  of  increasing 
orthopnea  and  cough.  His  pulse  rate  was  1 50/min;  he  pre- 
sented clinical  evidence  of  increasing  pleural  effusions  and 
ascites,  and  lower  extremity  edema.  His  blood  count  was 
unchanged;  his  prothrombin  time  was  15.8  sec  (control, 
1 1-12.5  sec),  and  the  serum  albumin  was  0.8  g/dL.  His 
chest  film  now  showed  further  progression  of  adenopathy 
and  pleural  effusions;  a repeat  CT  scan  of  the  abdomen 
showed  a liver  of  normal  size,  a 1 7-cm  spleen,  pleural  effu- 
sions, ascites,  and  probable  retroperitoneal  adenopathy  as 
well.  Surgery  was  deferred,  and  the  patient  was  admitted 
to  the  hospital. 

Even  at  this  point,  the  patient  wanted  all  therapeutic 
avenues  explored,  though  he  was  willing  to  accept  a do- 
not-resuscitate  (DNR)  status.  After  much  discussion,  it 
was  decided  to  treat  the  patient  empirically  for  presumed 
lymphoma — the  diagnosis  that  seemed  to  fit  best  with  the 
clinical  picture,  although  other  possibilities  were  consid- 
ered as  well.  The  patient  was  discharged  and  treated  on  an 
outpatient  basis  with  cyclophosphamide,  vincristine,  and 
prednisone. 

About  ten  days  later,  increased  dyspnea,  fever,  chest 
discomfort,  and  a new  right  upper  lobe  infiltrate  on  chest 
film  necessitated  his  final  readmission.  On  examination, 
his  temperature  was  39°C;  pulse  rate,  1 50/min;  and  respi- 
ratory rate,  44/min.  Except  for  an  ulcer  at  the  corner  of 
his  mouth,  no  other  changes  were  seen  on  physical  exami- 
nation. His  hematocrit  was  27.2%,  and  the  WBC  count 
was  4,800/^L,  with  a left  shift.  Liver  enzyme  levels  had 
decreased,  and  the  chest  film  showed  increased  adenop- 
athy and  infiltrates  (Fig  3).  The  sputum  was  negative  for 
P.  carinii,  but  was  positive  on  culture  for  Staphylococcus 
aureus  and  Bordatella  bronchiseptica.  Blood  cultures 
were  positive  for  Streptococcus  intermedius,  B bronchi- 
septica, and  cytomegalovirus  (CMV).  Culture  of  the 
mouth  ulcer  grew  Herpes  simplex  virus  type  I. 

The  patient  received  the  aggressive  medical  manage- 
ment that  he  and  his  family  requested,  including  antibiot- 
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ic  therapy  together  with  acyclovir.  However,  renal  failure, 
worsening  coagulopathy,  and  respiratory  distress  pro- 
gressed, and  he  died. 

Radiologic  Presentation 

Vittal  Chanamolu,  md  (Radiology  Attending):  The  chest 
radiograph  taken  when  the  patient  first  came  to  this  insti- 
tution showed  extensive  infiltrates  in  the  lung  fields  bilat- 
erally (Fig  1).  In  a patient  known  to  have  HIV-positive 
status,  this  most  likely  represented  Pneumocystis  carinii 
infection.  We  must,  however,  consider  other  possibilities, 
including  infections  with  mycobacteria,  cytomegalovirus, 
toxoplasmosis,  and  other  opportunistic  fungi  in  the  differ- 
ential diagnosis. 

The  patient’s  chest  films  subsequently  cleared  and  his 
condition  improved.  However,  nine  months  later,  even 
though  the  chest  film  showed  clear  lung  fields,  there  was 
now  extensive  hilar  adenopathy  as  well  as  right  paratra- 
cheal  and  aorto-pulmonary  window  adenopathy  (Fig  2). 
The  CT  scan  of  the  chest  a week  later  confirmed  once 
again  the  extensive  lymphadenopathy.  The  liver  was  of 
normal  size,  and  there  was  mild  enlargment  of  the  spleen, 
which  had  low-density  areas  within  it.  I thought  that  the 
patient  most  likely  had  AIDS-related  lymphoma  at  this 
time.  However,  in  the  differential  diagnosis  one  would 
need  to  consider  also  Kaposi’s  sarcoma  and  other  opportu- 
nistic infections. 


FIGURE  2.  Chest  film  (taken  eight  and  a half  months  after  film  in  Fig  1), 
showing  clearing  of  pulmonary  infiltrates,  and  new  right  hilar,  right  para- 
tracheal,  and  aorto-pulmonary  window  lymphadenopathy. 


Seven  weeks  thereafter,  a repeat  CT  examination  dis- 
closed extensive  bilateral  pleural  effusions  and  ascites.  In 
the  interval,  the  spleen  had  markedly  increased  in  size, 
again  with  multiple  low-density  areas  within  it.  The  dif- 
ferential diagnosis  remained  the  same.  There  may  have 
been  some  new  retroperitoneal  adenopathy  at  this  time. 

The  final  chest  radiograph  taken  several  days  prior  to 
death  showed  extensive  bilateral  pulmonary  infiltrates, 
which  could  possibly  have  been  the  cause  of  his  death  (Fig 
3).  There  was  also  evidence  of  marked  interim  increase  in 
the  lymphadenopathy. 

Patrick  N.  Dwyer,  MD  (Attending  Physician,  Hematolo- 
gy-Oncology): This  patient  teaches  us  much  about  AIDS 
and  AIDS-related  diseases.  AIDS  is  a highly  lethal  dis- 
ease, very  common  in  young  and  middle-aged  patients, 
and  involves  a combination  of  multisystemic  disorders,  as 
this  patient  demonstrates.  The  patient  with  AIDS  benefits 
from  the  collaborative  input  of  multiple  subspecialty  ser- 
vices. Empiric  therapy  is  no  stranger  to  this  disease,  as 
with  toxoplasmic  encephalitis,  although  empiric  therapy 
for  lymphoma  is  considered  highly  unorthodox.  The  value 
of  a postmortem  examination  in  this  case  was  greatly  in- 
creased by  our  inability  to  obtain  a tissue  diagnosis  during 
this  patient’s  lifetime. 

This  patient  had  serologic  evidence  of  HIV  infection, 
multiple  episodes  of  Pneumocystis  carinii  pneumonia, 
and  several  hematologic  abnormalities  including  anemia 


FIGURE  3.  Chest  film  on  final  admission,  demonstrating  extensive  bilat- 
eral pulmonary  infiltrates  and  marked  increase  in  hilar  and  mediastinal 
lymphadenopathy. 
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and  profound  leukopenia  secondary  to  marked  depression 
of  the  CD4  helper  cells.  Neurologic  findings  included  cer- 
ebral atrophy  on  the  CT  scan  and  a terminal  sensory-mo- 
tor  polyneuropathy,  which  is  probably  the  most  common 
neurologic  manifestation  of  AIDS.  He  had  three  different 
herpes-group  virus  infections,  including  dermatomal  zos- 
ter, herpes  simplex,  and  cytomegalovirus,  toward  the  end 
of  the  disease  course. 

A constitutional  wasting  illness  was  characterized  by 
sweats,  weight  loss,  fevers,  very  prominent  hilar  and  medi- 
astinal adenopathy,  enlargement  of  the  spleen  with  focal 
lesions,  and  failure  of  the  liver.  He  had  hypoprothrombin- 
emia  and  hypoalbuminemia  with  resultant  peripheral  ede- 
ma, ascites,  and  pleural  effusions.  Finally,  he  had  terminal 
diffuse  pneumonia  and  sepsis  with  Bordatella  broncho- 
septica  and  Streptococcus  intermedins. 

The  wasting,  weight  loss,  fevers,  sweats,  lymphadenop- 
athy,  and  splenomegaly  seen  in  patients  with  AIDS  can 
result  from  invasion  by  a multitude  of  infectious  organ- 
isms or  from  malignancy.  The  most  common  neoplasms 
are  Kaposi’s  sarcoma  and  non-Hodgkin’s  lymphoma;  the 
latter  was  considered  by  us  to  be  highly  probable  in  this 
patient.  Let  us  review  the  list  of  diseases  that  can  be  relat- 
ed to  hilar  and  mediastinal  lymphadenopathy  in  this  clini- 
cal setting. 

Pneumocystis  carinii  pneumonia  (PCP)  is  the  most 
common  life-threatening  infection  in  AIDS,  affecting 
65%  to  80%  of  patients  with  AIDS  during  their  lifetimes. 
It  has  been  traditionally  classified  as  a protozoan  disease, 
spread  by  respiratory  transmission,  with  manifestations 
largely  confined  to  the  thorax.  It  causes  a diffuse  pneumo- 
nia that  is  more  indolent  and  subtle  in  patients  with  AIDS 
than  in  patients  with  hematologic  disorders.  It  causes  fe- 
ver, dyspnea,  cough,  and  hypoxemia.  The  initial  chest  film 
often,  as  in  this  patient,  is  normal;  but  subsequent  radio- 
graphs reveal  at  first  unilateral  and  then  bilateral  intersti- 
tial infiltrates  which  may  progress  from  reticular  to  reti- 
culonodular  to  frank  consolidation. 

However,  mediastinal  and  hilar  lymphadenopathy  are 
very  rare  with  PCP.  In  a review  of  six  different  series  of 
PCP  comprising  487  patients,  only  1.6%  had  mediastinal 
adenopathy,  the  cause  of  which  was  not  documented  by  a 
pathologic  tissue  study  in  any  of  the  cases. Some  of 
these  patients  improved  with  antiprotozoal  therapy.  Real- 
istically, we  must  accept  that  PCP  is  unlikely  to  be  related 
to  the  lymphadenopathy,  despite  our  knowledge  that  this 
man  did  harbor  such  organisms. 

The  diagnosis  of  infection  by  Pneumocystis  carinii  is 
made  by  identifying  the  organisms  in  secretions.  Effective 
therapeutic  agents  are  co-trimoxazole  and  pentamidine, 
which,  however,  are  associated  with  frequent  adverse  re- 
actions, frequent  relapses,  occasional  respiratory  failure, 
and  death. 

Mycobacterium  tuberculosis  is  another  infection  that 
occurs  in  about  10%  of  AIDS  patients,  most  commonly  in 
patients  who  are  Haitian,  black,  Hispanic,  or  intravenous 
drug  abusers.  Although  in  AIDS  the  illness  suggests  a 
progressive,  primary  type  of  tuberculous  infection,  in  real- 
ity it  is  believed  to  be  a reactivation  type  of  infection,  gen- 
erally presenting  with  fever  and  a pulmonary  syndrome. 
The  cavitation  and  apical  infiltrates  commonly  seen  in 
otherwise  normal  hosts  with  tuberculosis  are  not  charac- 


teristic of  tuberculous  infection  in  AIDS  patients;  mid- 
and  lower-lung  zone  infiltrates  are  observed  in  the  major- 
ity of  such  patients.  In  fact,  35%  of  AIDS  patients  with 
tuberculosis  will  have  no  lung  infiltrates  at  all  on  chest 
film.  Hilar  and  mediastinal  lymphadenopathy  will  be  seen 
in  from  20%  to  59%  of  AIDS  patients  with  this  infection. 
Thus,  in  the  patient  under  discussion  today,  the  appear- 
ance of  the  chest  radiograph  gives  us  reason  to  consider 
seriously  the  possibility  of  tuberculosis. 

In  more  than  half  of  AIDS  patients  with  Mycobacte- 
rium tuberculosis,  the  latter  infection  presents  with  extra- 
thoracic  disease  involving  multiple  organs  in  the  body. 
The  diagnosis  requires  culture  of  the  organism  from  the 
affected  tissue.  Few  granulomata  are  seen  in  biopsied  tis- 
sues from  AIDS  patients  with  tuberculosis,  and  acid-fast 
bacilli  are  very  difficult  to  identify  on  tissue  sections  or 
smears,  so  that  cultures  are  required  in  most  cases.  Also, 
tuberculosis  skin  testing  with  purified  protein  derivate 
(PPD)  commonly  gives  negative  results  because  AIDS  is  a 
disease  of  defective  cell-mediated  immunity.  Generally, 
less  than  one  fifth  of  AIDS  patients  will  fail  to  respond  to 
treatment  for  Mycobacterium  tuberculosis.  A three-drug 
antituberculosis  regimen  is  recommended  for  several 
months,  followed  by  two  drugs  for  at  least  nine  months 
and  six  months  after  culture  conversion.^  Most  AIDS  pa- 
tients with  tuberculosis  will  survive  for  a median  of  only 
seven  months. 

Immediately  prior  to  the  terminal  phase  of  his  illness, 
this  patient  received  treatment  for  tuberculosis  over  a pe- 
riod of  nine  months.  This  fact  is  convincing  evidence  to 
dissuade  us  from  considering  that  Mycobacterium  tuber- 
culosis played  a role  in  the  later  events  of  his  illness. 

Mycobacterium  avium-intracellulare  (MAI)  complex 
is  also  a very  common  mycobacterial  infection  in  AIDS, 
occurring  in  approximately  one  third  of  AIDS  cases.  This 
organism  is  widely  disseminated  in  the  body,  in  contrast  to 
Mycobacterium  tuberculosis.  It  can  involve  the  lymph 
nodes,  especially  the  mesenteric  lymph  nodes,  as  well  as 
multiple  organs  including  the  spleen,  with  occasional  focal 
lesions  such  as  this  patient  had. 

Mycobacterium  au/wm-complex  infection  can  generate 
several  clinical  syndromes.  These  include  a general  sys- 
temic illness  with  fever,  malaise,  weight  loss,  and  cytopen- 
ias;  as  well  as  three  other  discrete  gastrointestinal  presen- 
tations: diarrhea  and  abdominal  pain  due  to  colonic 
involvement;  a Whipple-like  malabsorption  syndrome  due 
to  involvement  of  the  small  intestine;  and  obstructive 
jaundice  due  to  lymphadenopathy  in  the  porta  hepatis. 

However,  only  about  6%  of  patients  with  MAI  have  hi- 
lar and  mediastinal  lymphadenopathy.  The  diagnosis 
should  be  easily  made  by  cultures.  This  patient’s  bone 
marrow  was  cultured  for  MAI  slightly  less  than  one 
month  before  he  died.  Such  cultures  can  give  false-nega- 
tive results  in  less  than  15%  of  cases;  cultures  of  other  tis- 
sues can  also  be  used.  There  is  no  strong  impetus  to  make 
this  diagnosis  in  patients  with  AIDS,  because  therapy  is 
ineffectual,  even  with  investigational  agents.  Review  of  a 
comparative  series  of  AIDS  patients  with  and  without 
MAI  infection  demonstrated  no  difference  between  the 
two  groups  in  length  of  survival  or  days  in  the  hospital.* 

Several  types  of  fungi  can  lead  to  the  reported  clinical 
presentation  in  patients  with  AIDS.  Histoplasmosis  is  a 
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disease  that  most  commonly  occurs  among  people  living 
within  the  great  river  valleys  in  the  United  States.  Its  oc- 
currence in  patients  with  AIDS  seems  also  to  reflect  this 
same  geographic  distribution.  However,  the  Caribbean  as 
well  as  South  and  Central  America  are  endemic  areas  for 
histoplasmosis.  While  it  is  an  uncommon  infection,  it 
should  be  considered  here  in  light  of  the  epidemiologic 
information.  Patients  with  histoplasmosis  may  present 
with  fever,  weight  loss,  and  gastrointestinal  complaints, 
and  with  adenopathy  in  probably  not  more  than  20%  of 
patients.  However,  such  patients  may  also  develop  hepato- 
splenomegaly,  marked  elevation  of  liver  enzymes,  and  a 
terminal  illness  suggestive  of  septic  shock,  as  did  this  pa- 
tient. The  chest  radiograph  may  be  normal  in  about  one 
third  of  cases;  generally,  however,  it  shows  diffuse  or 
patchy  infiltrates  and  intrathoracic  lymphadenopathy. 
Histoplasmosis  may  present  with  several  other  syndromes 
as  well. 

The  diagnosis  of  histoplasmosis  requires  bone  marrow 
biopsy  and  culture,  although  the  results  are  positive  in 
only  69%  of  patients  with  the  disease.  Biopsy  of  other  af- 
fected tissues  can  be  used  equally  well  to  make  the  diagno- 
sis. Therapy  with  amphotericin  B with  or  without  keto- 
conazole  is  effective  initially,  but  antibiotic  resistance  and 
clinical  relapse  are  common. 

Cryptococcosis  due  to  Cryptococcus  neoformans  is  an 
uncommon  but  well  recognized  complication  in  AIDS, 
which  can  cause  hilar  and  mediastinal  lymphadenopathy. 
Generally  this  disease  presents  with  pneumonia,  either  in- 
terstitial or  lobar;  occasionally  pleural  effusions  can  devel- 
op. Adenopathy  is  not  a dominant  feature  of  this  illness, 
but  occasionally  truly  massive  adenopathy  can  develop 
with  superior  vena  cava  obstruction.  Meningoencephalitis 
is  the  hallmark  of  this  disease  in  up  to  84%  of  patients; 
they  usually  demonstrate  non-specific  central  nervous  sys- 
tem findings  and  a striking  lack  of  focal  neurologic  defi- 
cits. This  disease  can  be  widely  disseminated  at  the  time  of 
biopsy  or  postmortem  examination.  The  diagnosis  is  made 
by  fungal  cultures  of  either  the  blood  or  cerebrospinal  flu- 
id, or  by  detection  of  cryptococcal  antigen  in  those  fluids. 
Bronchoscopy  is  an  effective  means  of  diagnosis  in  pa- 
tients with  pulmonary  infiltrates.  The  disease  may  re- 
spond initially  to  therapy  with  amphotericin  B and  a limit- 
ed course  of  flucytosine,  but  there  is  a high  failure  and 
relapse  rate  thereafter. 

Several  malignant  diseases  commonly  cause  advanced 
hilar  and  mediastinal  lymphadenopathy.  Epidemic  Kapo- 
si’s sarcoma  (KS)  occurs  in  up  to  one  third  of  patients  with 
AIDS,  usually  among  homosexual  patients.  This  neoplas- 
tic disease  initially  may  generate  few  symptoms.  Ninety- 
five  percent  of  patients  will  have  involvement  of  the  skin  or 
mucous  membranes;  in  up  to  50%  of  such  patients  with 
skin  involvement,  pulmonary  KS  will  develop,  and  hilar 
and  mediastinal  lymphadenopathy  will  be  a dominant 
manifestation  in  one  third  of  this  subset.  Exudative  pleu- 
ral effusions  are  also  common.  Generally,  such  patients 
with  KS  will  have  nodular  and  diffuse  infiltrates  within 
the  pulmonary  parenchyma,  and  involvement  of  the  gas- 
trointestinal tract  and  of  the  spleen,  sometimes  with  hypo- 
dense  lesions,  such  as  this  patient  displayed. 

The  diagnosis  of  KS  is  made  by  biopsy,  or  by  the  char- 
acteristic appearance  of  this  vascular  tumor  at  bronchos- 


copy. This  neoplasm  deserves  important  consideration, 
because  it  is  responsive  to  either  radiation  for  local  dis- 
ease, to  interferon  for  disseminated  disease  in  patients 
with  intact  CD4  levels,  or  occasionally  to  combination 
chemotherapy. 

AIDS-related  lymphoma  was  a leading  consideration 
at  the  time  that  we  gave  this  man  his  empiric  trial  of  che- 
motherapy. Lymphoma  occurs  in  only  3%  of  patients  with 
AIDS,  but  can  present  with  fever,  sweats,  weight  loss,  and 
commonly  lymphadenopathy  (abdominal,  mediastinal 
and  hilar,  or  peripheral).  This  disease  has  a marked  pre- 
disposition to  involve  extranodal  sites  among  AIDS  pa- 
tients. Frequently,  the  patients  will  present  with  central 
nervous  system  disease  only;  however,  up  to  40%  of  pa- 
tients who  do  not  present  in  such  a manner  have  a high 
predisposition  for  meningeal  involvement,  as  well  as  infil- 
tration of  the  bone  marrow  and  of  the  gastrointestinal 
tract.  The  disease  can  spread  to  multiple  organs  as  well. 
The  diagnosis  is  usually  made  by  biopsy,  although  needle 
aspiration  gives  reliable  results  in  experienced  hands. 

These  particular  lymphomas  in  AIDS  patients  are  ag- 
gressive neoplasms,  almost  always  of  high  or  intermediate 
grade.  Therapy  with  attenuated  antilymphoma  regimens, 
such  as  this  patient  received,  are  very  effective,  with  com- 
plete remission  rates  of  about  57%;  however,  the  median 
survival  is  four  to  ten  months  after  diagnosis.  Primary 
central  nervous  system  lymphoma  has  an  especially  poor 
prognosis. 

AIDS-related  Hodgkin’s  disease  should  be  given  brief 
consideration,  because  we  frequently  see  hilar  and  medi- 
astinal involvement  as  evidence  of  Hodgkin’s  disease  in 
non-HIV-infected  hosts.  We  should  note,  however,  that 
even  in  AIDS  patients  with  nodular  sclerosing  Hodgkin’s 
disease,  there  is  only  a 1 5%  incidence  of  hilar  or  mediasti- 
nal lymphadenopathy.  Again,  similar  to  the  infections  and 
other  neoplasms  that  commonly  occur  in  AIDS,  Hodg- 
kin’s disease  may  assume  an  atypical  form  in  the  setting  of 
AIDS,  with  extranodal  involvement  and  advanced  stage. 
It  commonly  presents  with  fevers,  sweats,  and  weight  loss, 
as  did  this  patient.  The  diagnosis  requires  tissue  biopsy. 
Treatment  with  anti-Hodgkin’s  regimens  generates  medi- 
an survivals  of  about  15  months. 

Hilar  and  mediastinal  lymphadenopathy  in  the  setting 
of  AIDS  always  indicates  serious  disease;  such  node  en- 
largement is  not  generally  a component  of  the  progressive 
generalized  lymphadenopathy  of  AIDS  or  the  AIDS-re- 
lated  complex  (ARC),  and  it  should  not  be  considered  as  a 
secondary  manifestation  of  PCP.  Histologic  and  bacterial 
confirmations  are  always  necessary  to  establish  the  cor- 
rect diagnosis,  since  without  them  accurate  diagnosis  is 
impossible  in  view  of  the  legion  of  organisms  and  tumors 
that  can  cause  such  a presentation  in  AIDS  patients. 
There  is  no  pathognomonic  radiographic  or  clinical  pre- 
sentation that  will  establish  the  diagnosis  in  the  absence  of 
suitable  tissue  or  bacteriologic  studies. 

Multiple  opportunistic  infections  also  can  occur  simul- 
taneously in  AIDS  patients;  the  medical  literature  details 
such  coexistence  of  different  diseases,  even  within  individ- 
ual lymph  nodes.  It  is  important  to  emphasize  that  such 
complicating  illnesses  frequently  display  atypical  clinical 
courses  in  AIDS  patients. 

At  the  time  of  this  man’s  empiric  chemotherapy  for  sus- 
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pected  lymphoma,  the  two  leading  diagnostic  possibilities 
in  my  opinion  were  non-Hodgkin’s  lymphoma  or  Myco- 
bacterium au/wm-complex.  Subsequent  to  his  trial  of  che- 
motherapy, we  obtained  more  information,  which,  howev- 
er, has  created  only  more  uncertainty  and  indecision. 

Although  this  man  could  have  had  histoplasmosis,  Ka- 
posi’s sarcoma,  cryptococcosis,  and  other  illnesses  as  well, 
the  course  of  his  illness  does  not  lead  toward  any  of  those 
entities.  It  strongly  suggests  non-Hodgkin’s  lymphoma, 
with  prominent  lymphadenopathy,  elevated  LDH,  and  a 
large  spleen;  yet  a very  disturbing  feature,  to  me,  is  his 
failure  to  respond  to  chemotherapy  by  day  13.  That  is 
clearly  unusual  and  has  caused  me  to  move  non-Hodgkin’s 
lymphoma  further  down  on  my  list. 

Mycobacterium  au/wm-complex  also  can  present  this 
way,  commonly  with  splenomegaly  with  focal  lesions. 
Prominent  adenopathy  is  not  so  common,  but  does  not  dis- 
suade me  from  this  diagnosis.  Also,  as  I said,  it  is  a non- 
treatable  disease  with  a poor  outcome.  But  the  clinical 
feature  that  diverts  me  from  this  alternative  diagnosis  is 
the  report  of  bone  marrow  cultures  negative  for  that  or- 
ganism. So  I cannot  accept  either  non-Hodgkin’s  lympho- 
ma or  MAI  infection  as  the  most  likely  diagnoses. 

No  other  diagnoses  can  be  strongly  supported,  though 
the  clinical  presentation  could  be  suggestive  of  tuberculo- 
sis— a Hispanic  nurse  with  prominent  thoracic  adenop- 
athy. Again,  there  is  a red  flag  here.  Mycobacterium  tu- 
berculosis was  not  strongly  considered  during  the 
patient’s  lifetime  because  of  the  recently  completed  regi- 
men of  triple  anti-tuberculous  drugs.  However,  patients 
who  have  been  treated  with  multiple  drugs  for  tuberculo- 
sis have  been  known  to  relapse  with  disseminated  disease 
within  a short  period  of  time.  We  really  must  consider 
tuberculosis  on  our  list  of  possible  diagnoses  as  well. 

One  last  comment:  The  organism  Bordatella  broncho- 
septica  was  recovered  from  this  man’s  blood  and  respira- 
tory secretions.  This  is  an  extraordinarily  uncommon 
pathogen  in  man,  not  believed  to  cause  illness  in  persons 
with  normal  immune  mechanisms,  but  frequently  recov- 
ered from  animals.  It  is  a rare  cause  of  pertussis,  bronchi- 
tis, and  pneumonia  in  debilitated  hosts. 

Clinical  Diagnoses 

Acquired  immunodeficiency  syndrome. 

History  of  Pneumocystis  carinii  pneumonia. 

Febrile  wasting  illness  with  hilar  and  mediastinal  ad- 
enopathy, splenomegaly,  hepatic  synthetic  failure  (possi- 
bly due  to  non-Hodgkin’s  lymphoma,  Mycobacterium 
flu/«m-complex,  or  tuberculosis). 

Terminal  septicemia  and  pneumonia  (due  to  Borda- 
tella bronchiseptica.  Streptococcus  intermedius). 

Pathology  Presentation 

Harlan  D.  Alpern,  MD  (Pathologist-in-Chief):  At  autop- 
sy, there  was  evidence  of  quintilobar  pneumonia.  The 
right  lung  had  a mass  of  860  g and  the  left  lung  760  g, 
approximately  twice  normal.  Cut  sections  revealed  areas 
of  the  lung  surfaces  to  be  dark-red,  rubbery,  and  indurat- 
ed. There  were  focal  cystic  changes.  Histologic  sections 
revealed  alveolar  air  spaces  to  be  filled  with  amphophilic 
foamy  material,  and  there  was  a mild  interstitial  inflam- 
matory infiltrate. 


m 


FIGURE  4.  Confluent  granulomata  (arrow)  in  mediastinal  lymph  node 
(hematoxylin-eosin  stain,  original  magnification  X 40). 

The  sections  stained  by  the  Gomori  methenamine  silver 
(GMS)  method  demonstrated  large  numbers  of  Pneumo- 
cystis carinii  cysts,  many  of  which  were  bean-shaped  and 
contained  trophozoites.  Other  areas  of  the  lungs  lacked 
this  intra-alveolar  foamy  material,  but  contained  macro- 
phages, occasional  small  lymphocytes,  and  some  large 
mononuclear  cells.  At  high  magnification,  these  large 
mononuclear  cells  demonstrated  huge  intranuclear  inclu- 
sions with  perinuclear  clear  zones  characteristic  of  cyto- 
megalovirus infection.  Viral  cultures  of  the  lungs  taken  at 
autopsy  confirmed  the  presence  of  cytomegalovirus.  The 
finding  of  this  virus  with  Pneumocystis  carinii  is  common. 
Sections  stained  for  acid-fast  organisms  revealed  none. 

The  lymph  nodes  in  the  pulmonary  hilum  and  mediasti- 
num were  strikingly  enlarged.  On  histologic  examination 
there  was  marked  lymphoid  depletion,  and  there  were 
confluent  non-caseating  granulomata  (Fig  4).  The  GMS 
stain  demonstrated  Pneumocystis  carinii  organisms  (Fig 
5)  in  these  lymph  nodes. 

The  bone  marrow  was  hypercellular,  exceeding  90%, 
with  marked  myeloid  hyperplasia,  which  is  typical  of 
AIDS.  In  the  marrow  were  multiple  granulomata.  The 
GMS  stain  demonstrated  Pneumocystis  carinii  in  the 
granulomata  (Fig  6).  Stains  for  acid-fast  organisms  in  the 
bone  marrow  were  negative. 

The  spleen  was  large,  measuring  900  g,  approximately 
six  times  the  normal  mass.  Lymphoid  elements  were  strik- 
ingly depleted,  which  is  typical  of  AIDS.  There  were  also 


FIGURE  5.  Pneumocystis  carinii  {arrow)  in  mediastinal  lymph  node  (GMS 
stain,  original  magnification  X 400). 
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FIGURE  6.  Pneumocystis  carinii  (cluster  at  arrow)  in  bone  marrow  gran- 
uloma (GMS  stain,  original  magnification  X 200). 


large  numbers  of  granulomata  within  the  spleen,  and  the 
G MS-stained  sections  demonstrated  Pneumocystis  car- 
inii in  these  granulomata. 

The  liver  was  not  enlarged,  with  a mass  of  1,200  g. 
There  were  large  numbers  of  yellow-gray  nodular  lesions 
in  the  liver,  measuring  from  1 to  2 mm.  On  histologic  ex- 
amination, these  were  granulomata,  and  the  GMS  stain 
demonstrated  Pneumocystis  carinii  within  them. 

The  kidneys  similarly  demonstrated  multiple  yellow- 
gray  nodules,  especially  in  the  cortex,  measuring  1-2  mm 
in  diameter.  The  histologic  sections  also  showed  Pneumo- 
cystis carinii,  with  areas  of  associated  calcification. 

Pneumocystis  carinii  pneumonia  is  common  in  patients 
with  the  acquired  immunodeficiency  syndrome.  In  fact,  it 
represents  the  most  common  cause  of  death  in  these  pa- 
tients. Although  Pneumocystis  carinii  infection  in  the 
lungs  is  frequently  observed,  documented  Pneumocystis 
carinii  infection  outside  the  lungs  is  very  rare.  Dr  Marga- 
ret Grimes  and  her  colleagues  of  the  Columbia  University 
College  of  Physicians  and  Surgeons  reviewed  the  English 
literature  in  1987  and  found  16  such  cases,  to  which  they 
added  a case  of  their  own.^  Widely  disseminated  Pneumo- 
cystis carinii  beyond  pulmonary  hilar  and  mediastinal 
lymph  nodes,  as  in  this  case,  is  even  rarer. ^ 

The  route  of  dissemination  of  Pneumocystis  carinii 
from  the  lungs  is  presumed  to  be  both  lymphatic  and  he- 
matogenous. The  granulomatous  inflammatory  process  as 
a response  to  the  PCP  was  seen,  however,  even  before  the 
recognition  of  AIDS,  when  it  was  found  in  other  immuno- 
suppressed  or  immunodeficient  individuals.  Although 
Pneumocystis  carinii  has  historically  been  classified  as  a 
protozoan,  recent  electron  micrographic'°  and  gene  se- 
quencing" studies  provide  evidence  that  Pneumocystis 
carinii  is  more  properly  classified  as  a fungus  than  as  a 
protozoan. 

In  summary,  this  30-year-old  man  with  AIDS  died  of 
respiratory  insufficiency  due  to  Pneumocystis  carinii  and 
cytomegalovirus  pneumonia.  An  incidental  and  most  ex- 
traordinary finding  was  widely  disseminated  Pneumocys- 
tis carinii. 

Dr  Szebenyi:  Early  in  1989,  the  FDA  approved  treat- 
ment with  aerosolized  pentamidine  as  an  investigational 
new  drug;  the  approved  protocol  calls  for  aerosolized  pen- 
tamidine, 300  mg  once  a month,  delivered  by  a Respigard 
II  nebulizer. 


David  Blumenstock,  md  (Attending  Surgeon):  One  of 

the  lessons  to  be  learned  from  this  patient  is  that  the  open 
biopsy  procedure  should  have  been  undertaken  in  spite  of 
the  patient’s  rapid  deterioration.  Whether  the  informa- 
tion so  obtained  would  have  altered  the  outcome  is  diffi- 
cult to  say. 

Dr  Alpern:  I am  certain  that  we  would  have  made  the 
diagnosis  at  surgery,  just  as  we  did  at  autopsy.  The  am- 
phophilic material  would  have  strongly  raised  the  suspi- 
cion, and  the  GMS  stain  would  have  demonstrated  the 
organisms.  It  is  unfortunate  that  the  bone  marrow  biopsy 
that  was  performed  during  life,  and  which  I reviewed  at 
the  time  of  autopsy,  did  not  demonstrate  the  granulomata. 

In  the  patient  that  Grimes  et  al  reported,^  the  condition 
was  diagnosed  during  the  patient’s  life  from  endoscopic 
biopsies  of  the  esophagus  and  duodenum.  Other  authors 
have  made  the  diagnosis  antemortem  by  bone  marrow  ex- 
amination.'^ 

David  S.  Pratt,  MD  (Attending  Physician,  Pulmonary 
Medicine):  In  view  of  the  findings  at  autopsy,  I do  not 
think  that  a transbronchial  biopsy  would  have  helped  very 
much.  Even  patients  with  AIDS  who  are  treated  aggres- 
sively for  Pneumocystis  carinii  may  harbor  residual  or- 
ganisms, so  that  if  a bronchoscopic  biopsy  in  this  man  had 
demonstrated  Pneumocystis  carinii  in  the  lung  parenchy- 
ma, it  would  not  have  suggested  the  diagnosis  of  dissemi- 
nated disease,  which  you  made  at  autopsy.  Consequently, 
to  some  extent,  I feel  that  my  reluctance  concerning  bron- 
choscopy was  justified  in  this  particular  patient  at  that 
time. 

Dr  Alpern:  I agree.  It  was  known  that  the  patient  had 
Pneumocystis  in  the  lungs.  It  was  the  widespread  extra- 
pulmonary  disease  that  was  not  known,  especially  the  me- 
diastinal enlargement  that  was  suspicious  for  lymphoma. 
The  a priori  likelihood  that  the  mediastinal  enlargement 
was  due  to  Pneumocystis  was  very  low,  and  the  finding  of 
these  organisms  in  the  lung,  so  common  in  AIDS  patients, 
would  not  have  thrown  any  additional  light  on  the  cause  of 
the  mediastinal  lymphadenopathy. 

Nancy  B.  Merrell,  MD  (Attending  Physician,  Gastroen- 
terology): Patients  with  diffuse  granulomatous  disease  of- 
ten have  multisystem  involvement,  specifically  in  the  bone 
marrow  and  liver.  Percutaneous  liver  biopsy  for  both  his- 
tologic and  bacteriologic  evaluations  would  have  been 
most  useful  in  this  situation.  It  is  well  known  that  single 
percutaneous  liver  biopsies  do  not  have  a good  yield  in  the 
search  for  metastatic  infectious  processes.  This  yield  can 
be  increased  by  performing  two  or  three  liver  biopsies;  but 
with  the  aid  of  laparoscopy,  the  yield  of  multiple  percuta- 
neous liver  biopsies  can  be  increased  dramatically,  espe- 
cially if  capsular  or  subcapsular  involvement  of  the  liver 
can  be  visualized.'^ 

Dr  Alpern:  Yes.  There  were  many  granulomata  in  the 
liver,  and  the  liver  biopsy  might  very  likely  have  estab- 
lished the  diagnosis. 

Dr  Dwyer:  Could  the  attenuated  antilymphoma  thera- 
py given  to  this  patient  have  influenced  the  course  of  his 
Pneumocystis  infection?  He  received  attenuated  CVP 
(cyclophosphamide,  vincristine,  prednisone)  chemothera- 
py more  than  two  months  after  the  development  of  his 
hilar  and  mediastinal  lymphadenopathy.  When  impend- 
ing respiratory  failure  from  Pneumocystis  carinii  pneu- 
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monia  is  treated  with  prednisone,  a significant  anecdotal 
experience  suggests  that  significant  improvement  in  respi- 
ratory function  may  occur.  The  seven-day  course  of  pred- 
nisone that  this  patient  received  almost  a month  prior  to 
his  death  clearly  could  have  worsened  his  impaired  im- 
mune defenses  and  participated  in  the  deterioration  of  his 
infections  with  Pneumocystis  and  cytomegalovirus.  How- 
ever, I do  not  think  that  his  non-myelosuppressive  doses  of 
cyclophosphamide  had  any  significant  impact.  The  empir- 
ic chemotherapy  in  this  patient,  who  could  not  withstand 
definitive  biopsy,  involved  careful  consideration  of  the  po- 
tential benefits  versus  the  risks  of  worsening  the  opportu- 
nistic infections  in  this  young  man,  who  was  so  close  to 
death. 

The  medical  literature  concerning  AIDS  patients  with 
Pneumocystis  carinii  infection  indicates  that  lymphade- 
nopathy  rarely  develops  in  such  patients;  such  nodes  were 
almost  never  biopsied,  but  there  are  occasional  patients  in 
whom  the  hilar  and  mediastinal  lymph  nodes  reduced  in 
size  with  treatment  for  the  Pneumocystis  infection.  In  any 
event,  this  case  offers  an  extraordinarily  rare  presentation 
of  Pneumocystis  carinii  infection. 

Final  Anatomic  Diagnoses 

Pneumocystis  carinii  and  cytomegalovirus  pneumo- 
nia— bilateral,  lungs. 

Acquired  immunodeficiency  syndrome  (AIDS). 

Disseminated  granulomatous  Pneumocystis  carinii  in- 
fection involving  pulmonary  hilar  and  mediastinal  lymph 
nodes,  spleen,  liver,  kidneys,  bone  marrow,  pancreas,  thy- 


roid, and  adrenal  glands. 
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SPECIAL  ARTICLE 


A medical  student’s  dilemma 

Barry  A.  Solomon 


Who  would  have  thought.  A friend  of  mine  was  recently 
diagnosed  as  having  AIDS.  I had  learned  about  the  epide- 
miology, genetic  constituency,  medical  complications,  di- 
agnostic methods,  and  prognosis  of  AIDS.  For  the  most 
part,  medical  school  has  prepared  me  with  the  scientific 
data  base  necessary  to  practice  medicine.  Should  I visit 
him?  After  all,  he  is  hospitalized  in  another  state.  I have 
classes  daily  and  frequent  examinations. 

I stood  at  the  door  to  his  room.  It  was  6:30  PM.  I had 
never  personally  known  anyone  who  had  been  admitted  to 
a hospital.  I pulled  the  curtain  aside  to  see  him  but  all  I 
saw  were  nurses,  machines,  tubes,  bags,  and  fluorescent 
lights.  The  sounds  were  deafening;  the  smell  unforgetta- 
ble. My  mouth  became  dry. 

“Hello,  Evan.”  He  did  not  respond.  I took  his  hand  but 
was  unsure  of  my  act’s  purpose.  I cared  about  him,  but 
how  much  empathy  should  I express?  Since  he  is  my 
friend,  can  I,  should  I,  show  my  concern  and  identify  with 
his  pain  and  inner  suffering,  if  that  is  at  all  possible,  or 
should  I remain  the  detached  professional  in  order  to  be 
his  pillar  of  strength?  What  is  best  for  him?  For  me? 

Evan  had  always  been  a free  spirit,  autonomous.  Now 
he  was  intubated.  The  respirator  rhythmically  forced  oxy- 
gen into  his  lungs,  billowing  his  chest.  I focused  on  his 
rising  and  falling  chest,  mesmerized.  How  could  I,  a medi- 
cal student,  a friend,  look  him  in  the  eyes?  He  was  not  the 
person  I used  to  know.  Just  a few  weeks  ago  we  were  to- 
gether at  his  mother’s  house,  speaking  about  unimportant 
topics  and  laughing.  We  are  both  young.  He  exercised  reg- 
ularly. I did  not.  Now  he  was  dying.  I did  not  know  who 
was  more  nervous  or  embarrassed.  I knew  that  on  learning 
of  his  diagnosis  he  would  become  ambivalent,  turn  in- 
ward, rebel,  and  fail  to  reason. 

Confusion.  Sympathy  or  empathy? 

I squeezed  his  hand.  His  eyes  opened  and  met  mine.  He 
stared.  What  should  I do  now?  Should  I speak  to  him? 
What  should  I say?  What  if  I say  the  wrong  thing  and 
worry  him  more?  Evan  knew  I was  going  to  be  a physician 


and  thought  I knew  almost  everything.  So  he  thought. 
What  should  I do  now?  I stared  back.  His  eyelids  were 
partially  open,  slightly  swollen,  with  sticky  white  particles 
in  his  eyelashes.  After  what  seemed  to  be  an  eternity  I 
moved  my  eyes  to  look  at  his  body  (or  to  avoid  his  stare). 
He  was  pale  and  had  lost  weight.  “How  are  you  feeling?” 
“Looking  good.”  “Are  they  treating  you  okay?”  Evan 
communicated  with  me  by  moving  his  eyes.  Evan  is  lucky. 

I knew  his  family  cared  about  him  and  that  I cared.  We 
would  be  understanding,  tolerant,  and  accepting  of  him. 
But  what  of  the  other  patients  who  lack  support  and  are 
being  treated  with  impersonal  health  care? 

I continued  communicating  with  Evan  although  I do 
not  remember  the  content  of  that  communication.  Al- 
though I did  not  tell  Evan  in  so  many  words,  I hoped  he 
would  understand  that  I cared  for  him  and  would  be  there- 
for him  when  he  needed  me.  I reluctantly  restrained  most 
of  my  emotions. 

His  nurse  came  to  the  bedside  and  administered  a drug 
through  his  IV  tube  to  paralyze  him  so  that  he  could 
breathe  more  easily.  He  was  excited  and  becoming  short 
of  breath.  My  wife  tapped  me  on  the  shoulder  and  told  me 
it  was  9:00  PM  and  time  to  leave.  I looked  at  Evan.  How 
can  I leave  him  like  this?  He  will  be  all  right.  Sure  he  will. 
What  should  I say  to  him?  Goodbye?  See  you  later?  Will 
I?  Evan  stared  at  me  and  reached  out  his  hand.  I placed 
my  hand  within  his.  He  squeezed.  I squeezed  back.  I left 
my  hand  there  until  his  hand  fell  to  the  bed. 

As  I was  leaving  I realized  how  grateful  I should  be  to 
my  teacher  in  the  doctor-patient  relationship  course  I had 
taken  in  medical  school.  He  exposed  my  mind  to  certain 
nuances  of  patient  relations  and  taught  me  to  recognize 
certain  emotional  limits.  I used  to  believe  a medical  stu- 
dent would,  and  should,  react  with  innate  responses  to 
such  situations.  I learned  that  few  if  any  of  us  are  truly 
prepared  for  the  emotional  confrontation  awaiting  us  in 
our  management  of  patients. 

I will  be  your  pillar,  Evan.  See  you  later. 
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CASE  REPORTS 


Disseminated  Pneumocystis  carinii  infection  in  the  acquired 

immunodeficiency  syndrome 

Stefano  Ravalli,  md;  Roger  L.  Garcia,  md;  Raf  A.  Vincent,  md;  Ruvan  Shein,  md 


Pneumocystis  carinii  is  the  most  com- 
mon opportunistic  agent  affecting  the 
population  with  the  acquired  immuno- 
deficiency syndrome  (AIDS);  it  is  diag- 
nosed in  about  60%  of  these  patients.' 
However,  despite  increasingly  frequent 
reports  of  focal  extrapulmonary  in- 
volvement by  P carinii, extensive 
multisystemic,  extrapulmonary  dissem- 
ination has  rarely  been  reported.  A re- 
view of  the  English  literature  yielded 
only  six  such  cases:  three  in  patients  in- 
fected with  the  human  immunodefi- 
ciency virus  (HIV),^-"  and  three  in  pa- 
tients with  other  causes  of 
immunosuppression.'^  ''^  We  report  on 
a patient  with  AIDS  with  P carinii  in- 
fection characterized  by  extensive  dis- 
semination. 

Case  Report 

A 32-year-old  man  with  AIDS  was  admit- 
ted to  the  hospital  for  syncope,  diarrhea,  and 
dehydration.  He  was  bisexual  and  did  not 
use  intravenous  drugs.  The  patient  had  a 
history  of  cytomegalovirus  (CMV)  colitis 
diagnosed  by  colonoscopy  and  multiple  bi- 
opsies on  three  different  occasions,  begin- 
ning in  July  1987.  Pneumocystis  carinii 
pneumonia  (PCP)  had  been  diagnosed  by 
bronchial  biopsy  in  April  1987  and  recurred 
in  July  1987  and  March  1988.  During  the 
first  episode  of  PCP,  a bronchial  washing 
also  revealed  CMV  inclusions.  His  previous 
history  also  included  giardiasis  and  hepatitis 
B infection. 

He  was  initially  treated  with  intravenous 
trimethoprim-sulfamethoxazole;  his  regi- 
men was  later  changed  to  intravenous  pen- 
tamidine. He  later  received  aerosolized  pen- 
tamidine for  PCP  prophylaxis  every  two 
weeks  for  more  than  one  year  prior  to  the 
last  admission.  The  patient  also  took,  from 
May  1987,  oral  azidothymidine  (AZT),  200 
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mg  every  four  hours,  which  was  poorly  toler- 
ated, requiring  occasional  interruption  of 
the  treatment.  During  the  year  and  a half 
prior  to  the  November  1988  admission,  the 
patient’s  main  problem  was  chronic  watery 
diarrhea  and  weight  loss,  requiring  multiple 
admissions  for  fluid  and  electrolyte  manage- 
ment. In  addition,  he  suffered  from  head- 
aches, seizures,  hallucinations,  and  a pro- 
gressive sensory-motor  neuropathy.  Com- 
puted tomographic  (CT)  scans  of  the  head 
showed  only  signs  of  cerebral  atrophy. 

At  the  time  of  his  last  admission  to  the 
hospital  he  was  cachectic  (weight,  49  kg) 
and  afebrile,  and  had  a supine  blood  pres- 
sure of  80/60  mm  Hg  with  orthostasis.  He 
had  no  cough  or  sputum  production,  short- 
ness of  breath,  or  pleuritic  chest  pain;  how- 
ever, examination  of  his  chest  revealed  bron- 
chial breath  sounds  posteriorly  over  the  left 
upper  lung  field,  and  chest  radiographs 
showed  bilateral  diffuse  infiltrates.  Signifi- 
cant laboratory  data  included  the  following: 
white  blood  cell  count,  4.0  X lO’/L  (nor- 
mal, 5-11  X 10^/L);  hemoglobin,  12.5 
g/dL  (normal,  14.0-18.0  g/dL);  platelet 
count,  68.0  X 10^/L  (normal,  150- 
450  X 10^/L);  total  protein,  3.1  g/dL  (nor- 
mal, 6. 0-8. 5 g/dL);  albumin,  1.0  g/dL 
(normal,  3. 0-5. 5 g/dL);  glucose,  155  mg/ 
dL  (normal,  70-125  mg/dL);  blood  urea  ni- 
trogen (BUN),  32  mg/dL  (normal,  10-26 
mg/dL);  creatinine,  1.7  mg/dL  (normal, 
0.7-1. 5 mg/dL);  lactic  dehydrogenase 
(LDH),  653  U/L  (normal,  60-200  U/L); 
serum  aspartate  aminotransferase  (AST), 
167  U/L  (normal,  0-41  U/L);  serum  ala- 
nine aminotransferase  (ALT),  68  U/L  (nor- 
mal, 0-45  U/L);  alkaline  phosphatase,  663 
U/L  (normal,  30-115  U/L).  Despite  ag- 
gressive hydration  and  empirical  antibiotic 
treatment,  the  patient  had  a rapid  downhill 
course.  He  remained  hypotensive  and  oligu- 
ric, and  he  died  on  the  fourth  hospital  day. 

Pathologic  Findings.  The  body  was 
emaciated  without  other  externally  visible 
pathologic  changes.  The  right  and  left  lungs 
were  consolidated,  weighing  730  g and  700 
g,  respectively.  The  visceral  pleurae  were 
dotted  with  multiple  gray  nodules,  measur- 
ing 5 mm  in  average  diameter.  The  lung  pa- 
renchyma was  congested,  firm,  and  subcre- 
pitant. The  spleen  was  enlarged  (600  g)  and 


its  parenchyma  studded  with  yellow-gray, 
confluent,  nodular  infiltrates.  The  same 
findings  were  observed  in  the  kidneys, 
throughout  the  cortex  and  medulla  (Fig  1). 
Scattered,  less  numerous,  gray  nodules  were 
present  in  the  myocardium  and  were  visible 
through  the  endocardium  (Fig  2).  Similar 
minute  nodules  were  present  in  the  liver. 

Microscopic  examination  of  the  lungs  re- 
vealed honeycombed,  eosinophilic  material 
in  the  alveoli,  within  alveolar  septa,  and  fill- 
ing numerous  blood  vessels  (Fig  3,  left). 
Multiple  areas  of  calcification  were  also 
present  within  this  material.  The  foamy 
masses  had  the  characteristic  appearance  of 
clusters  of  P carinii  cysts,  and  silver  methe- 
namine  stain  (GMS)  demonstrated  the  typi- 
cal round  or  helmet-shaped  cyst  wall  with  a 
focal  elongated  thickening.  These  distinct 
conglomerates  were  also  present  as  infil- 
trates in  mediastinal  and  retroperitoneal 
lymph  nodes,  liver  (Fig  3,  center),  spleen, 
aorta,  heart  (Fig  3,  right),  endocrine  and 
exocrine  pancreas,  gallbladder,  esophagus. 
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FIGURE  1.  The  kidneys  and  other  parenchy- 
matous organs  were  heavily  colonized  by  P car- 
inii, visible  grossly  as  small,  irregular  nodularity 
throughout  the  cortex  and  medulla. 
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FIGURE  2.  Numerous  P carinii  infiltrates  could 
be  seen  under  the  endocardium  in  all  chambers 
of  the  heart. 

stomach,  small  and  large  intestines,  kidneys, 
urinary  bladder,  testes,  thyroid,  adrenals, 
sympathetic  ganglia,  and  bone  marrow.  In 
many  of  these  sites,  the  cysts  were  present 
within  blood  vessels,  including  the  vasa  va- 
sorum  of  the  aorta  and  the  glomerular  capil- 
laries of  the  kidneys  (Fig  4). 

In  the  liver,  P carinii  massively  embolized 
the  branches  of  the  portal  vein  and  extended 
to  the  sinusoids  and  central  veins,  but  was 
not  present  in  the  hepatic  arteries  or  bile 


ducts.  No  inflammatory  reaction  was  elicit- 
ed by  its  presence  in  any  of  the  organs  in- 
volved. The  alveolar  pneumocytes  were 
prominent,  but  there  were  virtually  no  plas- 
ma cells.  The  gastric  mucosa  exhibited  a su- 
perficial chronic  gastritis,  but  there  was  no 
spatial  relation  to  the  scattered  P carinii  in- 
filtrates, and  there  were  no  visible  inflam- 
matory cells  of  any  kind  within  the  latter.  In 
addition  to  Pneumocystis,  cytomegaloviral 
inclusions  were  observed  in  the  lungs,  adren- 
als, gallbladder,  and  gastrointestinal  tract, 
but  without  erosions  or  ulcerations  in  the 
latter. 

Consent  for  the  examination  of  the  brain 
was  not  granted  in  this  case;  therefore,  cor- 
relation between  the  neurologic  findings  and 
the  central  nervous  system  pathology  could 
not  be  established. 

Discussion 

Pneumocystis  carinii  pneumonia  is 
the  most  common  opportunistic  infec- 
tion in  AIDS'  and  accounts  for  signifi- 
cant mortality  in  this  population.'^  P 
carinii  is  a eukaryotic  microorganism 
of  uncertain  taxonomy.  Whereas  sever- 
al authors  consider  it  to  be  a protozoan, 
others  think  that  it  more  closely  resem- 
bles a fungus.  Recently,  phylogenetic 
analysis  of  Pneumocystis  16S-like  ribo- 
somal  RNA  (rRNA)  has  apparently 
demonstrated  it  to  be  a member  of  the 
fungi. 

The  first  report  of  extrapulmonary  P 
carinii  infection  in  a patient  with  AIDS 
is  that  of  Kwok  and  coworkers, ^ who 
demonstrated  its  presence  in  the  retina 


FIGURE  4.  P carinii  cysts  in  the  glomerular 
capillaries  (methenamine  silver  stain,  original 
magnification  X 400). 

of  a patient  who  died  of  PCP  and  renal 
failure.  Since  then,  several  other  re- 
ports have  appeared  in  the  literature, 
describing  the  involvement  of  bone 
marrow,^  skin,^  thyroid,^  temporal 
bone,'^  '^  small  intestine,^  spleen*  (also 
M.  C.  Raviglione,  personal  communi- 
cation, January  1989),  and  liver.'*  In 
three  additional  cases,^*"  widely  dis- 
seminated infection  was  reported.  Ex- 
trapulmonary pneumocystosis  has  also 
been  reported  in  patients  with  immuno- 
deficiency due  to  pathologic  processes 
other  than  AIDS,'^"^'^  with  extensive 
multi-organ  involvement  in  three  in- 
stances. 

The  present  case,  with  overwhelming 
dissemination,  shows  that  there  is  no  or- 
gan or  tissue  that  is  immune  to  coloni- 
zation. It  also  demonstrates  that  the 
dissemination  takes  place  from  its  puta- 
tive port  of  entry  in  the  lungs  through 
lymphogenous  and  hematogenous 
routes. 

It  is  interesting  to  note  that,  from  its 
massive  invasion  of  the  spleen  and  per- 
haps the  intestines,  Pneumocystis  had 
secondarily  colonized  the  liver  through 
the  portal  vein,  sinusoids,  and  central 
veins,  thus  closing  the  circuit  to  the 
lungs. 

It  is  also  of  note  that  this  case,  and 
other  similar  cases,  showed  no  associat- 
ed inflammatory  response.  Whether  the 
dissemination  follows  the  total  loss  of 
immune  response  by  the  host  or  it  pre- 
cedes and  overwhelms  it,  may  be  a moot 
point  in  this  stage  of  the  disease.  But  it 
will  be  of  great  practical  interest  to  cor- 
relate the  generalization  of  the  pneu- 
mocystosis, in  this  and  similar  cases'* 
(also  M.  C.  Raviglione,  personal  com- 
munication, January  1989),  with  the 
use  of  aerosolized  pentamidine  as  pro- 
phylaxis, to  uncover  any  possible  cause- 
effect  relationship.  The  exact  timing  of 
the  dissemination  may  prove  to  be  a 
more  elusive  puzzle,  since  there  are  no 
specific  clinical  tests  for  P carinii  and 
we  still  depend  on  its  direct  visualiza- 


FIGURE  3.  Left,  The  lung  showed  P carinii  in  the  alveoli  (top  arrow),  within  the  septa  (center  arrow), 
and  in  the  pulmonary  veins  (bottom  arrow).  Center,  In  the  liver,  P carinii  emboiized  portal  veins 
(bottom  arrow),  sinusoids  (center  arrow),  and  central  veins  (top  arrow).  Right,  The  myocardium,  like 
other  tissues,  exhibited  numerous  organisms,  without  inflammatory  reaction  (hematoxylin-eosin 
stain;  original  magnification  X 235  (left),  X 117  (center),  X 210  (right)). 
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tion  in  the  tissues.  This  may  be  reliably 
obtained  in  the  lungs  by  means  of  bron- 
chial washings  and  transbronchial  bi- 
opsies,with  the  aid  of  special  stains 
(GMS)  or  by  induced  fluorescence.^^ 
However,  the  diagnosis  of  pneumocys- 
tosis in  other  organs  is  more  difficult 
and  unreliable.  In  this  patient,  colonic 
biopsies  on  three  different  occasions,  as 
well  as  esophageal  and  duodenal  biop- 
sies, did  not  disclose  the  presence  of  P 
carinii  in  the  gastrointestinal  tract. 
However,  the  likely  possibility  of  sam- 
pling error,  of  site  as  well  as  of  organ, 
precludes  any  valid  conclusion.  Only 
the  accumulation  of  repeated  observa- 
tions may  indicate  a significant  trend, 
or  lack  thereof,  in  the  future. 
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Erosive  arthritis,  atypical  psoriasis,  and  Pneumocystis 
carinii  pneumonia  in  an  HIV-positive  man 


Kenneth  M,  Stein,  md;  George  A,  Mensah,  md;  R,  Gordon  Douglas,  Jr,  md 


The  cutaneous  manifestations  of  the  ac- 
quired immunodeficiency  syndrome 
(AIDS)  range  from  seborrheic  derma- 
titis to  Kaposi’s  sarcoma.'  Psoriasis  and 
AIDS  have  previously  been  reported  to 
occur  in  association,  although  this  may 
only  represent  the  chance  co-occur- 
rence of  two  common  illnesses.  The  sero- 
negative arthritis  of  Reiter’s  syndrome 
has  likewise  been  reported  in  associa- 
tion with  AIDS.  This  report  presents  a 
case  of  erosive  seronegative  arthritis 
and  psoriasis  as  presenting  manifesta- 
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tions  in  a patient  with  AIDS  and  Pneu- 
mocystis carinii  pneumonia. 

Case  Report 

A 41 -year-old  heterosexual  male  was  ad- 
mitted to  the  hospital  because  of  fever, 
cough,  and  a skin  rash.  He  denied  all  risk 
factors  for  infection  with  human  immunode- 
ficiency virus  (HIV)  except  for  an  acciden- 
tal needle  stick  (while  working  in  a dentist’s 
office)  one  year  earlier.  Eight  months  before 
admission,  a pruritic,  erythematous,  papu- 
lar rash  developed  first  on  his  right  leg  but 
gradually  spread  to  involve  all  four  extrem- 
ities, his  back,  and  scalp.  Early  in  the  illness, 
he  was  diagnosed  as  having  shingles  and 
was  given  an  oral  antibiotic  without  obtain- 
ing relief.  Five  months  before  admission, 
pain  developed  in  both  ankles  and  in  the 
third  and  fourth  proximal  interphalangeal 
(PIP)  joints  of  the  right  hand.  One  week  be- 


fore admission  he  began  to  have  a cough 
productive  of  white  sputum,  dyspnea,  and 
fever  with  rigors.  There  was  no  history  of  tu- 
berculosis or  hepatitis,  he  had  no  drug  aller- 
gies, and  he  used  no  medications. 

The  patient’s  temperature  was  39.1  °C; 
blood  pressure,  130/80  mm  Hg;  and  pulse, 
105  beats/min.  Examination  of  the  skin  re- 
vealed scaling  and  excoriations  of  the  scalp; 
numerous  plaques  with  erythematous  bor- 
ders and  hyperkeratotic,  scaling  centers  dis- 
tributed over  his  arms,  legs,  and  back;  and 
smaller  erythematous  papules  in  the  same 
distribution  (Fig  1).  His  nails  were  dys- 
trophic, but  not  pitted.  The  conjunctivae 
were  noninjected.  There  was  a thick,  potas- 
sium hydroxide-positive  exudate  on  the  oro- 
pharynx but  no  oral  ulcers.  There  was  no 
significant  adenopathy.  The  chest  was  clear, 
and  cardiac  auscultation  was  normal.  There 
were  no  genital  skin  lesions  and  no  urethral 
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FIGURE  1.  Hyperkeratotic  plaques  with  ery- 
thematous borders  on  the  extensor  surface  of 
the  elbow. 


exudate.  There  was  significant  tenderness, 
warmth,  and  erythema  of  the  right  ankle, 
with  a small  effusion  and  limitation  of  pas- 
sive motion.  Effusions  were  also  present  at 
the  third  and  fourth  PIP  joints  of  the  right 
hand,  with  limited  extension  of  the  fourth 
digit.  The  neurologic  examination  was  with- 
in normal  limits. 

The  hermacrit  was  36%,  and  the  white 
blood  cell  count  was  8,700  cells/mm^  with 
83%  polymorphonuclear  leukocytes  and  3% 
eosinophils  on  the  peripheral  blood  smear. 
Analysis  of  arterial  blood  gas  on  room  air 
showed  a pH  of  7.45;  PCO2,  30  mm  Hg;  and 
P02,  74  mm  Hg.  A serum  VDRL  test  was 
nonreactive.  A test  for  rheumatoid  factor 
was  negative.  The  chest  roentgenogram 
showed  a diffuse,  bilateral,  reticulonodular 
infiltrate.  Roentgenograms  of  the  hands  and 
ankles  demonstrated  narrowing  of  the  right 
fourth  PIP  joint  space  (Fig  2).  Urinalysis 
was  normal.  The  electrocardiogram  showed 
sinus  tachycardia. 

Empiric  drug  therapy  with  intravenous 
trimethoprim-sulfamethoxazole  was  initiat- 
ed. On  the  fourth  hospital  day,  after  three 
sputum  specimens  were  negative  for  Pneu- 
mocystis carinii  by  the  Gram-Weigart 
method,  the  patient  underwent  bronchosco- 
py. Bronchoalveolar  lavage  fluid  and  brush 
specimens  were  positive  for  Pneumocystis 
carinii.  Anti-HIV  antibody  was  present  (by 
ELISA  and  Western  blot).  Skin  biopsies, 
obtained  on  the  first  hospital  day,  were  con- 


FIGURE  2.  Roentgenogram  of  the  right  hand 
demonstrating  narrowing  of  the  fourth  PIP  joint 
space. 


sistent  with  psoriasis,  although  they  were 
atypical  due  to  the  presence  of  eosinophils  in 
the  cellular  infiltrate  and  the  unusual  depth 
of  the  infiltrate,  which  extended  to  the  ec- 
crine  sweat  glands  (Fig  3).  HLA  typing 
showed  the  patient  to  be  positive  for  the  B27 
antigen  (as  well  as  A2,  A3,  B14,  Cw2,  and 
Cw8). 


Discussion 

An  association  between  infection 
with  the  human  immunodeficiency  vi- 
rus and  psoriasiform  skin  lesions  has 
previously  been  noted  by  several  au- 
thors. Duvic  and  collaborators^  found 
13  cases  of  psoriasis  in  a population  of 
more  than  1 ,000  patients  with  AIDS  or 
AIDS-related  complex  (ARC).  Gut- 
tate  lesions  were  seen  in  11  of  the  13 
patients,  an  unusually  high  proportion. 
In  nine  of  these  patients,  skin  lesions  de- 
veloped concurrently  with  the  develop- 
ment of  symptomatic  HIV  disease.  La- 
zar and  Roenigk^  reported  on  seven 
patients  with  psoriasis  and  either  AIDS 
or  ARC.  The  onset  of  AIDS  or  ARC 
occurred  within  two  years  of  the  devel- 
opment of  the  skin  lesions  in  two  of 
these  patients. 

Reiter’s  syndrome  (RS),  a disease 
with  several  features  similar  to  psoriat- 
ic arthritis,  has  also  been  demonstrated 
to  occur  in  association  with  HIV  infec- 
tion. Winchester  et  aH  saw  1 3 HIV-pos- 
itive patients  with  RS.  In  four  of  these 
patients,  the  arthritis  developed  within 
one  month  of  the  onset  of  AIDS  or 
ARC.  Duvic’s  series  of  patients  with 
psoriasis  and  AIDS  included  two  pa- 
tients with  arthritis,  urethritis,  and  con- 
junctivitis, and  another  with  conjuncti- 
vitis and  urethritis  but  without 
arthritis — all  possible  cases  of  RS.^’^ 

A search  of  the  English  language  lit- 
erature revealed  three  cases  of  psoriatic 
arthritis  and  AIDS.  Winchester  et  aH 
described  a patient,  with  a ten-year 
history  of  a seronegative  symmetric  po- 
lyarthritis, in  whom  extensive  psoriasi- 
form skin  lesions  developed  concurrent- 
ly with  the  onset  of  lymphadenopathy. 


FIGURE  3.  Spongiotic  pustule  (hematoxylin- 
eosin  stain;  original  magnification  X10). 


oral  thrush,  and  pancytopenia.  Lam- 
bert and  Kaye^  described  a patient  with 
psoriasis  and  distal  interphalangeal 
joint  arthritis  in  whom  AIDS  developed 
five  months  after  beginning  methotrex- 
ate therapy.  Lazar  and  Roenigk^  in- 
cluded one  patient  with  psoriatic  arthri- 
tis in  their  series. 

These  cases,  as  well  as  the  case  pre- 
sented here,  demonstrate  an  association 
between  psoriasis,  seronegative  arthri- 
tis, and  symptomatic  HIV  infection.  In 
this  patient,  widespread  psoriasiform 
skin  lesions  and  an  erosive  seronegative 
oligoarticular  arthritis  developed  eight 
months  and  five  months,  respectively, 
prior  to  the  diagnosis  of  Pneumocystis 
carinii  pneumonia.  In  analyzing  this  as- 
sociation, it  is  suggestive  that  Duvic 
and  colleagues’  found  the  prevalence  of 
psoriasis  to  be  1-2%  in  their  patients, 
the  same  as  the  prevalence  of  disease  in 
the  population  as  a whole.  The  cases, 
then,  may  simply  reflect  the  simulta- 
neous occurrence  of  two  common  dis- 
eases. 

Although  psoriasis  may  not  occur 
with  greater  frequency  in  the  AIDS 
population,  when  it  does  occur,  its  se- 
verity appears  to  be  greatly  increased. 
Virtually  all  reports  have  emphasized 
the  explosive  and  extensive  nature  of 
the  skin  lesions  in  HIV-associated  pso- 
riasis. There  is  often  a close  temporal 
association  between  the  onset  of  skin  le- 
sions and  the  development  of  frank  im- 
munodeficiency. 

We  hypothesize  that  although  HIV 
infection  does  not  increase  the  inci- 
dence of  psoriasis,  it  leads  to  increased 
severity  of  disease  in  patients  with  a 
pre-existing  psoriatic  diathesis.  This  in- 
creased severity  is  reflected  in  an  exten- 
sive, and  often  atypical,  distribution  of 
the  skin  lesions,  a refractoriness  to  ther- 
apy, and,  perhaps,  an  increase  in  the  ex- 
tracutaneous  manifestations  of  disease, 
such  as  arthritis. 

Alternatively,  it  could  be  the  case 
that  the  apparent  increase  in  severity 
reflects  selection  bias,  and  that  HIV-in- 
fected patients  suffer  from  an  increased 
incidence  of  less  severe  psoriasis  that 
has  not  come  to  our  attention.  This  is 
unlikely,  however,  because  most  pa- 
tients with  AIDS  do  come  under  medi- 
cal attention. 
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Deep  venous  thrombosis  in  patients  with  AIDS 

Jon  R.  Cohen,  md;  Rudy  Lackner,  md;  Peter  Wenig,  md;  George  Pillari,  md 


Pneumocystis  carinii  pneumonia  and 

Kaposi’s  sarcoma  were  first  reported  in 
male  homosexuals  with  the  acquired 
immunodeficiency  syndrome  (AIDS) 
in  1 98 1 . ‘ Since  that  time,  the  range  of 
illnesses  and  laboratory  abnormalities 
associated  with  AIDS  has  continued  to 
grow.  In  patients  presenting  with  pain- 
ful leg  swelling,  edema,  and  a positive 
Homans’  sign,  the  diagnosis  of  deep  ve- 
nous thrombosis  (DVT)  must  be  con- 
sidered. However,  hyperalgesic  pseu- 
dothrombophlebitis, recently  reported 
in  male  homosexuals  with  AIDS,  mi- 
mics deep  venous  thrombosis.^  We  re- 
cently treated  five  patients  with  AIDS 
with  leg  swelling  and  tenderness  who 
did  have  deep  venous  thrombosis.  The 
data  from  these  five  cases  form  the  ba- 
sis of  this  report. 

Patients  and  Methods 

The  charts  of  all  patients  with  deep  ve- 
nous thrombosis  and  AIDS  admitted  to  the 
Long  Island  Jewish  Medical  Center  and 
Queens  Hospital  Center  over  the  previous 
four  years  (1984-1988)  were  reviewed. 
During  that  period  of  time,  we  treated  75 
patients  with  positive  DVT  on  venogram 
and  approximately  400  patients  with  AIDS. 
Five  patients  were  found  to  have  document- 
ed deep  venous  thrombosis  and  AIDS.  The 
charts  of  these  five  patients  were  reviewed 
for  age,  time  from  diagnosis  of  AIDS  to  pre- 
sentation of  the  deep  venous  thrombosis,  lo- 
cation of  the  deep  venous  thrombosis,  he- 
matocrit, white  blood  cell  count,  platelet 
count,  and  albumin  level.  Associated  medi- 
cal problems  including  all  associated  infec- 
tions and  all  current  medications  were  re- 
viewed. 
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Case  Reports 

Case  1.  A 34-year-old  man  was  diag- 
nosed as  having  AIDS  two  months  prior  to 
admission.  He  denied  intravenous  drug  use 
and  homosexual  activity  and  claimed  to 
have  contracted  the  disease  through  hetero- 
sexual contacts  with  prostitutes.  The  diag- 
nosis was  made  by  a bronchoalveolar  lavage 
that  was  positive  for  Pneumocystis  carinii. 
The  diagnoses  on  admission  were  oral  candi- 
diasis and  tuberculosis.  He  was  placed  on 
clotrimazole,  pentamidine,  azidothymidine, 
isoniazid  rifampin,  pyrazinamide,  and  sulfa- 
doxine.  He  did  well  and  was  discharged 
from  the  hospital. 

Two  months  later  he  presented  to  the 
emergency  department  complaining  of  a dif- 
fuse erythematous  rash.  A diagnosis  of  ery- 
thema multiforme  was  made;  sulfadoxine 
and  pyrimethamine  were  deemed  the  caus- 
ative agents  and  were  discontinued.  While  in 
the  hospital,  he  complained  of  pain  in  the 
right  calf.  Physical  examination  of  the  calf 
revealed  a swollen,  tender  extremity  with  no 
palpable  cord.  A presumptive  diagnosis  of 
deep  venous  thrombosis  was  made,  and  a ve- 
nogram demonstrated  multiple  filling  de- 
fects in  the  calf  veins,  with  no  thrombus  seen 
in  the  popliteal,  femoral,  or  iliac  veins.  Hep- 
arin therapy  was  started,  with  subsequent 
improvement  of  symptoms.  The  patient  was 
discharged  with  continued  warfarin  sodium 
therapy  and  has  done  well. 

Case  2.  A 48-year-old  man  was  admit- 
ted to  the  hospital  with  complaints  of  ex- 
treme weakness,  fever,  chills,  cough,  and 
episodes  of  falling.  The  patient  had  been 
tested  for  AIDS  five  months  prior  to  admis- 
sion, but  no  diagnosis  was  made  at  that  time. 
The  patient’s  risk  factor  for  AIDS  was  ho- 
mosexual activity.  On  admission,  the  patient 
was  febrile  (102°F)  and  had  a white  blood 
cell  count  of  13,000/mm^.  He  was  noted  to 
have  oral  candidiasis,  rectal  herpes,  and  a 
left  lower  lobe  infiltrate.  Subsequent  cul- 
tures were  positive  for  Pseudomonas,  Aeru- 
ginosa, and  Candida.  The  patient  was  start- 
ed on  rifampin,  acyclovir,  ticarcillin, 
amikacin,  ceftazidine,  and  amphotericin  B. 
While  in  the  hospital,  the  patient’s  right 


thigh  became  swollen  and  cyanotic.  A diag- 
nosis of  phlegmasia  cerulea  dolens  was 
made,  and  a venogram  revealed  complete 
thrombosis  from  the  ankle  to  the  common 
femoral  vein;  the  inferior  vena  cava  was  not 
involved.  The  patient  was  started  on  heparin 
therapy,  and  his  symptoms  improved.  On 
the  tenth  day  the  patient  was  noted  to  be 
tachypneic;  an  arterial  blood  gas  was  signifi- 
cant for  hypoxemia.  A diagnosis  of  a pulmo- 
nary embolus  was  made,  and  since  the  pa- 
tient had  adequate  anticoagulation  factors, 
a Greenfield  filter  was  inserted.  The  pa- 
tient’s overall  condition  continued  to  deteri- 
orate, and  the  family  requested  no  further 
intervention.  He  died  two  months  later.  Au- 
topsy findings  demonstrated  thrombosis  of 
the  right  femoral  and  iliac  veins  with  occlu- 
sion of  the  lower  vena  cava.  In  addition,  the 
patient  had  bilateral  pulmonary  infarcts  and 
a pulmonary  embolus,  as  well  as  severe  My- 
cobacterium pneumonia,  cytomegalovirus 
pneumonitis,  and  acute  bronchopneumo- 
nia. 

Case  3.  A 48-year-old  homosexual  male 
was  admitted  to  the  hospital  for  evaluation 
of  a mass  in  the  left  lower  abdominal  quad- 
rant. The  patient  was  known  to  have  AIDS- 
related  complex  on  the  basis  of  human  im- 
munodeficiency virus  (HIV)  testing 
performed  four  years  previously.  On  admis- 
sion, the  patient  was  taking  azidothymidine 
and  trimethoprim-sulfamethoxazole.  Eight 
days  prior  to  admission,  the  patient  present- 
ed to  the  emergency  department  complain- 
ing of  pain  and  swelling  of  his  left  thigh.  A 
venogram  performed  at  that  time  was  nega- 
tive for  deep  venous  thrombosis.  On  admis- 
sion, the  patient  was  still  complaining  of 
pain  and  swelling  of  the  thigh.  Physical  ex- 
amination revealed  a firm,  non-tender  mass 
in  the  left  lower  quadrant  and  a swollen, 
warm,  tender  thigh.  A computed  tomo- 
graphic (CT)  scan  obtained  earlier  was  read 
as  a left  lower  quadrant  mass  and  left  iliofe- 
moral thrombosis.  Noninvasive  studies  were 
consistent  with  bilateral  external  iliac  and 
femoral  deep  venous  thrombosis.  An  inferior 
vena  cavogram  was  obtained  before  surgery 
and  showed  a patent  inferior  vena  cava.  The 
patient  was  taken  to  the  operating  room  for 
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an  exploratory  laparotomy  and  biopsy  of  the 
mass.  Histological  examination  revealed  a B 
cell  immunoblastic  lymphoma.  After  sur- 
gery, heparin  therapy  was  instituted,  as  was 
a chemotherapy  regimen  of  vincristine,  dox- 
orubicin hydrochloride,  methotrexate,  and 
bleomycin.  The  thigh  pain  and  swelling  re- 
solved with  shrinking  of  the  tumor  mass. 
The  patient  did  well  and  was  discharged  to 
home. 

Case  4.  A 27-year-old  homosexual  man 
was  found  to  have  AIDS  six  months  prior  to 
admission.  He  had  had  an  open  lung  biopsy 
positive  for  Pneumocystis  carinii  and  had 
been  treated  with  pentamidine  and  doxoru- 
bicin hydrochloride.  In  the  intervening  six 
months  the  patient  had  been  in  the  hospital 
twice  for  non-P  carinii  pneumonia.  At  this 
time,  the  patient  presented  to  the  emergency 
department  with  a two-week  history  of  pain 
and  swelling  of  his  right  calf.  On  physical 
examination,  the  calf  was  swollen  and 
tender,  with  a positive  Homan’s  sign.  A ve- 
nogram demonstrated  right  calf  deep  venous 
thrombosis  with  no  iliofemoral  extension. 
The  patient  was  treated  with  heparin  and 
warfarin  sodium  and  was  discharged  to 
home. 

Case  5.  A 39-year-old  man  was  admit- 
ted to  the  hospital  for  dehydration.  A diag- 
nosis of  AIDS  had  been  made  two  years  pri- 
or to  admission  when  he  presented  with 
Pneumocystis  carinii  pneumonia.  The  pa- 
tient’s risk  factors  were  a history  of  intrave- 
nous drug  use,  and  blood  transfusions  sec- 
ondary to  a stab  wound.  At  the  time  of 
admission,  he  was  noted  to  have  oral  candi- 
diasis and  rectal  herpes.  While  hospitalized, 
a Mycobacterium  avium-intracellulare 
bacteremia  developed.  He  was  treated  with 
amphotericin  B,  ansamycin,  acyclovir,  tri- 
methoprim-sulfamethoxazole, clofazimine, 
isoniazid,  and  clotrimazole.  During  this  hos- 
pital stay,  he  was  noted  to  have  a swollen 
and  tender  right  leg.  A venogram  revealed 
extensive  deep  venous  thrombosis  involving 
the  calf  and  thigh  veins;  the  iliofemoral  seg- 
ment was  clear.  The  patient  underwent  hep- 
arin therapy  and  was  subsequently  started 
on  warfarin  sodium  with  improvement  of 
symptoms.  The  patient’s  respiratory  symp- 
toms continued  to  worsen.  He  required  intu- 
bation and  mechanical  ventilation,  and 
eventually  a tracheostomy.  The  patient  re- 
mained dependent  on  a ventilator  until  he 
died  four  months  later. 

Results.  The  clinical  parameters  for  the 
five  patients  are  listed  in  Table  I.  Follow-up 
was  obtained  in  all  patients.  All  patients 
were  male,  with  a mean  age  of  39.2  years. 
Four  of  the  five  were  homosexuals,  and  one 
patient  was  an  intravenous  drug  abuser.  The 
mean  time  from  diagnosis  of  AIDS  to  the 
time  of  deep  venous  thrombosis  was  18 
months.  Three  of  the  patients  were  found  to 
have  DVT  while  in  the  hospital  for  treat- 
ment of  AIDS-associated  diseases.  DVT 
was  localized  to  the  calf  in  two  patients  and 
extended  to  the  thigh  in  three  patients.  The 
mean  hematocrit  at  the  time  of  diagnosis 
was  36%;  mean  white  blood  cell  count,  8.1; 
mean  platelet  count,  354,000;  and  mean  al- 


TABLE  I.  Clinical  Findings  in  Five  Patients  with  AIDS  and  Deep  Venous 

Thrombosis 


Parameters 

Mean  Values  and  Standard  Deviation 

Age  (yrs) 

32.9  ± 9.0 

Time  in  months  from  diagnosis  of 

18.2  ± 20 

AIDS  to  deep  venous  thrombosis 

Location  of  deep  venous  thrombosis: 

4/5 

Calf 

Extension  to  thigh 

3/5 

Hematocrit 

36%  ± 4.8% 

White  blood  cell  count 

8.1  ± 4.1 

Platelet  count 

354,000  ± 105,800 

Albumin  level 

2.98  ± 0.89 

bumin  level,  2.8.  All  patients  who  had  infec- 
tious complications  were  on  a multitude  of 
medications  at  the  time  of  the  DVT;  three 
patients  were  on  isoniazid  and  three  on  tri- 
methoprim-sulfamethoxazole at  the  time  of 
DVT.  One  patient  required  insertion  of  a 
Greenfield  filter  for  pulmonary  embolism 
while  on  heparin. 

Discussion 

More  than  24,626  cases  of  AIDS  had 
been  diagnosed  in  New  York  City  as  of 
January  1990,  which  represented  21% 
of  the  nationwide  total  (personal  com- 
munication, New  York  City  Depart- 
ment of  Health  AIDS  Surveillance 
Team,  February  1990).  Each  month 
more  than  300  new  cases  are  diagnosed, 
and  AIDS  has  now  surpassed  trauma  as 
the  leading  cause  of  death  in  men  25-44 
years  of  age  and  women  25-34  years  of 
age.''-''  As  our  knowledge  and  experi- 
ence with  AIDS  increases,  the  variety 
of  both  opportunistic  infections  and 
non-opportunistic  disorders  associated 
with  this  disease  broadens.  Despite  the 
overall  younger  age  distribution,  these 
patients  are  subject  to  all  the  complica- 
tions known  to  seriously  ill  patients. 
This  report  describes  five  male  AIDS 
patients  who  developed  deep  venous 
thrombosis  with  no  known  risk  factors. 
As  pulmonary  embolus  remains  a ma- 
jor source  of  morbidity  and  mortality,  it 
is  essential  to  diagnose  and  treat  deep 
venous  thrombosis  as  rapidly  as  possi- 
ble. In  addition  to  cellulitis,  popliteal 
cysts,  and  tendon  rupture,  Abramson  et 
aP  have  recently  described  a new  syn- 
drome, hyperalgesic  pseudothrom- 
bophlebitis, which  closely  resembles 
DVT  in  male  patients  with  AIDS.^  This 
disorder  presents  in  an  identical  fashion 
but  without  filling  defects  on  venography. 

The  data  from  these  five  patients  in- 
dicate that  the  development  of  DVT  in 
patients  with  AIDS  occurs  most  com- 
monly in  males  who  have  an  albumin 
level  of  less  than  3.  The  diagnosis  in 
these  series  was  made  by  venogram  in 


four  patients  and  by  CT  scan  in  the  one 
patient  who  had  a negative  venogram 
eight  days  prior  to  admission.  Because 
of  the  multitude  of  associated  medical 
problems  and  pharmacologic  agents 
usually  used  to  treat  these  patients,  we 
believe  that  the  decision  to  use  antico- 
agulation therapy  in  these  patients 
should  be  based  on  a definite  diagnosis. 
Venography  remains  the  diagnostic  test 
of  choice  to  identify  those  patients  who 
require  anticoagulation  and  should  be 
used  aggressively  to  rule  out  the  diag- 
nosis. 

The  location  of  the  DVT,  patient  age, 
and  hospital  course  all  seem  unrelated 
to  the  development  of  DVT.  The  pre- 
senting symptoms  ranged  from  calf 
pain  and  swelling  to  the  characteristic 
swollen  cyanotic  thigh  of  phlegmasia 
cerulea  dolens.  It  would  seem  that  bed 
rest  is  an  unlikely  causative  factor, 
since  two  patients  were  ambulatory  at 
the  time  of  diagnosis.  We  could  not  di- 
rectly implicate  a hypercoagulable 
state  in  any  patient,  although  low  albu- 
min levels  have  been  associated  with 
deep  venous  thrombosis  in  patients  with 
cancer.  It  has  been  postulated  that  mal- 
nutrition results  in  decreased  liver  pro- 
duction of  noncritical  proteins  such  as 
antithrombin  III,  resulting  in  a relative 
hypercoagulable  state. ^ 

The  array  of  clinical  pathologic  fac- 
tors associated  with  these  immunocom- 
promised hosts  continues  to  increase 
and  surprise  the  treating  clinician. 
Deep  venous  thrombosis  is  particularly 
worrisome,  as  its  sequelae  can  lead  to 
sudden  death  in  these  young  patients. 
This  report  indicates  that  DVT  is  a real 
problem  in  the  patient  with  symptomat- 
ic HIV  infection.  Malnourished  pa- 
tients with  AIDS  who  have  limb  swell- 
ing and  calf  tenderness  should  be 
aggressively  evaluated  by  venography 
for  DVT.  Anticoagulation  with  heparin 
followed  by  warfarin  sodium  remains 
the  mainstay  of  therapy  in  the  patients 
with  positive  venograms. 
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The  Milton  Rosenberg,  MD,  Memorial  Award  for 
Residents  in  Obstetrics-Gynecology 

The  Medical  Society  of  the  State  of  New  York  and  the  Medical,  Educational  and 
Scientific  Foundation  of  New  York,  Inc,  are  pleased  to  announce  the  1990  Milton 
Rosenberg,  MD.  Award. 

The  Milton  Rosenberg,  MD,  Memorial  Award  was  created  by  the  Medical,  Educa- 
tional and  Scientific  Foundation,  Inc,  as  a tribute  to  Milton  Rosenberg,  MD.  a past 
president  and  a former  executive  vice-president  of  the  Medical  Society  of  the  State  of 
New  York.  The  purpose  of  the  award  is  to  promote  interest  in  obstetrics-gynecology. 

The  award  is  available  to  residents  in  approved  obstetrics-gynecology  training  pro- 
grams in  New  York  State.  Residents  in  obstetrics-gynecology  who  are  interested  in  the 
award  should  submit  a manuscript  (not  to  exceed  15  double-spaced  typewritten  pages) 
pertaining  to  obstetrics-gynecology.  The  manuscript  may  address  clinical  or  treatment 
issues  or  may  provide  a resident’s  personal  account  of  his/her  training  experience.  All 
manuscripts  will  be  judged  by  a panel  of  physicians  who  are  directors  of  the  Founda- 
tion. The  editor  of  the  New  York  State  Journal  of  Medicine  may  assist  the  panel  mem- 
bers in  the  evaluation  of  the  manuscripts.  Candidates  should  keep  in  mind  that  the 
manuscripts  should  be  informative  and  interesting  so  as  to  promote  interest  in  obstet- 
rics-gynecology. 

The  recipient  of  the  Milton  Rosenberg,  MD,  Memorial  Award  will  receive  $500  and 
may  have  his/her  publication  published  in  the  New  York  State  Journal  of  Medicine. 
Manuscripts  must  be  submitted  no  later  than  July  1,  1990.  Candidates  should  forward 
manuscripts  to:  Medical,  Educational  and  Scientific  Foundation  of  New  Y ork,  Inc,  420 
Lakeville  Rd,  Lake  Success,  NY  11042,  ATTN:  Milton  Rosenberg,  MD.  Memorial 
Award. 
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President 
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LETTERS  TO  THE  EDITOR 


Address  correspondence  to  Editor,  New  York  State  Journal  of  Medicine,  420  Lakeville  Road,  Lake  Success,  NY  1 1042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


Resolution  of  cavitary 
Pneumocystis  carinii  pneumonia 

TO  THE  EDITOR:  We  recently  report- 

ed in  the  Journal  a case  of  a patient 
with  Pneumocystis  carinii  pneumonia 
(PCP)  who  presented  with  multiple 
pulmonary  parenchymal  cavitations 
(Fig  1).  Although  cavitations  remain 
an  unusual  roentgenographic  finding  in 
PCP,  several  reports  similar  to  ours 
have  appeared  in  the  recent  literature.^ 
The  natural  history  of  these  lesions  in 
those  who  survive  has  not  been  docu- 
mented. 

The  patient  we  described  in  our  re- 
port began  to  show  roentgenographic 
improvement  of  her  pulmonary  process 
during  her  prolonged  hospital  stay.  Fol- 
lowing discharge  she  was  reluctant  to 
have  further  radiologic  examinations. 
Fifteen  months  after  her  initial  presen- 
tation with  PCP  she  returned  to  our 
emergency  department  with  complaints 
of  weakness  and  dyspnea  on  exertion. 
She  was  found  to  be  markedly  anemic. 
Her  chest  roentgenogram  was  free  of 
infiltrates  or  cavities  (Fig  2).  She  un- 
derwent transfusion  and  was  dis- 
charged for  outpatient  follow-up. 

The  isolated  reports  of  cavitary  PCP 
that  have  appeared  in  the  literature 
thus  far  have  not  defined  the  roentgeno- 
graphic course  of  these  lesions.  Com- 


FIGURE  1.  Chest  roentgenogram  from  pa- 
tient’s hospital  admission  demonstrating  multi- 
ple pulmonary  parenchymal  cavitations  and  in- 
terstitial infiltrates. 


FIGURE  2.  Fifteen  months  later,  complete 
resolution  of  the  previous  findings. 


plete  radiologic  resolution  was  an  unex- 
pected finding  in  our  case. 
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Multifocal  human  papillomavirus 
infections  of  the  genital  tract  in 
HIV  seropositive  women 

TO  THE  EDITOR:  Recent  findings  have 

suggested  a high  prevalence  of  cervical 
human  papillomavirus  (HPV)  infection 
and/or  cervical  intraepithelial  neopla- 
sia (CIN)  in  human  immunodeficiency 
virus  (HIV)  seropositive  women.'  Mul- 
ticentric HPV  infection  of  the  genital 
tract  is  frequent  in  the  general  popula- 
tion with  CIN.  We  investigated  53  con- 
secutive confirmed  HIV  infected  wom- 
en with  a mean  age  of  28.2  years 
(range,  19-67  years)  for  evidence  of 
cervical  and  vulvar  intraepithelial  neo- 


plasia. All  were  asymptomatic  (CDC 
group  II).  We  performed  cervical 
smears  in  all  53  patients  ( 1 00%),  as  well 
as  colposcopy  of  the  cervix  (70%)  and 
vulva  (57%)  and  directed  biopsies 
(60%)  whenever  the  previous  investiga- 
tions were  abnormal. 

Thirty-seven  cervical  smears  (69.8%) 
showed  evidence  of  HPV  infection,  ei- 
ther isolated  (4 1 . 5%)  or  associated  with 
CIN  (28.3%).  Colposcopic  patterns 
suggested  HPV  infection  in  78.4%  of 
the  patients  examined. 

Macroscopic  examination  of  the  vul- 
va showed  genital  warts  in  17  patients 
(32%),  three  of  whom  had  associated 
herpesvirus  infections.  Small  vulvar  le- 
sions which  were  barely  visible  macro- 
scopically  were  best  assessed  using  the 
colposcope  after  addition  of  5%  acetic 
acid.  Four  papulae,  four  leucoplakiae, 
and  1 1 acetowhite  reactions  were  thus 
diagnosed.  The  histological  findings  are 
reported  in  Table  I. 

Our  findings  indicate  that  the  virus 
may  be  present  in  any  part  of  the  geni- 
tal tract.  Sixty  percent  of  our  patients 
had  multicentric  HPV  infection.  Thor- 

TABLE  I.  Cervical  and  Vulvar  Biopsy 


Findings 


Findings 

Number 
(N  = 32) 

% 

Cervix  (32  biopsies) 
Human  papillomavirus 

17 

53.0 

(flat  condyloma) 
Human  papillomavirus 

3 

9.4 

-F  cervical  intra- 
epithelial neoplasia  1 
Human  papillomavirus 

9 

28.3 

+ cervical  intra- 
epithelial neoplasia  II 
Human  papillomavirus 

2 

6.2 

+ cervical  intra- 
epithelial neoplasia  III 
Human  papillomavirus 

1 

3.1 

-F  invasive  cancer 
Vulva  (31  biopsies) 
Normal 

7 

26.6 

Condyloma  acuminata 

10 

32.3 

Flat  condyloma 

5 

16.0 

Vulvar  intraepithelial 

5 

16.0 

neoplasia  I 
Vulvar  intraepithelial 

3 

5.9 

neoplasia  II 
Herpesvirus 

1 

3.2 
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ough  examination  of  the  vulva  appears 
to  be  contributive  to  diagnosis.  The  use 
of  the  colposcope  to  perform  vulvoscopy 
allows  for  better  diagnosis  of  small  le- 
sions. In  our  experience,  VIN  appeared 
to  be  associated  only  with  papules  and 
hyperkeratosis  surface. 

Sexual  practices  are  likely  to  account 
at  least  partly  for  the  association  be- 
tween HIV  and  HPV  infection.  As  in 
most  previous  studies,  this  population  is 
at  high  risk  for  sexually  transmitted 
diseases.  Thirty-three  (62.5%)  are  or 
had  been  parenteral  drug  users,  20.7% 
are  from  endemic  regions  of  Africa, 
9.5%  were  contaminated  by  HIV  posi- 
tive partners  and  only  7.5%  were  infect- 
ed by  blood  transfusions.  Epidemiolog- 
ic studies  are  underway  to  determine 
whether  latent  immune  deficiency  in 
HIV  positive  patients  favors  infection 
and/or  its  evolution  toward  neoplasia. 
Furthermore,  analysis  of  biopsy  speci- 
mens for  papillomavirus  sequences  by 
Southern  blot  hybridation  should  allow 
for  comparison  with  HIV  negative  pop- 
ulations^ and  with  non-HIV-immuno- 
deficient  populations  (eg,  renal  trans- 
plant patients). 

The  frequency  of  HPV  infections 
emphasizes  the  importance  of  their  di- 
agnosis and  treatment  in  HIV  seroposi- 
tive women.  Transformation  of  cervical 
carcinoma  in  situ  into  invasive  cancer 
may  be  rapid. ^ Conversely,  the  poten- 
tial for  transformation  of  vulvar  HPV 
lesions  is  small.  However,  microtrauma 
and  irritation  created  by  the  vulvar  le- 
sions may  be  a risk  factor  for  transmis- 
sion of  HIV  at  the  time  of  sexual  inter- 
course.'* This  may  be  an  argument  for 
treating  vulvar  as  well  as  cervical  le- 
sions. 
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Physicians  needed  to  work  with 
AIDS  patients 

TO  THE  EDITOR:  Recently,  a news 

program  on  the  National  Public  Radio 
emphasized  the  despair  of  the  head  of 
the  AIDS  ward  of  Harlem  Hospital  in 
New  York  City  who  desperately  needs 
physician  coverage  of  a ward  with  ever 
increasing  numbers  of  patients.  Some 
of  the  Veterans  Administration  hospi- 
tals are  in  a similar  though  less  desper- 
ate plight. 

Because  of  social  security  and  indi- 
vidual retirement  accounts  and  because 
of  the  onus  of  malpractice  and  difficul- 
ties with  Medicaid  and  Medicare,  in- 
creasing numbers  of  healthy  older  phy- 
sicians are  retiring.  They  represent  a 
source  of  part-time  help  for  institutions 
in  need  of  them.  Could  not  these  physi- 
cians be  recruited  to  work  one  week  a 
month  or  so,  with  the  hospitals  provid- 
ing malpractice  coverage? 

Work  after  social  security  is  not  very 
profitable.  However,  the  pleasure  of  be- 
ing useful  and  maintaining  old  and  ac- 
quiring new  skills  make  monetary  re- 
wards insignificant. 

DONALD  N.  GROFF.  MD 

RD  No.  2,  Box  307 
Pine  City,  NY  14871 


AIDS  legislation  needed 

TO  THE  EDITOR:  As  the  complex  in- 

terplay of  medical,  psychological,  so- 
ciological, and  economic  features  of  the 
acquired  immunodeficiency  syndrome 
(AIDS)  epidemic  has  evolved,  attempts 


to  control  this  deadly  disease  have  de- 
manded a multifaceted  approach  em- 
ploying both  therapeutic  and  preventive 
measures.  Education  of  individuals  at 
highest  risk  for  human  immunodefi- 
ciency virus  (HIV)  infection  has  been 
given  the  highest  priority,  and  empha- 
sizes avoidance  of  dangerous  drug-asso- 
ciated needle  sharing  and  sexual  behav- 
ior most  likely  to  transmit  disease.  For 
the  clinician,  the  duty  to  warn  has  sup- 
planted the  traditional  code  of  doctor- 
patient  confidentiality  in  the  greater 
name  of  public  health  and  the  protec- 
tion of  society. 

In  recent  years  at  our  institution,  we 
have  been  confronted  with  several  trag- 
ic instances  of  endangerment  or  assault 
wherein  HIV-seropositive  persons  have 
knowingly  exposed  or  infected  peers  or 
partners  by  virtue  of  their  own  unethi- 
cal or  malicious  actions.  Like  others  in 
the  legal  and  law  enforcement  commu- 
nities, we  reiterate  that  statutory  legis- 
lation must  be  enacted  that  would  make 
incarceration  mandatory  for  HIV-sero- 
positive individuals  who  knowingly  en- 
gage in  high  risk  sexual  and  drug  using 
activity  without  disclosing  their  infect- 
ed status  to  others.  For  example,  such 
legislation  would  make  it  a serious 
criminal  offense  for  HIV-infected  pros- 
titutes to  engage  in  sex  with  clients,  and 
for  any  infected  person  whose  contin- 
ued homosexual  or  heterosexual  activi- 
ties knowingly  endanger  the  lives  of  un- 
informed partners.  The  irresponsibility 
and  immorality  of  such  actions  have 
far-reaching  implications,  and  threaten 
the  safety  not  only  of  individuals  but  of 
society  at  large  through  continued,  un- 
suspected transmission  of  this  lethal 
agent.  Strict  criminal  laws  are  needed 
to  protect  the  rights  and  lives  of  inno- 
cent citizens. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  November  1989  issue  o/Epidemiol- 
ogy  Notes  ( Vol.  4,  No.  II),  published  by  the  Division  of 
Epidemiology,  New  York  State  Department  of  Health, 
Albany,  NY. 


Baseline  survey  for  the  Healthy  Heart 
Program 

In  1985,  New  York  State  had  the  nation’s  highest  age- 
adjusted  rate  of  mortality  among  men  and  women  from 
coronary  heart  disease.'  Data  from  the  past  20  years  show 
that,  relative  to  other  states.  New  York  has  exhibited  a 
long-standing  tendency  toward  increased  mortality  from 
heart  disease."  Race-specific  analyses  conducted  by  the 
Mary  Lasker  Heart  and  Hypertension  Institute  of  the 
New  York  State  Department  of  Health  indicated  that 
coronary  heart  disease  mortality  in  New  York  was  elevat- 
ed for  nonwhites  as  well  as  for  whites. 

In  response  to  this  problem,  the  New  York  State  De- 
partment of  Health  initiated  the  New  York  State  Healthy 
Heart  Program,  an  effort  to  apply  what  has  been  learned 
from  broad-based  interventions  for  coronary  heart  disease 
prevention  in  the  United  States"  ^ and  Finland.^  Organi- 
zations in  eight  sites  across  the  state  are  working  with  lo- 
cal media,  schools,  restaurants,  grocery  stores,  employers, 
health  care  providers  and  other  community  institutions  to 
develop  strategies  for  improving  the  cardiovascular  health 
of  local  residents. 

The  locations  of  the  intervention  sites  are  shown  in  Fig- 
ure 1.  Projects  outside  New  York  City  include  Niagara 
County,  Tompkins  and  Cayuga  counties,  Otsego  and 
Schoharie  counties  and  the  City  of  Yonkers.  Within  New 
York  City,  interventions  are  being  planned  for  Washing- 
ton Heights,  Central  Harlem,  East  Harlem  and  Bedford- 
Stuyvesant. 

One  measure  of  the  impact  of  the  Healthy  Heart  Pro- 
gram will  be  change  over  time  in  the  level  of  preventive 


FIGURE  1.  Location  of  community  intervention  programs. 


practices  and  risk  factors  for  coronary  heart  disease,  as 
measured  by  random  telephone  surveys  of  residents  in  the 
intervention  communities.  The  respondents  were  ques- 
tioned about  cardiovascular  risk  factors,  such  as  sex,  age, 
race,  blood  pressure,  smoking,  dietary  fat  and  cholesterol, 
obesity  and  sedentary  lifestyle.  The  baseline  survey  for  the 
Healthy  Heart  Program  was  conducted  in  the  beginning 
of  1 989,  and  selected  preliminary  findings  are  described  in 
this  report.  The  telephone  survey  questionnaire  was  mod- 
eled after  those  used  by  the  Centers  for  Disease  Control 
Behavioral  Risk  Factor  Survey  and  the  South  Carolina 
Cardiovascular  Disease  Prevention  Project.  Telephone 
exchanges  were  identified  for  the  intervention  counties 
and  urban  areas,  and  a dual  frame  sampling  design  was 
employed  to  randomly  identify  one  respondent  (between 
18  and  64  years  of  age)  per  household  for  an  interview. 
Substitutions  were  not  allowed  within  the  contacted 
household,  and  a maximum  of  four  attempts  were  made  to 
interview  the  selected  individual.  The  interview  lasted  ap- 
proximately 45  minutes,  and  66%  of  eligible  adults  in  the 
sampling  frame  (for  all  sites  combined)  agreed  to  partici- 
pate. 

Characteristics  of  respondents  from  the  eight  interven- 
tion sites  are  summarized  in  Table  I.  There  was  little  vari- 
ation by  age  or  sex;  the  average  age  of  respondents  was 
near  or  at  age  40  and  the  majority  of  respondents  (55%  to 
61%)  were  women.  There  were  substantial  and  predict- 
able differences  in  race,  with  largely  white  samples  out- 
side of  New  York  City,  but  combinations  of  black,  His- 
panic and  white  in  the  communities  of  New  York  City. 
Response  rates  also  varied  somewhat.  Participation  was 
highest  in  the  rural  sites  and  East  Harlem,  and  lowest  in 
Yonkers  and  the  remaining  sites  of  New  York  City.  The 
continuing  evaluation  of  the  Healthy  Heart  Program  will 
attempt  to  examine  the  impact  of  selective  response  to  this 
and  other  efforts  at  data  collection. 

The  survey  included  questions  on  the  recency  of  mea- 
surement of  blood  pressure  and  cholesterol.  Responses  are 
shown  for  both  risk  factors  in  Figure  2.  The  data  indicate 
that  annual  blood  pressure  checks  are  uniformly  common 
across  the  intervention  sites.  This  reported  level  of  blood 
pressure  monitoring  is  consistent  with  data  from  the  Na- 
tional Center  for  Health  Statistics"  and  suggests  that  the 
Healthy  Heart  Program  need  not  create  new  opportuni- 
ties for  adults  to  have  their  blood  pressure  measured. 
However,  based  on  additional  data  from  the  survey,  the 
Healthy  Heart  Program  may  work  with  existing  resources 
for  hypertension  screening  and  management  to  improve 
the  follow-up  of  diagnosed  patients  and  to  reduce  barriers 
to  compliance.  The  data  on  cholesterol  screening  reflect 
the  growth  of  interest  and  activities  related  to  this  subject. 
The  1987  Behavioral  Risk  Factor  Survey  found  that  only 
33%  of  adults  in  New  York  had  ever  had  their  cholesterol 
tested.  This  represented  the  second  lowest  value  of  33  par- 
ticipating states.*  Two  years  later,  a higher  proportion  of 
adults  (43%  overall)  reported  having  cholesterol  screened 
in  the  past  year  alone.  However,  there  is  still  need  for  im- 
provement in  the  level  of  this  preventive  practice,  particu- 
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TABLE  I.  Characteristics  of  Respondents  to  the  Healthy  Heart  Program  Basetine  Telephone  Survey,  By  intervention  Site 


Niagara 

Yonkers 

Otsego/ 

Schoharie 

Cayuga/ 

Tompkins 

Washington 

Heights 

Central 

Harlem 

Bedford- 

Stuyvesant 

East 

Harlem 

Number  of 

506 

506 

250 

450 

851 

515 

501 

600 

Respondents 
Mean  age 

40 

40 

39 

38 

38 

39 

38 

39 

% Male 

46 

44 

44 

46 

41 

45 

39 

40 

% Black 

4 

8 

2 

2 

16 

68 

74 

42 

% Hispanic 

<1 

3 

<1 

1 

46 

11 

14 

28 

% White 

93 

81 

95 

92 

32 

13 

6 

23 

% Participation 

66 

61 

74 

79 

60 

60 

60 

73 

larly  in  the  rural  counties. 

Risk  factors  that  have  been  identified  as  targets  for  in- 
tervention in  the  Healthy  Heart  Program  are  high  blood 
pressure,  smoking,  excessive  dietary  fat  and  cholesterol, 
obesity  and  sedentary  lifestyle.  Estimated  levels  of  seden- 
tary lifestyle  are  shown  by  intervention  site  in  Figure  3.  In 
contrast  to  cholesterol  screening  (where  rural  counties 
may  be  lagging  behind),  sedentary  behavior  is  least  com- 
mon in  the  rural  areas  and  most  prevalent  in  three  of  the 
four  sites  in  New  York  City.  The  level  of  inactivity  de- 
scribed in  this  survey  is  similar  to  values  estimated  for  the 
US  adult  population.^  However,  in  a 1987  Centers  for 
Disease  Control  report  that  combined  the  completely  sed- 
entary with  those  who  exercise  at  a level  below  that  neces- 
sary for  cardiorespiratory  benefit, New  York  ranked 
last  in  physical  activity  out  of  the  33  states  in  the  survey. 
Therefore,  environmental  changes  that  would  encourage 
increased  physical  activity,  such  as  the  organization  of  ex- 
ercise clubs  or  better  marking  and  lighting  on  jogging 
trails,  may  be  especially  appropriate  for  the  local  Healthy 
Heart  Program  to  recommend  and  implement. 

Further  analyses  of  these  data  are  now  being  performed 
to  suggest  appropriate  strategies  to  reduce  high  risk  factor 
levels  in  various  subgroups.  This  information  will  be  use- 


ful to  the  individual  Healthy  Heart  programs  as  they  plan 
their  interventions.  It  will  also  be  compared  with  respons- 
es from  similar  survey  data  being  collected  in  other  parts 
of  the  state  to  characterize  the  cardiovascular  risk  status 
of  the  residents  of  these  communities. 
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FIGURE  2.  Percent  of  respondents  who  have  had  blood  pressure  and  FIGURE  3.  Percent  of  respondents  reporting  no  physical  activity  for  lei- 

cholesteroi  measured  in  the  past  year,  by  intervention  site.  sure,  by  intervention  site. 
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Screening  for  congenital  syphilis  begins 

Effective  December  6,  1989,  all  babies  born  in  New 
York  State  are  required  to  receive  serological  screening 
for  exposure  to  syphilis.  Such  screening  will  allow  for  ear- 
ly diagnosis,  treatment  and  follow-up  of  the  newborn  with 
congenital  syphilis. 

Reported  cases  of  congenital  syphilis  have  increased 
more  than  six-fold  in  New  York  State  in  the  last  three 
years,  from  57  cases  in  1986  to  377  cases  in  1988;  between 
800  and  1,000  cases  are  expected  in  1989.  These  congeni- 
tal syphilis  cases  are  a direct  result  of  an  increase  in  early 
infectious  syphilis  in  women.  Early  syphilis  has  more  than 
doubled,  from  4,607  in  1986  to  10,749  in  1988.  Almost 
half  the  cases  were  in  women;  many  of  these  women  be- 
came pregnant  while  infected. 

Although  prenatal  screening  for  syphilis  is  required, 
many  women  who  deliver  an  infant  with  syphilis  are  mem- 
bers of  groups  that  traditionally  receive  inadequate  prena- 
tal care  (ie,  age  18  or  under,  unmarried  and  of  low  socio- 
economic and  educational  status).  Other  women  may  be 
negative  for  syphilis  when  tested  early  in  pregnancy,  but 
become  infected  between  screening  and  delivery. 

To  diagnose  those  infants  born  with  syphilis,  the  new 
regulation  (Title  10,  Subpart  69-2,  of  the  Official  Compi- 
lation of  Codes,  Rules  and  Regulations  of  the  State  of 
New  York)  includes  the  following: 

• All  infants  born  after  22  weeks,  whether  alive  or 
dead,  must  have  a sample  of  blood  removed  from  the 
umbilical  cord  and  submitted  to  an  approved  lab- 
oratory for  standard  serological  tests  for  syphilis. 

• If,  at  time  of  birth,  the  body  blood  from  the  mother 
is  tested  for  syphilis,  the  cord  blood  test  requirement 
is  waived.  The  infant’s  body  blood  must  be  tested 
after  any  positive  test  result  of  the  mother’s  blood. 

• Bloods  submitted  for  testing  must  be  clearly  marked 
as  cord,  newborn  or  mother /delivery  to  facilitate  re- 
porting; all  samples  must  be  tested  with  a quantita- 
tive nontreponemal  test.  Any  positive  test  result 
must  be  confirmed  by  a treponemal  test  on  the  same 
sample. 

• All  positive  serologic  results  must  be  reported  to  the 
local  health  department  within  24  hours  of  receipt 
of  the  test  results. 

• The  responsible  physician  or  birth  attendant  must 
ascertain  that  both  the  mother  and  the  infant  are 
treated  with  appropriate  therapy,  and  that  follow- 
up is  arranged.  The  responsible  physician  or  birth 
attendant  must  cooperate  with  the  designated  pub- 
lic health  investigators  to  assure  that  diagnosis, 
therapy  and  any  necessary  follow-up  testing  meet 
current  standards  of  care. 

National  and  state  statistics  document  that  at  least  half 
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FIGURE  1.  Congenital  syphilis  in  New  York  State:  confirmed  and  com- 
patible cases,  1983-1988. 

of  all  women  giving  birth  to  congenitally  infected  infants 
have  received  no  prenatal  care.  Therefore,  it  is  imperative 
to  test  all  infants  at  the  time  of  birth  since  many  carry  no 
detectable  signs  or  symptoms  of  the  disease.  Serious  con- 
sequences of  syphilis  in  the  infant  may  not  become  obvious 
until  months  or  years  later  when  bone  deformities,  organ 
destruction  or  central  nervous  system  damage  may  be  re- 
vealed. 

Questions  regarding  diagnosis,  treatment  or  case  fol- 
low-up of  cases  of  early  or  congenital  syphilis  may  be  di- 
rected to  the  New  York  Sexually  Transmitted  Disease 
Control  Program,  (518)  474-3598. 


Toy  safety 

The  Consumer  Product  Safety  Commission  (CPSC) 
reports  that  more  than  100,000  people  are  injured  by  toys 
each  year.  Nearly  85%  of  these  injuries  involve  children 
under  1 5 years  old  and  over  half  involve  children  under 
five.  Most  injuries  result  from  falls  or  collision  with  toys 
and  are  relatively  minor.  However,  severe  injuries  do  oc- 
cur. Fifty-two  toy-related  deaths  were  reported  to  CPSC 
from  January  1986  through  November  1987.  Half  of 
these  deaths  were  due  to  aspiration  or  ingestion  of  bal- 
loons, small  parts  or  small  toys  such  as  marbles  or  balls. 
Over  40%  of  these  deaths  involved  children  riding  a toy 
into  the  path  of  a motor  vehicle  or  into  a swimming  pool. 
Riding  toys,  excluding  bicycles,  are  associated  with  more 
injuries  and  deaths  than  any  other  single  type  of  toy.' 

The  Toy  Manufacturers  of  America,  Inc  (TMA),  in  co- 
operation with  CPSC,  have  developed  voluntary  safety 
standards  for  toys.  These  voluntary  measures  are  used  by 
manufacturers  to  reduce  the  possibility  of  defects  that 
could  present  risks  of  injury  to  children.  CPSC  also  devel- 
ops, promulgates  and  enforces  mandatory  safety  stan- 
dards for  electric  toys,  pacifiers,  bicycles,  infant  rattles, 
toys  with  sharp  objects  and  lead-based  paint  used  on  toys. 
CPSC  tests  toys  for  compliance  and  investigates  consum- 
er complaints.  Investigations  led  to  the  recall  of  1 16  toys 
and  children’s  articles  during  fiscal  year  1987. 

Public  health  educators  and  others  who  deal  with  chil- 
dren and  parents  can  help  to  avoid  toy-related  injuries  by 
providing  parents  with  the  following  guidelines  for  toy  se- 
lection and  use: 
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• Select  toys  to  suit  the  age,  maturity,  physical  size, 
skill  level,  abilities  and  interests  of  the  individual 
child. 

• Supervise  children,  keeping  toys  with  small  parts 
away  from  younger  children,  as  well  as  from  chil- 
dren who  still  put  toys  in  their  mouths. 

• Examine  toys  regularly  for  jagged  edges  and  loose, 
small  parts.  Discard  or  repair  toys  immediately  if 
problems  are  found. 

• Store  toys  not  in  use  where  they  will  not  be  stepped 
on  or  tripped  over.’ 

Local  health  agencies  and  other  public  health  organiza- 
tions can  implement  toy  safety  education  programs  and 
other  programs  that  provide  surveillance  of  toy  injury 
risks.  One  such  program,  which  began  in  1971  in  Monroe 
County,  involves  the  Monroe  County  Health  Department, 
consumer  activists,  news  media  and  retail  businesses.  In 
this  program,  students  from  the  State  University  of  New 
York  at  Brockport  canvass  retail  stores,  conduct  surveys 
and  evaluate  available  toys.  Recommendations  are  made 
to  store  managers  to  voluntarily  remove  toys  that  are  con- 
sidered to  be  unsafe  and  to  identify  problem  toys  before 
ordering  for  the  following  year.  Consumer  groups  also  re- 
quest that  retailers  participate  in  this  injury  prevention 


program  by  publicizing  toy  safety  information  in  adver- 
tisements. Media  coverage  of  project  activities  also  helps 
to  alert  the  public  to  the  need  for  toy  safety  awareness. 

The  two  largest  trauma  centers  in  Monroe  County, 
Rochester  General  and  Strong  Memorial,  participated  in 
CPSC’s  National  Electronic  Injury  Surveillance  System, 
established  in  1974.  At  that  time,  approximately  60%  of 
all  accidental  injuries  in  the  county  requiring  emergency 
treatment  and/or  hospitalization  were  treated  at  the  two 
facilities.  Data  from  this  surveillance  project  indicated  a 
decline  in  toy-related  injuries  from  256  in  1974  to  77  in 
1981  in  the  two  hospitals.  In  addition,  the  Monroe  County 
Health  Department  estimated  that  the  county  toy  safety 
program  prevented  over  1,000  toy-related  injuries  by 
1984,  saving  at  least  $100,000  in  direct  health  care  costs. ^ 
The  county  continued  the  program  through  the  1989  holi- 
day season. 

For  a copy  of  Ride  the  Toy  Safety  Train  brochure,  con- 
tact Publications,  New  York  State  Department  of  Health, 
at  (518)  474-5370. 
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NEWS  BRIEFS 


Extent  of  underreporting  of  AIDS  documented  in  South 
Carolina 

In  comparing  AIDS  cases  identified  through  a review  of 
hospital  discharge  records  with  those  cases  reported  to  the 
state  AIDS  case  registry,  authors  Conway  and  colleagues 
found  an  underreporting  or  underrecognition  rate  in 
South  Carolina  considerably  greater  than  expected 
{JAMA  1989;  262:2859-2863).  The  authors  reported  se- 
lective trends  in  nonreporting  and  possible  reasons  for  the 
discrepancy  between  the  numbers  of  actual  cases  of  AIDS 
and  reported  cases.  With  respect  to  AIDS,  “given  the  cur- 
rent high  social  and  economic  costs  of  the  disease,  it  is 
important  both  for  epidemiologic  studies  and  for  health 
resource  planning  to  have  as  accurate  and  complete  a case 
count  as  possible.” 

Taking  advantage  of  the  statewide  uniform  hospital 
billing  system  established  in  South  Carolina  in  January 
1986,  the  authors  were  readily  able  to  review  the  596,585 
hospital  discharge  record  files  introduced  into  the  system 
from  all  nonfederally  funded  hospitals  between  January  1, 
1986,  and  June  30,  1987.  A computer  search  of  these  files 
identified  1,513  records  with  “ICD-9-CM  codes  consis- 
tent with  AIDS-related  and  AIDS-defining  conditions  in- 
cluded in  the  1987  revised  [Centers  for  Disease  Control] 
CDC  AIDS  case  definition.”  These  records  were  then  re- 
viewed by  three  of  the  authors. 

AIDS  has  been  a reportable  disease  in  South  Carolina 
since  1982,  with  a passive  reporting  system  in  which  phy- 
sicians and  hospitals  voluntarily  submit  reports  to  the 
state  Department  of  Health  and  Environmental  Control 
and  to  the  Centers  for  Disease  Control.  Of  the  1,513  hos- 
pital visits  identified  through  hospital  discharge  records, 
153  patients  met  the  CDC  AIDS  case  definition  and 
should  have  been  reported.  These  cases  were  then  com- 
pared with  the  state  AIDS  case  registry  through  March 
31,  1988  (with  the  extra  time  allotted  for  reporting  delays 
and  CDC  verification).  The  authors  found  that  91  of  153 
(59.5%)  of  patients  had  been  reported. 

Conway  et  al  reported  several  interesting  findings: 

• White  patients  with  AIDS  were  significantly  more 
likely  to  be  reported  to  the  state  registry  than  were 
blacks  or  all  nonwhites. 

• Male  patients  were  more  likely  to  be  reported  than 
females  with  AIDS,  although  this  finding  was  not 
statistically  significant. 

• Patients  with  a specific  risk  factor  for  AIDS  stated 
in  their  hospital  records  were  significantly  more 
likely  to  be  reported. 

The  authors  suggest  that  differences  in  AIDS  reporting 
practices  from  state  to  state  may  depend  on  the  prevalence 
of  a disease  and  the  related  importance  given  to  disease 
surveillance.  In  areas  of  high  incidence  of  AIDS,  especial- 
ly urban  areas,  there  has  been  good  reporting  of  AIDS, 
possibly  due  to  a more  active  reporting  system  with  good 
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surveillance  supported  by  federal  funds.  Conway  and  col- 
leagues cite  a recent  study  in  Oregon  in  which  implemen- 
tation of  active  surveillance  was  followed  by  a 37%  im- 
provement in  case  detection.  In  late  1987,  South  Carolina 
began  receiving  federal  support  for  the  development  of 
more  active  AIDS  case  surveillance  measures. 

The  authors  present  other  possible  reasons  for  underre- 
porting, including  a lack  of  understanding  of  the  disease 
reporting  process,  confidentiality  concerns,  and  a lack  of 
knowledge  by  physicians  of  the  clinical  conditions  associ- 
ated with  AIDS. 

The  59.5%  reporting  rate  found  in  this  study  may  even 
be  a conservative  estimate,  as  some  patients  did  not  meet 
the  definition  of  AIDS  due  to  insufficient  information  in 
the  hospital  records.  “If  underreporting  to  the  degree  ob- 
served in  this  study  is  widespread  in  the  United  States, 
current  estimates  regarding  the  extent  of  the  epidemic 
should  be  viewed  with  caution.”  In  addition  to  this  warn- 
ing, Conway  et  al  emphasized  the  danger  of  the  selective 
underreporting  of  females  and  minority  patients,  as  the 
risk  of  AIDS  continues  to  increase  in  these  populations. 

Food  and  Drug  Administration  halves  dosage  for  AZT 

On  January  16,  1990,  the  Food  and  Drug  Administra- 
tion (FDA)  recommended  halving  the  dosage  of  AZT  (zi- 
dovudine) for  treating  patients  with  the  acquired  immu- 
nodeficiency syndrome  (AIDS).  The  FDA  recommended 
a reduction  of  the  dosage  from  1,200  mg  to  600  mg,  after 
concluding  that  the  lower  dose  was  as  therapeutically  ef- 
fective as  the  higher  one  and  produced  far  fewer  untoward 
reactions.  The  FDA  based  its  recommendations  on  two 
studies  conducted  by  the  National  Institute  of  Allergies 
and  Infectious  Diseases.  At  the  present  time,  some  40,000 
persons  in  the  United  States  are  taking  AZT.  The  annual 
cost  for  therapy  per  person  at  the  high  dosage  has  been 
from  $5,600  to  $6,400.  This  cost  will  now  be  halved  with 
the  lower  dosage  for  many  patients.  NY  Times,  January 
17,  1990. 

Growing  role  of  bacterial  infections  in  AIDS-related 
morbidity  and  mortality 

The  Centers  for  Disease  Control’s  (CDC)  1987  revision 
of  the  surveillance  case  definition  for  AIDS  included  the 
addition  of  Salmonella  septicemia  as  an  opportunistic  in- 
fection indicative  of  a diagnosis  of  AIDS.  Prior  to  the 
1987  revision,  nonmycobacterial  bacterial  infections  were 
not  considered  as  being  indicative  of  human  immunodefi- 
ciency virus  (HIV)  infection  or  AIDS.  Nichols  and  col- 
leagues contend  that  “bacterial  infections  in  general,  and 
S aureus  infections  in  particular,  are  important  causes  of 
morbidity  and  mortality  in  patients  with  AIDS  {Am  J 
Clin  Pathol  1989;  92:787-790). 

The  authors  reviewed  the  findings  of  autopsies  per- 
formed on  46  patients  with  AIDS  between  January  1983 
and  January  1988.  Postmortem  cultures  yielding  bacteria 
were  only  acknowledged  as  infections  if  the  autopsy  re- 
vealed histologic  findings  of  infection  and  gram-positive 
or  gram-negative  organisms  on  Brown  and  Brenn  stain- 
ing. 
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Thirty-eight  of  the  46  cases  (83%)  had  evidence  of  non- 
mycobacterial  bacterial  infections  based  on  antemortem 
or  postmortem  cultures.  In  37%  (17/ 46)  of  these  patients, 
bacterial  infections  were  a significant  factor  in  the  cause 
of  death.  The  bacterial  infections  uncovered  on  autopsy 
were  not  clinically  diagnosed  prior  to  death  in  12  of  46 
(26%)  patients. 

The  most  common  cause  of  bacterial  infection  in  this 
autopsy  series  was  Staphylococcus  aureus.  In  fact,  “S'. 
aureus  infection  was  the  fourth  most  common  specific  in- 
fection identified  at  autopsy  among  our  patients  with 
AIDS,  behind  cytomegalovirus  infection,  Pneumocystis 
carinii  pneumonia  (PCP),  and  invasive  candidiasis.” 
Other  bacterial  pathogens  identified  at  autospy  included 
Escherichia  coli,  coagulase-negative  Staphylococci, 
Pseudomonas  aeruginosa,  Yersinia  pseudotuberculosis. 
Streptococcus  pneumoniae,  Haemophilus  influenzae, 
and  Capnocytophaga. 

S aureus  is  gaining  recognition  as  a cause  of  pneumonia 
in  patients  with  AIDS,  often  occurring  concurrently  with 
or  after  P carinii  or  cytomegalovirus  pneumonia.  The  au- 
thors suggest  that  S aureus  pneumonia  be  part  of  the  dif- 
ferential diagnosis  of  pulmonary  disorders  in  patients  with 
AIDS. 

Controversy  grows  over  parallel  track  for  experimental 
AIDS  drug 

In  response  to  increasing  pressure  from  advocates  for 
people  with  AIDS  for  greater  availability  of  experimental 
AIDS  drugs,  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases  recently  instituted  a parallel  track  testing 
program.  The  first  application  of  the  parallel  track  ap- 
proach has  involved  the  new  drug  dideoxyinosine  (DDI), 
which  was  to  be  tested  in  a conventional  clinical  trial  for- 
mat, as  well  as  being  available  to  patients  with  AIDS  who 
could  not  take  part  in  the  trials. 

Criticisms  of  the  parallel  track  program  all  too  quickly 
became  reality,  as  nearly  20  times  more  people  initially 
sought  the  free  distribution  of  DDI  than  signed  up  to  par- 
ticipate in  clinical  trials  {NY  Times,  November  21,  1989, 
pp  Al,  CIS).  This  led  researchers  and  federal  officials  to 
question  whether  they  would  attract  enough  volunteers  to 
complete  the  trials. 

The  broader  issue  here  is  whether  drug  manufacturers 
and  physicians  will  be  able  to  determine  if  the  benefits  of 
experimental  drugs  such  as  DDI  outweigh  the  adverse  ef- 
fects of  these  toxic  drugs.  Only  through  supervised  clinical 
trials  that  involve  large  numbers  of  people  and  compare 
the  effects  of  the  new  drug  to  those  of  existing  treatments 
or  to  no  treatment  at  all  can  this  question  be  adequately 
addressed,  according  to  critics  of  the  parallel  track  pro- 
gram. 

In  support  of  this  position.  Dr  Samuel  Broder,  director 
of  the  National  Cancer  Institute,  has  stated  that  “AZT 
would  have  been  completely  dismissed  as  a drug  that’s  too 
toxic,”  had  the  statistical  analysis  of  data  collected  in  clin- 
ical trials  not  shown  that  the  beneficial  effects  of  AZT 
outweighed  the  risks  of  its  deleterious  effects. 

Advocates  of  the  parallel  track  program  defend  the 
greater  availability  of  potentially  beneficial  drugs  and 


criticize  the  drug  testing  process.  With  respect  to  the 
problems  in  recruiting  participants  for  clinical  trials  with 
DDI,  they  contend  that,  “because  of  bureaucratic  prob- 
lems the  DDI  trials  started  supplying  the  drug  several 
weeks  after  it  was  available  through  expanded  access  pro- 
grams.” Patients  do  not  want  to  wait  several  weeks  to  try  a 
new  drug  that  might  benefit  them.  Some  patients  do  not 
want  to  participate  in  clinical  trials  because  they  have  only 
a 50%  chance  of  actually  receiving  the  new  drug,  versus  a 
placebo  or  other  treatment. 

Patients  with  AIDS  and  researchers  alike  hope  that  the 
potential  short  term  benefits  derived  from  expanded  ac- 
cess to  experimental  drugs  do  not  jeopardize  the  valuable 
information  gained  in  the  long  term  from  controlled  clini- 
cal studies. 

Perinatally  acquired  HIV  infection:  AIDS’  youngest  victims 

Most  young  children  with  AIDS  acquired  the  human 
immunodeficiency  virus  (HIV)  perinatally  from  their  in- 
fected mothers.  Compared  to  HIV  infection  in  adults, 
HIV  in  children  has  a relatively  short  incubation.  In  a 
study  of  172  children  with  perinatally  acquired  HIV  who 
were  born  between  1979  and  1987,  more  than  half  the 
children  exhibited  symptoms  of  HIV  infection  within  the 
first  year  of  life,  and  clinical  disease  was  evident  in  78%  of 
the  study  group  by  two  years  of  age  {N  Engl  J Med 
1989;  321:1791-1796). 

The  median  age  at  diagnosis  was  eight  months.  Mortal- 
ity from  HIV-related  disorders  was  highest  during  the 
first  12  months  of  life;  17%  of  the  172  children  died  before 
one  year  of  age.  After  the  first  year,  the  mortality  rate 
declined  and  continued  at  a fairly  constant  level,  with  no 
plateau  evident  in  the  survival  curve.  Boys  and  girls  had 
similar  survival  times.  “Survival  decreased  markedly  im- 
mediately after  diagnosis,  indicating  the  substantial  effect 
of  the  first  clinical  illness  on  the  prognosis.  The  median 
survival  from  the  time  of  diagnosis  was  38  months  (95 
percent  confidence  interval,  24  to  60  months).” 

The  authors  noted  a significant  effect  of  age  at  diagno- 
sis on  survival.  “Children  who  were  under  the  age  of  one  at 
diagnosis  had  a significantly  shorter  survival  after  diagno- 
sis (24.8  months)  than  children  who  were  one  year  old  or 
older  (P<  0.001).” 

Scott  et  al  analyzed  the  frequency,  age  at  diagnosis,  and 
survival  patterns  of  seven  common  clinical  manifestations 
of  HIV-associated  disease:  Pneumocystis  carinii  pneumo- 
nia, Candida  esophagitis,  lymphoid  interstitial  pneumonia, 
recurrent  bacterial  infection,  cardiomyopathy,  encepha- 
lopathy, and  renal  disease.  The  most  common  disorder 
(affecting  30%  of  the  children)  and  the  most  likely  disor- 
der to  appear  first  was  lymphoid  interstitial  pneumonia. 
Encephalopathy  and  Pneumocystis  carinii  pneumonia 
were  also  frequently  the  initial  manifestations  of  HIV  in- 
fection. Renal  disease  was  rare,  and  there  were  no  cases  of 
cardiomyopathy. 

“Age  at  diagnosis  and  pattern  of  disease  were  indepen- 
dent and  important  prognostic  factors  for  survival,”  con- 
cluded the  authors.  These  factors  can  play  an  important 
role  in  understanding  the  course  of  the  disease  and  in  plan- 
ning treatment  protocols. 
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hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure;  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS: 

Special  Risk  Patients;  VICODIN/VICODtN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cougn  Reflex;  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy; 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  namsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  ana  well-controlled  studies  in 
pregnant  women  VICODIN/VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery;  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  ^fore  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS; 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  In  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  ana  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System;  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  anaiwsia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  Ly  the  use  of 
naloxone  hydrochlonde.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE; 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  Jiaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  ^st-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne- Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ana  sometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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PHYSICIANS  WANTED— CONT’D 


OB/GYN  Southern  Maine.  Lakes  region  commu- 
nity. Busy  practice,  coverage.  Opportunity  to 
design  new  OB  Department.  Excellent  nursing. 
High  first  year  income  guarantee  plus  benefits. 
Confidentiality  respected.  For  more  informa- 
tion about  this  opportunity  and  others  call: 
Marion  Novack,  E.  G.  Todd  Associates,  535  5th 
Ave. , New  York,  NY  1 00 1 7,  (2 1 2)  599-6200  col- 
lect or  (800)  221-4762. 

OB/GYN — Vermont  Mountains.  Picturesque 
Vermont  community  easily  accessible  to  Stowe. 
High  first  year  income  guarantee  plus  benefits. 
Free  office  rent  for  first  six  months.  Cohesive 
medical  community.  Low  unemployment. 
Reasonably  priced  real  estate.  Quality 
schools.  Confidentiality  respected.  For  more 
information  about  this  opportunity  and  others 
call:  Marion  Novack,  E.  G.  Todd  Associates, 
535  5th  Ave.,  New  York,  NY  10017,  (212)  599- 
6200  collect,  or  (800)  221-4762. 

VERMONT — near  Stowe — Family  Practice.  Join 
established,  suby,  BC  family  practitioner.  No 
OB.  Inpatient  care  optional.  Dedicated  office 
staff.  First  year  income  guarantee  and  bene- 
fits. Call:  Marion  Novack,  Senior  Associate, 
E.  G.  Todd  Associates,  535  5th  Ave.,  New  York, 
NY  10017,  (212)  599-6200  collect,  or  (800) 
221-4762.  Confidentiality  respected. 

BOSTON  SUBURBAN  practice  for  OB/GYNs. 
1.  Unique  practice.  Nurse  midwives  handle  all 
normal  deliveries.  MD  needs  associate  primari- 
ly for  problem  deliveries  and  GYN.  2.  Pur- 
chase large  practice  of  retiring  MD.  Assistance 
in  obtaining  line  of  credit.  3.  Well  established 
busy  MD  needs  associate.  Overhead  sharing. 
Excellent  incomes  plus  benefits  and  malprac- 
tice. For  more  information  about  these  oppor- 
tunities and  others  call:  Marian  Novack,  E.  G. 
Todd  Associates,  535  5th  Ave.,  New  York,  NY 
10017,  confidentiality  respected.  (212)  599- 
6200  collect  or  (800)  221-4762. 

GENERAL  INTERNISTS.  Boston  area /teaching 
affiliation.  Two  options:  Overhead  sharing  or 
2 to  3 physicians  who  want  to  work  together  can 
form  a new  group.  Assured  minimum  first  year 
income  guarantees.  300-bed  medical  center. 
Family  oriented  college  community.  For  more 
information  about  these  opportunities  and  oth- 
ers, please  call:  Marion  Novack,  E.  G.  Todd 
Associates,  535  5thAve.,  NewYork,  NY  10017, 
(212)  599-6200  collect,  or  (800)  221-4762. 
Your  inquiry  will  be  kept  confidential.  All  fees 
are  paid  by  our  client,  not  by  physician  candi- 
dates. 

FAMILY  physician  and  general  surgeon  sought  for 
lovely  growing  NE  Indiana  town.  Join  existing 
practices  or  enjoy  solo  with  coverage.  Forty 
miles  from  major  city,  this  community  offers 
both  rural  and  city  advantages.  Excellent  In- 
come guarantee  and  benefits,  progressive  mod- 
ern hospital  with  young  medical  staff  and  low 
malpractice.  Contact,  in  confidence,  Cheryl 
Broderick,  (508)  688-9063  (Collect).  E.  G. 
Todd  is  a physician  search  firm,  with  opportuni- 
ties nationwide  in  all  specialties.  All  inquiries 
confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 

ESTABLISHED  rapidly  growing  20  M.D.  multi- 
specialty group  in  historic  Midwest  City  seeks 
additional  family  physician,  IM/gastro,  OB  and 
orthopod.  Signing  bonus,  outstanding  income 
potential,  low  buy-in,  lovely  life  style.  Triple  A 
school  system,  four  year  college,  and  many  rec- 
reational activities.  Contact,  in  confidence, 
Cheryl  Broderick,  (508)  688-9063  (Collect).  E. 
G.  Todd  is  a physician  search  firm  with  opportu- 
nities nationwide  in  all  specialties.  All  inquiries 
confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 


PRACTICES  AVAILABLE 


UPSTATE  N.Y.  Exceptional  Opportunity  in 
Excellent  community.  Good  recreation  year 
round.  Health  forces  sale  of  Internal  medicine 
practice  IN  office  PFTs,  EKGs,  TST,  Holter, 
Vision  Chemistry  (ABBOT).  Contact  Dr. 
Haider-Shah  315  797-0900. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C,  Lexington  Professional  Center.  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

LAWRENCE:  Large,  corner  brick  house,  prime 
location,  high  visibility,  lot  90  X 150,  5 bed- 
rooms, 2 kitchens,  new  marble  floors,  beautiful 
center  foyer,  spiral  staircase,  formal  dining 
room,  finished  basement,  2 car  garage,  sprin- 
klers, alarmed,  marble  fireplace,  walking  dis- 
tance to  temples,  suitable  for  professional.  By 
owner:  1-516-239-4845. 

OFFICE  FOR  RENT — Private  entrance,  four  ex- 
amining rooms,  one  nurses  office,  large  waiting 
room  and  bathroom.  Midwood  section  of  Flat- 
bush,  1801  Dorchester  Road,  Brooklyn,  NY. 
Immediate  occupancy,  near  Cortelyou  Road 
and  East  16th  Street  Station.  Contact:  Arnold 
Marshel  (718)  209-1010. 

MEDICAL  SITE  FOR  RENT.  Seeking  Family  Phy- 
sician, formerly  occupied  by  successful  General 
Practitioner  (now  deceased)  for  36  years.  Cen- 
ter of  Smithtown,  Long  Island,  excellent  loca- 
tion. Wonderful  opportunity  for  young,  caring, 
personable,  quality  oriented  physician.  Call 
(516)  265-1066  as  of  April  1st. 

FOR  NET  LEASE  OR  SALE:  Six  story,  13,800 
square  feet  commercial  office  building  at  277 
Fifth  Avenue  between  29th  and  30th  Streets. 
For  information  please  call:  (212)  621-2060. 

FOR  SALE  LARGE  CUSTOM  HOME/6  ROOM  OF- 
FICE located  New  York,  Western  Suffolk,  North 
Shore.  Suitable  for  Medical/Dental.  Air  con- 
ditioned, one  acre,  landscaped,  prestigious 
area.  4 bedrooms,  3)^  baths,  finished  base- 
ment, 2 car  garage.  P.O.B.  #299,  Huntington, 
NY  11743. 

NASSAU— GARDEN  CITY  Home/Office  Top 
location.  Fully  equipped,  suitable  for  ophthal- 
mologist, medical,  dentist.  3 bedrooms,  din- 
ing-room, living-room/frpi,  2'k  baths,  c.a.c., 
finished  basement.  Close  to  hospitals.  (516) 
775-3209. 

PROFESSIONAL  SPACE  AVAILABLE  in  new  fur- 
nished luxury  suite,  in  new  building  with  estab- 
lished podiatrist.  Central  Suffolk — Excellenf 
for  start  up  practice:  family  practice,  internist, 
dermatologist,  psychiatrist,  etc.  Share  recep- 
tionist area  and  other  facilities.  (516)  588- 
0888. 

MEDICAL  SUITE  TO  SHARE,  Alternate  days, 
Merrick,  Long  Island,  NY.  Prime  area,  owner 
occupied  building,  ample  parking,  1000  sq.  ft., 
5 examination  rooms,  turnkey  operation.  Fully 
Equipped  Clinical  Laboratory  For  Rent,  Merrick, 
Long  Island,  NY.  1200  sq.  ft.  owner  occupied 
building.  Office  Furniture,  Treatment  Tables  for 
Sale.  Excellent  condition,  half  price.  (516) 
868-4070. 


YOCON‘ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon<  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  .’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


FOR  RENT — Brentwood,  L.l.  area — vacant  suite 
in  Professional  Bldg,  that  now  has  Internist,  Pe- 
diatrician, Obstetrician,  Dentists  and  Dental 
Specialists, — Already  subdivided  with  plumb- 
ing and  electricity.  Call  516-273-4526. 

UNUSUAL  HOUSE  FOR  SALE  by  owner  in  Rosyin, 
Country  Estates.  Luxury  living  in  custom 
ranch.  Flowing  oversized  rooms,  easy  to  live  in 
and  perfect  for  entertaining.  Unusual  features 
include  garden,  sunlit  spa,  overlooking  private 
3/4  to  1 acre.  Convenient  to  L.l.  Jewish,  North 
Shore,  St.  Francis.  Winthrop  and  other  L.l.  Hos- 
pitals. Mid  $600's.  (516)  484-1662. 

DOCTOR'S  OFFICE  FOR  SALE:  Professional 

condo  in  Manhattan.  800  square  feet  plus  out- 
side patio.  Separate  entrance,  24-hour  door- 
man. Move-in  condition;  many  extras.  Call  C. 
Fine  (212)  620-3127. 

MEDICAL  OFFICES  FOR  LEASE,  Suffolk  County 
at  L I E.  exit  61.  Ideal  exclusives  available  for 
Pediatrician,  Family  Medicine,  Oral  Surgeon, 
Podiatrist,  Chiropractor,  and  others.  Holbrook 
Medical  Center,  well  established  16  suite  Medi- 
cal Center.  Various  size  suites  available  from 
550  sq.  ft.  to  2,000  sq.  ft.  Immediate  or  future 
occupancy.  Owner,  (516)  585-5946,  evenings 
265-5476. 

IDEAL  PROFESSIONAL  LOCATION  in  Setauket, 
Long  Island.  Large  contemporary  home. 
Ground  level  first  floor  area  31  X 40,  could  easi- 
ly be  converted  to  offices.  Area  now  consists 
of  one  bedroom,  full  bath,  eat  in  kitchen,  living 
room,  large  closets,  mud  room,  laundry  room, 
oversized  garage.  Second  floor  has  totally  sep- 
arate entrance,  ceramic  tile  entrance,  living 
room,  wall  to  wall  carpet,  cathedral  ceilings, 
ceiling  fan,  dining  room,  eat  in  kitchen,  skylight, 
vertical  blinds,  central  air.  68  feet  of  decking, 
heavily  wooded  half  acre,  6 foot  stockade 
fence,  ample  off  road  parking.  Two  miles  to 
three  local  hospitals.  Three  Village  School  Dis- 
trict. Taxes  $4,100.00,  asking  $310,000.00, 
(516)  689-7291  after  5 P.M. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher.  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary.  Licensure.  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher.  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 

TAX  SPECIALIST — CPA/Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning.  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA.  JD.  LLM,  488  Madison  Avenue. 
New  York.  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

PHYSICIAN  RECRUIT1\/IENT 
1-800-423-USAF 
TOLL  FREE 


MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  11021 
(516)  773-3322. 

GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  P.C.  set-ups  & 
dissolutions,  legal  representation  on  practice 
transfers,  employment  and  partnership  agree- 
ments. Manhattan  & Long  Island  Offices  (212) 
967-1404  & (516)  565-6260. 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid, workers  compensation,  and  no  fault.  Sec- 
ondary Insurance  billing  and  follow  up  Included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N.Y.  11788  (516)  436-7776. 


MISCELLANEOUS— CONT’D 


MAY  14-18, 1990:  Consultant's  Course  in  Cardi- 
ology. New  York,  New  York.  Sponsored  by 
the  American  College  of  Cardiology  and  The 
Page  and  William  Black  Post  Graduate  School 
of  Medicine  of  the  Mount  Sinai  School  of  Medi- 
cine (CUNY).  Inquiries:  Registration  Secre- 

tary, Extramural  Programs  Department,  Ameri- 
can College  of  Cardiology,  9111  Old 
Georgetown  Rd.,  Bethesda,  MD  20814.  Tel. 
(800)  253-4636;  In  Maryland  (301)  897-5400, 
ext.  228. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services.  Inc.  (914)  623-0022. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affirma- 
tive, contact  Susan  Kaplan,  Attorney-at-Law, 
(212)  877-5998.  Practice  limited  to  assisting, 
advising  and  defending  physicians  and  profes- 
sional misconduct  (licensure)  processings,  is- 
sues relating  to  chemical  dependence  and  res- 
toration of  medical  licenses — with  extensive 
trial  and  administrative  experience — formerly 
Assistant  Chief  of  Prosecution  and  Deputy  Di- 
rector of  Prosecution  for  New  York  State's  Of- 
fice of  Professional  Discipline  (the  state  agency 
responsible  for  regulating  NYS's  31  licensed 
professions),  and  as  an  Assistant  District  Attor- 
ney in  Nassau  County.  Susan  Kaplan,  Esq., 
165  West  End  Avenue,  Suite  27P,  New  York, 
NY  10023. 


MED  ART  COMPREHENSIVE  BIOMEDICAL  PHO- 
TOGRAPHY. Prints  and  slides  for  publications 
and  presentations.  Intra-operative  photo- 
graphic specialist,  video  tapes  for  lectures  and 
conferences.  Courier  service  available.  All 
work  guaranteed.  References  and  portfolio 
available  upon  request.  Serving  the  Medical 
and  Academic  Community  for  over  twenty 
years,  with  pride  and  precision.  (718)  776- 
6223. 
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VACATION  SEMINARS 
— Fully  Accredited  — 
Medical  Malpractice 
“Damage  Control”  and 
AIDS:  An  Overview 

(Satisfies  Relicensure  Requirements) 

2-5  Day  Programs 
Offered  WEEKLY  At: 

4 CLUB  MED  VILLAGES 
(Dom.  Rep.,  FL.  Mex..  Nassau) 
DISNEY  WORLD*.  CRESTED  BUTTE  (CO) 
LAKE  PLACID.  LAKE  TAHOE 
MIAMI  BEACH.  N.  CONWAY  (NH) 
PHOENIX,  POCONO  MTS.  (PA) 

SAN  DIEGO.  STEAMBOAT  SPRINGS  (CO), 
& a DUDE  RANCH  (AR) 

*3  & 4 day  Bahamas  Cruises 
offered  (special  rate) 

Registration  fee:  $125  -225 
(8-20  hours  CME) 

Spouse  Free 

Presented  by 

CURRENT  CONCEPT  SEMINARS 

America  s Largest  Independent 
Producer  of  CME  Programs 
S700  Stirling  Road,  Hollywood.  FL  33021 
(305)966-1009  • (800)969  1009 


MISCELLANEOUS— CONT’D 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1-8070. 


OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  in  your  plans,  please  call:  Dilip 

Khetani,  Pension  Actuary.  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application /res- 
toration, Controlled  Drug  Proceedings.  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 


MISCELLANEOUS— CONT’D 


COLLECTION  PROBLEMS?  Call  the  New  York 
Professional  Bureau  (A  Subsidiary  of  the  New 
York  County  Medical  Society)  for  information, 
(212)  268-1580.  Serving  Doctors  in  New  York 
State  for  over  37  years. 


BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE”, 

to  be  mailed  from  March  to  August  1 990.  For  a 
free  sample  copy,  mail  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Orange,  New  Jersey,  07052. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York.  N Y 10010. 
212-213-8484. 


MISCELLANEOUS— CONT’D 


LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder/partnership  agreements,  buy  and 
sell  agreements.  ACCOUNTING/C. P. A.  Tax 
returns  (corporate  and  individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 
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Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


Working  today  for  a healthier  tomorrow 


coifflmTO 

oPlraCE 

Presenting 


the  winners  of  the  1989 


l/6i 


Roche  President’s  Achievement 

Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  repr^A^atives/ 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professimvfeli^ 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  th^ 
exceptional  individuals. 


Alan  Mary  Ann  T.  Bruce  H.  Charles  Philip  C. 

Berk  De  Rosa  Epstein  Florio,  Jr.  Forde 


Sheldon  Nicholas  R.  Karen  Debra  J.  Roberts.  William  M. 

Maginsky  Masi  Mosher  Roberts  Russell  Sirockman 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
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Humuliif® 

human  insulin 
[recombinant  DNA  origin] 


Leadership 
In  Diabetes  Care 
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AT  MARINE  JREES  CAN 
GROW  ON  MONEY. 


You’ve  got  a small  business.  You  want  it  to  grow  But  there's  so  much  to  do.  Sometimes 
it’s  hard  to  manage  everything  on  your  own. 

Well,  you  don’t  have  to  be  on  your  own  any  longer.  At  Marine,  we  have  trained  experts 
in  businesses  just  like  yours,  ready  to  give  you  a helping  hand.  They’re  called  Relationship 
Managers.  And  they  can  show  you  how  to  write  a business  plan.  Organize  your  pa\Toll 
procedures  more  efficiently.  Handle  your  banking  transactions  right  from  your  own  office. 
And  more. 
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you  anything  and  there’s  no  obligation.  We  may  not  be  in 
the  nursery  business,  but  we’ve  been  helping  businesses 
like  yours  grow  for  a long  time. 
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“Ididn’t 

acqudv 

emphy'sema, 

linherttedU” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha^ -antitrypsin  (AAT)."'  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.^ 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-1. 


1.  Brantly  ML,  Paul  LD,  Miller  BH,  el  al:  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms. 
Am  Rev  Respir  Dis  1988:138:327-336. 

2 Wewers  MD,  Casolaro  MA,  Sellers  SE,  et  al:  Replacement  therapy  for  alpha, -antitrypsin 
© 1 990  Miles  Inc  deficiency  associated  with  emphysema.  N EnglJ  Med  1987;316:1055-1062. 


Miles  Inc. 

Cutter  Biological 
400  Morgan  Lane 
West  Haven,  CT  06516 

Cutter 


APRIL  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  5 A 


lUNE  16 


Pointing  the 
way  to  more 
CME  credit. 


Earn  more  CME  credit 
with  Postgraduate 
Medicine’s  new  and 
improved  CME  Program 
sponsored  by  the 
Interstate  Postgraduate 
Medical  Association. 

More  CME  credits  for 
less  money  ($10.00). 


Practical  questions 
covering  the  most  im- 
portant points  from 
each  article— not  just 
one  symposium  article. 


Now,  more  than  ever, 
you’ll  want  to  read 
every  issue  of 
Postgraduate  Medicine 
from  cover  to  cover! 


4530  W 77th  Street 
Minneapolis,  MN  55435 
(612)835-3222 


10th  ANNUAL  ADVANCES  IN  GASTROENTEROLOGY 


BALLY'S  PARK  PLACE 
ATLANTIC  CITY,  NEW  lERSEY 


For  further 
information,  contact: 


Registration  Manager 
SLACK  Incorporated 
6900  Grove  Road 
Thorofare,  N.J.  08086 
609-848-1000 


MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


MAY  1990 

AROUND  THE  STATE 


BRONX 

May  10.  Family  Therapy  Workshop. 
5V2  Cat  I Credits.  Bronx  Psychiatric 
Children’s  Hospital.  Contact:  Office  of 
Continuing  Medical  Education,  Albert 
Einstein  College  of  Medicine/Monte- 
fiore  Medical  Center,  3301  Bainbridge 
Ave,  Bronx,  NY  10467.  Tel:  (212)  920- 
6674. 

May  23.  Covert  Surreptitious  Law  En- 
forcement Electronic  Surveillance  and 
Counter-Terrorism:  Tacts  and  Equip- 
ment. Lehman  College.  Contact:  Mark 
L.  Taff,  MD,  President,  New  York  Soci- 
ety of  Forensic  Sciences,  5 1 1 Hemp- 
stead Ave,  Suite  2,  West  Hempstead, 
NY  1 1552.  Tel:  (516)  292-2300. 

GARDEN  CITY 

May  23.  A Clinical  Day  in  Ophthalmol- 
ogy, Ocular  & Orbital  Trauma.  7 Cat  I 

Credits.  Garden  City  Hotel.  Contact: 
Ann  J.  Boehme,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  1 1042.  Tel:  (718)  470-8650. 

{continued  on  p 8A) 
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A health  plan  can  provide  you  with  tremendous  support.  If  it 
has  the  right  backing  itself. 

At  CIGNA  Healthplan,  we  have  the  support  of  CIGNA,  a multi- 
billion  dollar  corporation  whose  subsidiaries  have  been  in  business 

for  over  300  years. 

We  also  have  a 
strong  foundation  of 
our  own.  With  over  60 
years  experience  pro- 
viding quality  health 
care  and  more  than 
1.5  million  members 
in  30  markets  nation- 
wide. And  with  plans 
to  add  more  markets, 
we’re  getting  even 
stronger. 

Of  course  our 
greatest  strength  is 
our  relationship  with 
you.  Physicians  who 
are  as  committed  to 
standards  of  excel- 
lence as  we  are. That’s 
why  we’ve  taken  the  time  to  understand  your  concerns  and  work 
closely  with  you  to  develop  programs  designed  to  improve  treatment 
procedures  and  help  you  to  better  manage  costs. 

So  if  you’re  considering  health  plans  and  would  like  more 
information,  write  to  Mike  Soper  M.D.,  CIGNA  Healthplan,  A136, 
Hartford,  CT  06152.  You’ll  find  we’re  not  just  putting  up  a front. 


We  speak  your  language!" 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


10th  ANNUAL 
EMERGENCY  MEDICINE 
SEMINAR 

MONDAY-FRIDAY 
JUNE  11-15, 1990 


This  seminar  provides  registrants  with  a rational 
and  systematic  approach  to  clinical  decision  making 
in  the  Emergency  Department.  It  is  designed  for 
Emergency  Medicine  Practitioners  and  for  those 
sub-specializing  in  Emergency  Medicine. 

A comprehensive  syllabus  complements  the  course. 


Accreditation:  29.5  AM  A Category  I Credit  Hours 
Tuition:  $650 


Call  or  Write:  (212)340-5295 

NYU  Post  Graduate  Medical  School 
550  First  Avenue,  NY,  NY  10016 

NYSM4/90 


{continued  from  p 6A) 

MANHATTAN 

May  3-5.  Face  and  Body  Contouring 
Symposium.  Waldorf  Astoria  Hotel. 
May  5.  Pediatric  Ophthalmology  Sym- 
posium. May  12.  External  Disease 
Symposium.  Manhattan  Eye,  Ear  & 
Throat  Hospital.  May  30-June  2.  Aes- 
thetic and  Reconstructive  Breast  Sur- 
gery. Waldorf  Astoria  Hotel.  Contact: 
Francine  Leinhardt,  Course  Coordina- 
tor, 210  E 64th  St,  New  York,  NY 
10021.  Tel:  (212)  838-9200,  ext  2776. 

May  5.  The  Third  Annual  Hans  Popper 
Hepatopathology  Update.  Mount  Sinai 
School  of  Medicine.  Contact:  Swan  N. 
Thung,  MD,  Department  of  Pathology, 
Mount  Sinai  School  of  Medicine,  One 
Gustave  L.  Levy  Place,  New  York,  NY 
10029.  Tel:  (212)  241-9139. 

May  7-11.  Surgical  Neuroangiography. 
34  Cat  1 Credits.  May  12.  Fiberoptic 
Endoscopy  Workshop  for  the  Manage- 

{continued  on  p 14 A) 
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Classified 

Advertising 


PHYSICIANS  WANTED 


AIM  HIGH — Be  an  Air  Force  physician  in  a so- 
phisticated medical  environment.  The  bene- 
fits are  excellent  and  vacation  consists  of  30 
days  with  pay  per  year.  Talk  to  an  Air  Force 
medical  program  manager  about  quality  life- 
style and  quality  practice  with  a non-contribut- 
ing retirement  plan  if  you  qualify.  Learn  more 
about  becoming  an  Air  Force  physician.  Call: 
USAF  HEALTH  PROFESSIONS,  1-800-423- 
USAF,  AIR  FOROE. 

MEDICAL  CONSULTANTS  (MDs)  Wanted  Part 
Time.  The  Social  Security  Administration 
seeks  board  certified  or  board  eligible  MD's  for 
part-time  consultant  work.  Up  to  8 hours  per 
week.  No  patient  contact.  Possible  immedi- 
ate vacancies  for  pediatrician  and  orthopedist. 
All  other  specialties  invited  to  apply.  For  infor- 
mation call  Tom  Bucelwicz  (212)  264-2574. 

PHYSICIANS — The  New  York  Racing  Association 
Inc.,  Aqueduct  and  Belmont  Race  Tracks — 
seeks  licensed  and  currently  registered  physi- 
cians for  our  daily  first  aid  operation.  Days  and 
hours  vary.  Retirees  welcome.  Call  for  infor- 
mation Monday-Friday,  9-1 1 A.M.  only.  (718) 
738-0307.  Equal  Opportunity  Employer  M/F. 

ANESTHESIOLOGIST — Immediate  position  avail- 
able at  Manhattan  based  hospital.  Corporate 
benefits  leading  to  full  profit  sharing.  All  types 
of  surgery  except  open  heart.  Minimum  re- 
quirement, board  eligibility.  Reply  Dept  489 
c/o  NYSJM. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full 
time  and  part-time  physicians  tor  moderate 
volume  emergency  department  in  54  bed  hospi- 
tal. Attractive  compensation,  signing  bonus, 
and  malpractice  insurance.  Benefit  package 
available  to  full-time  physicians.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full  time 

and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Emer- 

gency Consultants,  Inc.,  2240  S.  Airport  Rd., 
Room  42,  Traverse  City,  Ml  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


PHYSICIANS  WANTED— CONT’D 


SYRACUSE,  NEW  YORK— PHYSICIANS:  Ex- 

cellent full-time  & part-time  primary  care  oppor- 
tunities available  for  BE/BC  physicians  with 
Emergency  Room  & Ambulatory  Care  experi- 
ence. Competitive  remuneration  & full  mal- 
practice insurance  coverage.  Forward  C.V.  to: 
Convenient  Family  Healthcare,  743  Irving  Ave,, 
Crouse  Unit,  Syracuse,  New  York  13210. 

FAMILY  physician  and  general  surgeon  sought  for 
lovely  growing  NE  Indiana  town.  Join  existing 
practices  or  enjoy  solo  with  coverage.  Forty 
miles  from  major  city,  this  community  offers 
both  rural  and  city  advantages.  Excellent  in- 
come guarantee  and  benefits,  progressive  mod- 
ern hospital  with  young  medical  staff  and  low 
malpractice.  Contact,  in  confidence,  Cheryl 
Broderick,  (508)  688-9063  (Collect).  E.  G. 
Todd  is  a physician  search  firm,  with  opportuni- 
ties nationwide  in  all  specialties.  All  inquiries 
confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 

ESTABLISHED  rapidly  growing  20  M.D.  multi- 
specialty group  in  historic  Midwest  City  seeks 
additional  family  physician,  IM/gastro,  OB  and 
orthopod.  Signing  bonus,  outstanding  income 
potential,  low  buy-in,  lovely  life  style.  Triple  A 
school  system,  four  year  college,  and  many  rec- 
reational activities.  Contact,  in  confidence, 
Cheryl  Broderick,  (508)  688-9063  (Collect).  E. 
G.  Todd  is  a physician  search  firm  with  opportu- 
nities nationwide  in  all  specialties.  All  inquiries 
confidential.  Fees  paid  by  clients,  not  physi- 
cian candidates. 


Concerned  about 
your  Medical  Waste? 

Under  tough  new  regulations,  even  medical  practices  that  think  they're  complying 
with  the  law  may  not  he. 

Compliance  isn't  easy  - the  definition  of  medical  waste  keeps  expanding,  and 
handling  methods  keep  changing.  Both  your  staff  and  your  medical  waste 
firm  must  keep  up  with  changing  regulations,  or  you 
he  subject  to  stijf  penalties,  even  imprisonment. 

TRAINING  YOUR  STAFF 

HCWM  is  a licensed  full  service  medical  waste 
firm  using  EPA  and  DEC  approved  methods  to 
handle  your  medical  waste  disposal.  HCWM's 
training  staff  will  always  keep  your  personnel  up 
to  date,  so  they  can  comply  with  the  requirements  of  the  law  as  well. 


MEDICAL 

DIRECTOR 

Significant  opportunity  awaits 
experienced  Medical  Director 
at  this  leading  JCAH  accredited 
long  term  care  facility  to  direct 
our  full  time  medical  staff. 

We  seek  a board  certified  physi- 
cian whose  background  reflects 
clinical/academic  geriatrics  and 
strong  commitment  to  meeting 
the  needs  of  the  elderly.  De- 
monstrated administrative  skills 
required.  Excellent  salary  and 
benefits;  free  parking  on 
premises.  Please  forward  CV  in 
confidence  to: 

Director  of  Human  Resources 

1160  Teller  Avenue 
Bronx,  New  York  10456 

An  Equal  Opportunity  Employer  m/f/h 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 

time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Emergency  Con- 

sultants, Inc.,  2240  S.  Airport  Rd.,  Room  42, 
Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

WESTERN  NEW  YORK:  Seeking  full-time  and 
part-time  emergency  department  physicians  tor 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact; 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


To  learn  more,  call  us  at  (212)  994-7124,  or  return  the  coupon  to: 

Health  Care  Waste  Management 

3446  Rombouts  Ave.,  Dept.  NYM1,  Bronx,  NY  10475 

I I'd  like  to  know  more  about  your  Medical 
Waste  programs  I 

NYM1| 


□ 


Name  

Company 
Address  - 
City 


H 


State 


ZIP 


Telephone  ( ) 
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Xarp 

Licensed  Real  Estate  Broker 


Commercial  & Medical  Business  Brokerage 

Ruth  Karp.,  the  professional  name  in  private  practice  sales. 
Let  the  professional  division  of  Ruth  Karp  Licensed  Real 
Estate  Broker  help  you  in  buying  or  selling  your  practice,  or 
locating  professional  space  on  Long  Island.  We  can  insure 
that  you  will  receive  personal  service  and  that  your  business 
will  be  held  in  the  strictest  confidence.  Please  contact  us  at: 

P.O.  Box  720,  Oyster  Bay,  NY  11771,  (51 6)  922-1 31 9 


BUYING  OR  SELLING  A PRACTICE? 

It  is  one  of  the  largest  and  most  important  business  transactions  you  will  ever 
make.  You  can  handle  it  yourself,  spend  a great  deal  of  time  and  energy  trying  to 
make  such  a sale  work,  and  risk  not  getting  a fair  market  price.  Or,  you  can  turn  to 
Epstein  Practice  Brokerage,  Inc.  Our  brokerage  service  includes  consultation, 
appraisal,  screening,  and  negotiation  of  terms.  Additionaliy,  we  will  arrange  for 
institutional  financing. 

EPSTEIN  PRACTICE  BROKERAGE,  INC. 

16  West  Palisade  Avenue,  Englewood,  New  Jersey  07631 
(201)  568-4933  (212)  233-7300 


SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


NEW  MEDICAL  BUILDING 
BELLMORE,  NASSAU  COUNTY 

6,500  Sq.  Ft.  Prestigious  One  Story  Landmark  Building. 
Corner  of  Merrick  Road ‘and  Newbridge  Road. 

Just  Finish  Construction. 

Available  For  Rent  Immediately 
to  One  or  Many  Tenants. 

Excellent  Terms. 

Call  Owner/Developer 
(516)  668-4846 


PHYSICIANS  WANTED— CONT’D  PHYSICIANS  WANTED— CONT’D  PRACTICES  AVAILABLE— CONT’D 


32-MEMBER  MULTI-SPECIALTY  GROUP,  Long 
Island,  NY.  adding  third  to  surgery  department. 
Practice  will  build  to  approximately  40%  tho- 
racic surgery:  balance  combination  Vascular/ 
General;  emphasis  on  general.  Excellent  sala- 
ry, benefits.  Call:  Wanda  Parker,  (800)  221- 
4762,  or  collect,  (212)  599-6200.  E.G.  Todd 
Associates,  535  Eifth  Avenue,  New  York,  NY 
10017. 


85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  general  surgeon. 
Excellent  salary,  office  overhead,  malpractice, 
other  benefits.  Call:  Wanda  Parker,  at  (800) 
221-4762,  or  collect.  (212)  599-6200.  E.G. 
Todd  Associates.  535  Fifth  Avenue,  New  York, 
NY  10017. 

85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Excellent 
salary,  malpractice,  other  benefits.  Call: 
Wanda  Parker,  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535 
Fifth  Avenue,  New  York,  NY  10017. 


85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  additional  Pedia- 
trician. Excellent  salary,  office  overhead,  mal- 
practice, other  benefits.  Call:  Wanda  Parker 
at  (800)  221-4762,  or  collect  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 


177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Excellent  salary,  4 weeks'  vacation,  2 weeks’ 
CME.  Call:  Wanda  Parker  at  (800)  221-4762, 
or  collect,  (212)  599-6200.  E.G.  Todd  Asso- 
ciates, 535  Fitth  Avenue,  New  York,  NY  10017. 


WESTERN  PENNSYLVANIA  practice-solo,  with 
4 other  Family  Practitioners  for  call.  High  cash 
collected  first-year  minimum  income  guaran- 
tee, first  6 months’  office  overhead  fully  paid. 
104-bed  hospital,  43,000  annual  admissions, 
37-member  staff.  Call:  Wanda  Parker  at 

(800)  221-4762,  or  collect,  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 


102-BED  HDSPITAL  IN  WESTERN  NEW  YORK, 

offering  high  cash  collected  first-year  minimum 
income,  6 months’  office  overhead,  and  mal- 
practice. OB/GYNs  provide  subspecialty 
backup.  Possible  University  affiliation.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535 
Fifth  Avenue,  New  York,  NY  10017. 


PRACTICES  AVAILABLE 


RADIOLOGY  PRIVATE  PRACTICE  AND  OFFICE 

for  sale.  Medical  Cooperative  Building  in  East 
Sixties.  Principals  only,  phone  (2 1 2)  838-5870. 


FOR  SALE:  WOODSTOCK,  NY.  Exceptional 

opportunity:  retiring  OB/GYN  physician  and 

midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl.  M.D.,  FACOG  at  (518) 
943-6660. 


BUSY  URBAN  FAMILY  PRACTICE  FOR  SALE 

Central  Aurora,  Colorado.  No  money  down! 
Low  interest,  long-term  loan  available!  95% 
collectability  rate.  Current  practitioner  must 
leave  the  end  of  June  1990.  For  more  informa- 
tion call  (303)  759-2552. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service:  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000 


GREAT  OPPORTUNITY.  Office  space  for  rent 
within  busy  Chiropractic  Practice.  Great  refer- 
ral base  to  build  your  practice.  Separate  en- 
trance. Call  Michael  S.  Homey,  D.C.  (516)331- 
1010,  MWF  9-1,  3-7. 


MEDICAL  OFFICES  FOR  LEASE,  Suffolk  County 
at  L.I.E.  exit  61.  Ideal  exclusives  available  for 
Pediatrician,  Family  Medicine,  Oral  Surgeon, 
Podiatrist,  Chiropractor,  Dermatologist,  Psychi- 
atrist, and  others.  Holbrook  Medical  Center, 
well  established  16  suite  Medical  Center.  Vari- 
ous size  suites  available  from  550  sq.  ft.  to 
2,000  sq.  ft.  Immediate  or  future  occupancy. 
Owner,  (516)  585-5946,  evenings  265-6576. 
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NOTICE  TO  ALL  PHYSICIANS 

MSSNY  SYMPOSIUM 


“WCWIEN  PHYSICIANS:  MASTERING  THE  CHALLENGES 
OF  THE  1990’S  AND  BEYOND” 


Saturday,  May  5,  1990 
8:30  A.M.  - 4:00  P.M. 

Luncheon  Included 


Where:  THE  ROOSEVELT  HOTEL 

Madison  Avenue  & 45th  Street 
New  York,  NY  10017 
212-661-9600 

Program  Topics: 

SUSAN  COBB  STEWART,  MD,  President, 
American  Medical  Women’s  Association 

SUSAN  E.  BROWN,  Ph.D.,  Director  of  Nutrition 
Education  and  Consulting  Services 

ANNE  GELLER,  MD,  Chief,  Smithers  Alcoholism 
Treatment  and  Training  Center,  St.  Luke’s- 
Roosevelt  Hospital 

NIKI  E.  KANTROWITZ,  MD,  Director  of  Coronary 
Care,  Winthrop  University  Hospital  and  University 
Hospital,  Stony  Brook 

NANCY  H.  NIELSEN,  MD,  Ph.D.,  President  of 
Erie  County  Medical  Society  and  PATRICIA 
A.  RANDALL,  MD,  Immediate  Past  President  of 
Onondaga  County  Medical  Society 

A broad  cross-section  of  women  physicians 
discuss  the  challenges  of  balancing  their  careers 
with  their  personal  lives. 

CME  Credit:  Application  has  been  made  for  4 Category  I CME  credits. 


Registration  Fees: 

MSSNY  Members $80 

Nonmembers $95 

MSSNY  student  or  resident  members $40 

Nonmember  students  or  residents  $50 


MSSNY  will  refund  the  difference  between  the  member  and  nonmember  registration  fee  to  any  registrant  whose 
completed  membership  application  and  dues  payment  are  received  by  the  symposium  date. 

TO  REGISTER,  Please  complete  the  form  on  the  reverse  side  of  this  page. 


• INCREASING  WOMEN’S  IMPACT 
IN  MEDICINE 

• POWER  NUTRITION  FOR  THE  BUSY 
WOMAN  PHYSICIAN  OF  THE  ’90’s 

• DRUG  AND  ALCOHOL  ABUSE  IN 
WOMEN  (AND  IN  WOMEN  PHYSICIANS) 


• WOMEN  AND  HEART  DISEASE 


• ORGANIZED  MEDICINE— WHAT’S  IN 
IT  FOR  ME? 


• CAREER  AND  LIFESTYLE 
ISSUES  PANEL 


REGISTRATION  FORM  — Women  Physicians:  Mastering  the  Challenges 

of  the  1990’s  and  Beyond 

Please  complete  and  return  to:  Division  of  Membership  Support  Services 

Medicai  Society  of  the  State  of  New  York 
420  Lakeviile  Road 
Lake  Success,  NY  11042 
516-488-6100,  Ext.  301 


NAME  (please  print) 

ADDRESS 

CITY STATE ZIP 

PHONE  NUMBER  ( ) 

Enclosed  is  a check  made  payable  to  MSSNY  in  the  amount  checked  below: 

( ) $40 — Medical  student  member  of  MSSNY 

( ) $40 — Resident  member  of  MSSNY  and County  Medicai  Society 

( ) $50 — Nonmember  student  or  resident 

( ) $80 — Other  MSSNY  member  (through County  Medical  Society) 

( ) $95 — Other  nonmember 

( ) Please  send  me  membership  information  and  an  application  form  for  membership  through 

County  Medical  Society. 

MSSNY  WILL  REFUND  THE  DIFFERENCE  BETWEEN  THE  MEMBER  AND  NONMEMBER  REGISTRATION  FEE  FOR 
ANY  REGISTRANT  WHOSE  COMPLETED  MEMBERSHIP  APPLICATION  FORM  AND  DUES  PAYMENT  ARE 

RECEIVED  BY  THE  SYMPOSIUM  DATE 

( ) I cannot  attend  at  this  time.  Please  keep  me  informed  of  future  programs. 


REFUNDS  WILL  BE  GIVEN  IF  REQUESTED  UP  TO  ONE  WEEK  PRIOR  TO  SYMPOSIUM 


COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 
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Ovarian  small  cell  carcinoma 


In  this  issue  of  the  New  York  State  Journal  of  Medicine, 
Malfetano  et  al'  describe  the  clinical  and  pathologic  fea- 
tures of  a nine-year-old  girl  with  so-called  “small  cell” 
carcinoma  of  the  ovary.  Their  case  report  describes  the 
youngest  patient  thus  far  reported  with  this  enigmatic 
neoplasm,  which  was  first  authoritatively  reported  in  1982 
in  a series  of  1 1 patients  by  Dickersin  and  coworkers. ^ The 
basis  for  that  original  series  was  the  consultative  patholo- 
gy practice  of  Dr  Robert  E.  Scully  of  Harvard  Medical 
School  and  the  Massachusetts  General  Hospital,  which 
serves  to  illustrate  that  this  neoplasm  is  a relatively  unusu- 
al form  of  ovarian  cancer,  but  one  which  has  enhanced 
clinical  importance  because  of  the  young  age  of  the  affect- 
ed patients.  The  average  age  of  the  patients  reported  by 
Dickersin  et  al  was  22  years,  with  a range  of  13  to  35 
years. ^ In  a recent  update  of  75  cases,  presented  in  ab- 
stract form,  the  average  age  was  23  years,  with  a range  of 
10  to  42  years. ^ Perhaps  the  most  striking  clinical  feature 
of  small  cell  carcinoma  of  the  ovary  is  its  strong,  but  not 
invariable,  association  with  paraneoplastic  hypercalce- 
mia. In  the  experience  of  Young  et  aP  with  this  neoplasm, 
approximately  two-thirds  of  the  cases  have  associated  hy- 
percalcemia; reported  serum  calcium  levels  have  ranged 
as  high  as  18  mg/dL.^  The  patient  reported  by  Malfetano 
et  al*  had  one  serum  calcium  determination  of  19.6  mg/ 
dL  in  her  terminal  phase.  In  several  cases,  including  the 
one  reported  in  this  issue,  hypercalcemia  remitted  follow- 
ing bulk  excision  of  the  tumor  and  recurred  with  neoplas- 
tic recurrence.  Despite  this  strong  link  with  hypercalce- 
mia, the  pathogenesis  of  the  altered  calcium  metabolism 
remains  unknown.  What  does  appear  clear  is  that  the  tu- 
mor does  not  produce  antigenically-unaltered  parathor- 
mone. Reported  parathormone  levels  have  not  been  ele- 
vated in  patients,^  including  the  patient  reported  by 
Malfetano  et  al,  and  attempts  to  demonstrate  parathor- 
mone through  immunohistochemistry''  or  extraction  of  tu- 
mor tissues^  have  also  been  unsuccessful.  It  is  simulta- 
neously clear,  however,  that  the  hypercalcemia  associated 
with  this  neoplasm  is  an  example  of  “humoral  hypercalce- 
mia,” since  direct  bone  involvement  is  absent  in  most  pa- 
tients. It  has  been  suggested  that  small  cell  carcinoma  of 
the  ovary  may  produce  other  bone  resorbing  substances 
such  as  prostaglandins  of  the  E series,^-’  or  a parathyroid 
hormone-like  peptide  which  is  not  generally  recognized  by 


antibodies  directed  against  parathormone.*  Future  cases 
should  therefore  be  investigated  for  such  possibilities. 

Despite  the  characteristic  clinical  picture  of  small  cell 
carcinoma  of  the  ovary — ie,  a young  woman  or  girl  with 
an  ovarian  mass  and  hypercalcemia — the  diagnosis  none- 
theless remains  a pathologic  one  which  has  furthermore 
permitted  the  recognition  of  nonhypercalcemic  cases. 
Generally  these  ovarian  tumors  are  solid,  with  small  cystic 
foci  and  large  necrotic  areas.  Sheet-like  arrangements  of 
cells  are  usually  interrupted  by  cystic,  follicle-like  struc- 
tures filled  with  lightly  staining  eosinophilic  fluid. A 
cord-like  arrangement  of  cells  is  also  a prominent  pattern. 
Mitotic  figures  are  numerous.  Many  of  the  neoplastic 
cells,  as  the  nomenclature  of  this  tumor  implies,  are  small 
with  densely  hyperchromatic  nuclei  and  scant  cytoplasm. 
In  many  cases,  however,  a larger  cell  component,  with  ve- 
sicular nuclei,  prominent  nucleoli,  and  abundant  cyto- 
plasm, is  intermingled  with  the  small  cell  component,  and 
in  some  cases  this  component  may  be  predominant.^-^  The 
diagnosis  of  such  “large  cell  variants”  of  small  cell  carci- 
noma may  be  problematic,  but  the  clinical  setting  and  the 
usual  presence  of  a characteristic  small  cell  component 
generally  permit  their  recognition.  It  was  originally  noted 
by  Dickersin  et  al-  that  a characteristic  ultrastructural 
feature  of  this  neoplasm  was  the  presence  of  dilated  cister- 
nae  of  rough  endoplasmic  reticulum  (RER)  filled  with 
moderately  electron  dense,  granular  material.  This  find- 
ing has  been  confirmed  in  other  studies. McMahon  and 
Hart‘S  have  recently  reported  the  ultrastructural  findings 
in  six  patients  with  ovarian  small  cell  carcinoma,  and  they 
concluded  that  this  dilated  RER  containing  granular  ma- 
terial was  a sufficiently  constant  feature  to  be  of  differen- 
tial diagnostic  utility."*  In  a controversial  case,  therefore, 
ultrastructural  analysis  would  appear  to  be  of  diagnostic 
value.  A major  pathologic  differential  diagnosis  is  the  dis- 
tinction of  small  cell  carcinoma  of  the  ovary  from  juve- 
nile granulosa  cell  tumor  (JGCT).  These  neoplasms  share 
many  clinical  and  pathological  features,  although  the  cy- 
tologic atypism  of  small  cell  carcinoma  is  less  common  in 
JGCT.  Furthermore,  estrogenic  symptoms  may  occur  in 
JGCT  and  are  not  a feature  of  small  cell  carcinoma. Mc- 
Mahon and  Hart"*  propose  that  ultrastructural  analysis 
may  be  particularly  useful  in  establishing  this  differential 
diagnosis,  which  is  especially  important  given  the  usually 
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benign  behavior  of  JGCT  and  the  aggressive,  malignant 
nature  of  small  cell  carcinoma  of  the  ovary. 

The  histogenesis  of  small  cell  carcinoma  of  the  ovary 
remains  controversial.  The  possibilities  include  a surface 
epithelial  origin,  a sex-cord  origin,  or  a germ  cell  origin. 
Immunohistochemistry  has  not  proved  useful  in  sorting 
out  these  possibilities.^  Small  cell  carcinoma  of  the  ovary 
shows  frequent  positivity  for  cytokeratins  and  vimentin 
and  occasional  positivity  for  epithelial  membrane  anti- 
gen.A recent  study  has  also  reported  frequent  positivity 
for  the  neuroendocrine  markers  chromogranin  A and  neu- 
ron-specific enolase  (NSE),^  but  the  significance  of  these 
findings  must  be  tempered  by  the  lack  of  neurosecretory 
granules  on  ultrastructural  examination  in  most  se- 
ries,^ with  one  exception."  Furthermore,  NSE  appears 
to  be  quite  nonspecific,  and  most  investigators  do  not  be- 
lieve that  small  cell  carcinoma  is  a neuroendocrine  tu- 
mor.^ It  is  therefore  inappropriate  to  equate  the  term 
“small  cell  carcinoma  of  the  ovary”  with  small  cell  carci- 
noma of  the  lung;  those  who  practice  medical  oncology 
should  be  aware  of  the  different  connotations  of  this  term 
when  it  is  applied  to  these  different  organs.  My  own  point 
of  view  is  that,  based  on  the  clinical  circumstances,  the 
histology,  the  ultrastructure,  and  the  (admittedly  nonspe- 
cific) immunohistochemistry,  there  is  more  to  support  a 
theory  of  germ  cell  origin  than  the  other  possibilities,  but 
this  issue  will  undoubtedly  remain  controversial  until  a 
more  specific  marker  is  identified  in  these  neoplasms, 
probably  through  the  application  of  molecular  biologic 
techniques. 

The  prognosis  of  small  cell  carcinoma  of  the  ovary  re- 
mains dismal,  despite  a variety  of  therapeutic  approaches 
including  surgery,  radiation,  and  complex,  multiagent 
chemotherapy  regimens.  Many  patients  present  with  their 
initial  disease  localized  to  the  involved  ovary,  but  recur- 
rences characteristically  develop  within  a matter  of 
months,  and  death  often  occurs  within  one  or  two  years  of 
diagnosis.  Young  et  aP  reported  a survival  rate  of  1 2%  in  a 


series  of  49  patients  with  follow-up.  With  the  report  of 
Malfetano  et  al'  in  this  issue  of  the  Journal,  it  becomes 
increasingly  clear  that  physicians  who  routinely  see  chil- 
dren in  their  clinical  practice  need  to  be  aware  of  this  diag- 
nostic entity  so  that  surgical  treatment  and  adjuvant  ther- 
apy can  be  initiated  at  the  earliest  possible  point  in  its 
natural  history.  Because  of  the  rarity  of  this  entity,  it  is 
also  obvious  that  the  clinical  experience  of  many  centers 
will  have  to  be  pooled  in  order  to  define  and  refine  the  best 
possible  therapeutic  approach  to  this  very  malignant  tu- 
mor affecting  girls  and  young  women. 

THOMAS  M.  ULBRIGHT,  MD 
Associate  Professor 
Department  of  Pathology 
Indiana  University  School  of  Medicine 
Indianapolis,  IN  46223 


1 . Malfetano  JH.  Degnan  E,  Florentin  R:  Para-endocrine  hypercalcemia  and 
ovarian  small  cell  carcinoma.  NY  State  J Med  1990;  90:206-207. 

2.  Dickersin  GR,  Kline  IW.  Scully  RE:  Small  cell  carcinoma  of  the  ovary 
with  hypercalcemia.  A report  of  eleven  cases.  Cancer  1982;  49:188-197. 

3.  Young  RH,  Dickersin  GR,  Scully  RE:  Small  cell  carcinoma  of  the  ovary: 
An  analysis  of  a distinctive  ovarian  tumor  commonly  associated  with  hypercalce- 
mia. Lab  Incest  1987;  56:89A. 

4.  McMahon  JT,  Hart  WR:  Ultrastructural  analysis  of  small  cell  carcinomas 
of  the  ovary.  Am  J Clin  Pathol  1988;  90:523-529. 

5.  Powell  D,  Singer  FR,  Murray  TM,  et  al:  Nonparathyroid  humoral  hyper- 
calcemia in  patients  with  neoplastic  diseases.  N Engl  J Med  1973;  289:176-181. 

6.  Aguirre  P,  Thor  AD,  Scully  RE:  Ovarian  small  cell  carcinoma.  Histoge- 
netic  considerations  based  on  immunohistochemical  and  other  findings.  Am  J Clin 
Pathol  1989;  92:140-149. 

7.  Seyberth  H W,  Segre  GV,  Morgan  JL,  et  al:  Prostaglandins  as  mediators  of 
hypercalcemia  associated  with  certain  types  of  cancer.  N Engl  J Med  1975; 
293:1278-1283. 

8.  Broadus  AE.  Mangin  M,  Ikeda,  K.  et  al:  Humoral  hypercalcemia  of  can- 
cer. Identification  of  a novel  parathyroid  hormone-like  peptide.  N Eng!  J Med 
1988;  319:556-563. 

9.  Ulbright  TM,  Roth  LM,  Stehman  FB,  et  al:  Poorly  differentiated  (small 
cell)  carcinoma  of  the  ovary  in  young  women:  Evidenee  supporting  a germ  cell 
origin.  Hum  Pathol  1987;  18:175-184. 

10.  Young  RH,  Dickersin  GR,  Scully  RE:  Juvenile  granulosa  cell  tumor  of  the 
ovary:  A clinicopathological  analysis  of  125  cases.  AmJSurg  Pathol  1984;  8:575- 
596. 

1 1 . Abeler  V,  Kj^rstad  KE,  Nesland  JM:  Small  cell  carcinoma  of  the  ovary:  A 
report  of  six  cases.  Int  J Gynecol  Pathol  1988;  7:315-329. 


Small  cell  carcinoma  of  the  ovary:  A therapeutic  challenge 


Small  cell  carcinoma  of  the  ovary,  an  example  of  which  is 
reported  by  Malfetano  et  al'  in  this  issue  of  the  Journal,  is 
a relative  newcomer  to  the  ranks  of  ovarian  cancer,  having 
been  described  only  within  the  last  decade.^  This  highly 
malignant  neoplasm,  which  occurs  in  young  women,  has 
many  puzzling  features.^  '*  It  has  been  encountered  exclu- 
sively in  premenopausal  females,  but  almost  never  in  the 
first  decade,  with  the  patient  whose  case  is  reported  in  this 
issue  being  a rare  exception.  It  is  the  only  malignant  tu- 
mor in  the  human  that  is  associated  in  the  majority  of 
cases  with  para-endocrine  hypercalcemia,  which  is  of  un- 
known pathogenesis.  It  has  been  seen  only  in  the  ovary,  is 
of  undetermined  cellular  origin,  and  unlike  most  ovarian 
cancers,  has  responded  poorly  to  the  usually  effective 
therapeutic  regimens. 

Approximately  two  thirds  of  the  patients  with  ovarian 
small  cell  carcinoma  who  have  had  calcium  determina- 


tions in  the  presence  of  tumor  have  had  elevated  levels, 
although  only  a few  of  them  have  had  symptoms  of  hyper- 
calcemia, as  reported  in  the  current  case.  The  small  cell 
carcinoma  is  with  rare  exceptions  the  only  type  of  ovarian 
cancer  that  is  associated  with  hypercalcemia  in  the  pre- 
menopausal female,  with  the  clear  cell  carcinoma  being 
the  most  common  form  in  older  women.  Therefore,  in  a 
young  female  with  an  adnexal  mass  suspected  of  being  an 
ovarian  tumor,  a preoperative  calcium  determination  may 
provide  very  strong  evidence  that  the  tumor  is  a small  cell 
carcinoma  in  the  absence  of  another  explanation  for  hy- 
percalcemia. No  detailed  studies  have  been  performed  to 
elucidate  the  mechanism  of  the  hypercalcemia  in  patients 
with  ovarian  small  cell  carcinoma,  although  in  a few  cases 
attempts  to  identify  parathormone  or  a parathormone- 
like substance  in  the  serum  or  in  the  neoplastic  tissue  have 
been  unsuccessful. 
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Microscopic  examination  of  the  small  cell  carcinoma 
has  revealed  in  most  cases  small  cells  with  malignant-ap- 
pearing nuclei  and  scanty  cytoplasm  growing  in  a variety 
of  epithelial  patterns  that  characteristically  include  dis- 
tinctive follicle  like  spaces.  In  about  one  third  of  the  cases, 
portions  of  the  tumor  contain  large  cells  with  abundant 
cytoplasm,  and  in  an  occasional  case  the  large  cells  pre- 
dominate. A curious  finding  in  10%  of  the  tumors  has  been 
focal  differentiation  of  the  cells  into  those  filled  with  mu- 
cin. 

The  origin  of  the  tumor  remains  a mystery.  The  great 
majority  of  ovarian  cancers  are  of  surface  epithelial,  germ 
cell,  or  sex  cord  origin.  Transitions  between  the  small  cell 
carcinoma  and  tumors  of  the  above  lineages  have  not  been 
encountered.  Since  the  common  ovarian  carcinomas  of 
surface  epithelial  origin  reach  their  peak  age  incidence  af- 
ter the  menopause,  it  appears  unlikely  that  the  small  cell 
carcinoma  belongs  in  that  category.  Primitive  germ  cell 
cancers  and  malignant  tumors  of  sex  cord  origin  occur  in 
the  same  age  group  as  the  small  cell  carcinoma,  although 
the  former  neoplasms,  unlike  the  latter,  are  also  encoun- 
tered during  the  first  decade.  An  argument  against  the 
germ  cell  origin  of  the  tumor,  as  suggested  by  some  inves- 
tigators,^ is  the  absence  of  other  forms  of  germ  cell  neopla- 
sia in  association  with  the  small  cell  carcinoma  and  its 
apparent  lack  of  occurrence  in  the  testis.  The  occasional 
differentiation  of  the  tumor  cells  into  mucin-containing 
cells  is  not  a clue  to  its  histogenesis,  since  such  cells  can  be 
seen  in  surface  epithelial,  germ  cell,  and  sex  cord  (Sertoli- 
Leydig  cell)  tumors.  Although  the  term  “small  cell  carcin- 
oma” was  chosen  to  designate  this  neoplasm,  it  differs 
markedly  in  nature  from  the  small  cell  neuroendocrine 
carcinoma  of  the  lung  and  similar  tumors  of  other  organs, 
not  only  in  its  high  frequency  of  associated  hypercalcemia 
but  also  in  its  light-microscopic  and  electron-microscopic 
appearance. Ultrastructural  studies  have  revealed  non- 
specific features,^’*  the  most  prominent  of  which  is  an 
abundance  of  dilated,  rough  endoplasmic  reticulum,  and 
only  rarely  have  a few  granules  interpretable  as  neuroen- 
docrine dense-core  granules  been  described. ^ Immuno- 
histochemical  studies  have  likewise  failed  to  show  a strik- 
ing similarity  to  the  small  cell  carcinoma  of  the  lung.^ 

Optimal  therapy  of  the  ovarian  small  cell  carcinoma 
remains  a problem.  In  more  than  one  third  of  the  cases, 
the  tumor  has  extended  beyond  the  ovary  by  the  time  of 
exploration.^’"*  Although  the  overall  survival  rate  is  only 
approximately  10%,  between  20%  and  25%  of  the  patients 
with  Stage  1 A tumors  have  survived  after  operative  thera- 
py alone.  (Some  of  these  patients  have  not  been  followed 
for  long  periods.)  Although  the  tumor  is  synchronously 


bilateral  in  only  about  1%  of  the  cases,  its  rare  recurrence 
in  the  contralateral  ovary  after  unilateral  oophorectomy 
raises  the  question  whether  bilateral  removal  of  the  ad- 
nexa is  indicated  even  for  Stage  1 A tumors.  Patients  with 
disease  apparently  confined  to  the  ovary  can  be  followed 
in  the  usual  manner  for  patients  with  ovarian  cancer,  with 
the  addition  of  determinations  of  the  serum  calcium  level, 
which  typically  rises  with  recurrence  of  the  tumor.  Effec- 
tive therapy  of  patients  with  higher  stage  tumors  or  recur- 
rent disease  has  not  been  achieved  as  yet.  A variety  of 
chemotherapeutic  agents  in  combination  that  have  been 
successful  in  the  treatment  of  malignant  germ  cell  tumors 
and  surface  epithelial  carcinomas  have  been  tried.' 
They  have  resulted  in  temporary  complete  remissions  of 
disease  in  some  cases. Radiation  therapy  has  occasional- 
ly proved  effective,  but  prolonged  remissions  have  been 
very  rare.  With  greater  recognition  of  this  new  and  devas- 
tating form  of  ovarian  cancer  it  is  probable  that  its  cyto- 
genesis  and  paraendocrine  function  will  be  elucidated, 
and  most  important,  improvements  in  its  management 
will  ensue. 

ROBERT  E.  SCULLY,  MD 
Professor  of  Pathology 

ROBERT  H.  YOUNG,  MD 
Associate  Professor  of  Pathology 
Massachusetts  General  Hospital 
Harvard  Medical  School 
Boston,  MA  02114 
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The  public  health  benefit  of  increasing  tobacco  taxes  in 

New  York  State 

K.  Michael  Cummings,  phd,  mph;  Russell  Sciandra,  ma 


ABSTRACT.  The  1989-1990  New  York  State  budget  in- 
creased the  tax  on  a package  of  cigarettes  from  21  to  33 
cents.  In  this  paper  we  estimate  the  impact  of  this  tax  in- 
crease on  smoking  prevalence  and  smoking-induced  deaths 
in  New  York  State.  Findings  show  that  115,967  New  Yorkers 
wiii  be  encouraged  to  quit  or  not  start  smoking  as  a result  of 
the  Increased  cigarette  tax.  The  reduced  prevalence  of 
smoking  attributed  to  the  tax  will  result  in  the  avoidance  of 
approximately  28,992  premature  smoking-induced  deaths 
over  the  next  generation. 

(NY  State  J Med  1990;  90:174-175) 

The  1989-1990  New  York  State  budget  increased  the  cig- 
arette excise  tax  from  21  cents  to  33  cents  per  pack.  This 
12-cent  per  pack  increase  in  the  cost  of  cigarettes  is  ex- 
pected to  have  a significant  impact  on  the  smoking  preva- 
lence of  New  Yorkers.  In  this  paper,  we  estimate  the  num- 
ber of  smoking-induced  deaths  averted  due  to  the  tax- 
related  reduction  in  smoking  prevalence. 

Methods 

Price  elasticity  estimates  for  cigarettes  developed  by  Lewit  et 
al ' were  used  to  estimate  the  impact  of  a 1 2-cent  increase  in  the 
price  of  cigarettes  on  smoking  prevalence.  Elasticity,  a measure 
of  the  degree  of  responsiveness  of  demand  to  changes  in  price,  is 
defined  as  the  percentage  change  in  quantity  of  cigarettes  pur- 
chased divided  by  the  percentage  change  in  price.  An  elasticity  of 
—0.5,  for  example,  means  that  a 10%  increase  in  price  would 
reduce  by  5%  the  quantity  of  cigarettes  consumed.  A change  in 
the  price  of  cigarettes  (due  to  taxes  or  otherwise)  will  affect  both 
the  prevalence  of  smoking  and  the  amount  smoked.  That  is,  some 
smokers  will  quit  smoking,  others  will  continue  smoking  but 
smoke  fewer  cigarettes,  and  some  prospeetive  smokers  will  not 
start  smoking.  Because  it  is  difficult  to  judge  the  health  benefits 
associated  with  reduced  smoking,  and  because  previous  studies 
have  demonstrated  that  cigarette  prices  affect  cigarette  con- 
sumption primarily  by  reducing  smoking  prevalence,  this  analy- 
sis is  restricted  to  the  impact  of  increased  cigarette  taxes  on 
smoking  prevalence.^ 

While  several  studies  have  attempted  to  estimate  the  price 
elasticity  for  cigarettes,^  we  have  chosen  to  use  the  methods  de- 
veloped by  Lewit  et  al,'  - because  estimates  are  given  separately 
for  several  age  groups.  Responsiveness  to  priee  changes  will  vary 
by  age.  This  is  because,  compared  to  adults,  fewer  teenagers 
smoke,  and  among  those  who  do,  the  habit  is  less  well  established. 
Furthermore,  teens  have  less  disposable  income  than  do  adults 
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and  are  more  sensitive  to  price  increases.  Thus,  responsiveness  to 
price  changes  is  likely  to  be  greater  among  teenagers  than  among 
adults.  Because  it  is  rare  that  a person  over  age  2 1 will  take  up  the 
smoking  habit,  discouraging  smoking  in  teens  will  have  signifi- 
eant  impact  on  future  adult  smoking  rates. 

The  average  cost  of  a package  of  cigarettes  in  New  York  State 
is  estimated  to  be  $1.25.'*  Assuming  no  other  changes  in  the  cost 
of  cigarettes  except  an  inerease  by  1 2 cents  in  the  state  excise  tax, 
the  average  price  of  a package  of  cigarettes  would  increase  by 
9.2%.  The  expected  percentage  change  in  the  prevalence  of  ciga- 
rette smoking  by  age  was  computed  by  multiplying  the  price  elas- 
ticity estimates  from  Lewit  et  afi'^  as  shown  in  Table  I,  by  9.2%. 
Elasticity  estimates  were  not  available  for  persons  18-19  years  of 
age  and  for  persons  75  years  or  older.  The  price  elasticity  for 
those  75  years  of  age  and  older  was  assumed  to  be  the  same  as  for 
those  36  to  74  years  of  age.  For  18-19  year  olds,  the  percentage 
change  midway  between  that  for  12- 17-year-olds  and  that  for 
20-25-year-olds  was  used. 

Table  II  presents  estimates  of  the  number  of  smokers  in  New 
York  State  by  age.  The  overall  population  figures  used  for  com- 
puting the  number  of  smokers  by  age  were  based  on  the  1990 
population  projections  for  New  York  State. ^ Cigarette  smoking 
prevalence  figures  for  12-17  year  olds  were  estimated  from  a 
1983  household  telephone  survey  of  teenagers  conducted  by  the 
New  York  State  Health  Department.^  Cigarette  smoking  preva- 
lence figures  for  adults  were  based  on  estimates  from  the  1987 
Behavioral  Risk  Factor  Surveillance  System  Survey  conducted 
in  New  York  State  (personal  communication,  H.  Bzduch,  New 
York  State  Health  Department,  February  1989).^  * 

Results 

The  third  column  in  Table  II  provides  an  estimate  of  the  change  in 
the  number  of  smokers  for  each  age  group  attributable  to  a 12-cent 
increase  in  the  state  eigarette  excise  tax.  Overall,  approximately 
115,967  New  Yorkers  would  be  encouraged  to  quit  or  not  start 
smoking  as  a result  of  the  increased  cigarette  tax. 

To  assess  fully  the  impaet  of  the  proposed  tax  change  on  health, 
one  would  need  to  know  how  many  persons  would  reduce  their  use  of 
cigarettes,  how  many  would  quit  smoking,  and  how  many  would  not 
start  smoking.  This  information  is  not  available.  However,  it  is  possi- 
ble to  estimate  crudely  the  likely  health  effects  that  would  be  expeet- 


TABLE  I.  Price  Elasticities  for  Cigarette  Smoking 
Prevalence  by  Age 


Age  Group  (yr) 

Elasticity  Estimate  for 
Smoking  Prevalence 

12-17 

-1.20 

20-25 

-0.74 

26-35 

-0.44 

36-74 

-0.15 

Source:  Lewit  et  al.'  - 
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TABLE  II.  Estimated  Impact  of  a 12-Cent  Increase  in  the 
Cigarette  Excise  Tax  on  the  Number  of  Smokers  In  New 
York  State  by  Age  


Age  Group  (yr) 

Number  of  Smokers 

Decline  in  the  Number  of 
Smokers  Due  to  the  Tax 
Increase 

12-17 

205,007 

22,633 

18-19 

136,555 

12,181 

20-24 

249,470 

16,964 

25-34 

936,416 

37,831 

35-74 

1,833,787 

25,306 

75  and  older 

76,265 

1,052 

Total 

3,437,500 

115,967 

ed  to  result  from  the  reduced  numbers  of  smokers  due  to  the  tax 
increase.  Using  the  conservative  estimate  that  one  lifelong  smoker 
out  of  four  dies  of  smoking-related  illness,^  a 12-cent  increase  in  the 
cigarette  excise  tax,  maintained  in  real  value  over  time,  would  avert 
approximately  28,992  premature  smoking-induced  deaths  over  the 
next  generation. 

Discussion 

No  doubt,  the  decision  to  increase  the  cigarette  excise 
tax  in  New  York  State  was  the  result  of  a need  to  raise 
additional  revenues.  However,  a positive  side  effect  of  this 
decision  is  a decline  in  smoking  prevalence  and  a corre- 
sponding reduction  in  smoking-induced  disease.  While  the 
12-cent  per  pack  increase  in  the  cigarette  excise  tax  will 
only  reduce  the  overall  prevalence  of  smoking  by  about 
3%,  due  to  the  large  number  of  smokers  in  New  York 
State  (over  three  million),  the  absolute  effect  of  the  tax 
increase  is  substantial.  It  is  estimated  that  approximately 
1 15,967  New  Yorkers  will  be  encouraged  to  quit  smoking 
or  not  to  start  smoking  as  a result  of  the  proposed  tax  in- 
crease. This  number  in  turn  translates  into  a reduction  in 
the  diseases  caused  by  cigarette  smoking.  There  are  prob- 
ably few  things  in  this  year’s  state  budget  that  will  yield  as 
great  a public  health  benefit  as  the  increase  in  the  ciga- 
rette excise  tax. 

There  are,  however,  some  issues  that  should  be  consid- 
ered in  the  current  tax  plan.  First,  the  current  system  for 
taxing  cigarettes,  which  involves  a constant  amount  on 
each  pack  of  cigarettes,  loses  its  value  over  time  due  to 
inflation.  The  average  price  for  a package  of  cigarettes  in 
New  York  State  in  1987  was  actually  less  than  it  was  20 
years  ago  when  adjusted  for  inflation.  The  unit  tax  on  cig- 
arettes should  be  replaced  with  an  equivalent-yield  ad  va- 
lorem tax  which  would  allow  revenues  to  keep  pace  with 
inflation-induced  increases  in  cigarette  prices.  In  this  sys- 
tem, the  tax  is  a fixed  percentage  of  the  wholesale  price. 
An  alternative  approach  to  the  ad  valorem  tax  would  be  to 
tie  the  tax  change  to  a price  index  for  cigarettes. 

The  earmarking  of  cigarette  tax  revenues  for  special 


purposes  should  also  be  considered.  Several  states  have 
used  cigarette  tax  revenues  to  finance  tobacco-related 
health  programs.  In  Minnesota,  the  Omnibus  Nonsmok- 
ing and  Disease  Prevention  Act  of  1985  increased  the  cig- 
arette excise  tax  five  cents  per  pack  and  earmarked  one 
cent  of  the  added  revenue  to  a public  health  fund."  One 
quarter  of  the  public  health  fund  was  dedicated  to  helping 
local  schools  implement  tobacco  education  programs.  In 
California,  three  quarters  of  a recent  25-cent  per  pack  in- 
crease in  the  cigarette  excise  tax  was  dedicated  to  support 
health  education,  research,  medical  treatment,  and  envi- 
ronmental conservation  programs.’^  In  the  first  year,  it  is 
estimated  that  this  added  tax  will  generate  $650  million  to 
support  these  programs. 

In  New  York  State,  the  1 2-cent  increase  in  the  cigarette 
excise  tax  will  generate  S 1 94  million  of  new  revenue  in  the 
first  year.  Under  the  current  budget,  the  revenue  generat- 
ed from  cigarette  taxes  is  allocated  to  the  state’s  general 
fund. 

In  1988-1 989,  the  New  York  State  Health  Department 
spent  less  than  $500,000  on  tobacco  education  programs 
(unpublished  data.  Bureau  of  Adult  and  Gerontological 
Health,  February  1989).  Given  the  increasing  financial 
pressures  on  the  health  department  to  address  the  AIDS 
problem,  resources  allocated  to  tobacco  education  are 
likely  to  continue  to  be  minimal.  Earmarking  5%  of  the 
revenues  generated  by  the  cigarette  tax  increase  to  sup- 
port tobacco  education  efforts  in  New  York  State  would 
be  an  appropriate  and  wise  use  of  these  added  resources. 
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ABSTRACT.  In  an  attempt  to  analyze  whether  routine  angi- 
ography Is  necessary  prior  to  elective  abdominal  aortic  an- 
eurysmectomy (AAA),  a prospective  study  was  designed  In 
which  this  examination  was  obtained  only  for  specific  Indica- 
tions. These  Included  significant  hypertension,  renal  dys- 
function, symptoms  of  visceral  Ischemia,  suprarenal  exten- 
sion of  the  aneurysm  or  a coexisting  thoracic  aneurysm,  and 
diminished  or  absent  femoral  pulses.  A consecutive  series  of 
124  abdominal  aortic  aneurysms  is  reported.  In  which  110 
procedures  were  performed  electively.  Preoperative  angio- 
grams were  obtained  in  only  ten  patients  (9.1  % ) and  In  nine 
of  these  an  alteration  In  the  usual  operative  strategy  resulted. 
In  the  remaining  100  patients  undergoing  elective  AAA  with- 
out preoperative  aortography,  acceptable  morbidity  and 
mortality  rates  were  obtained  despite  the  intraoperative  dis- 
covery of  iliac  aneurysms  In  25  patients  (23% ) and  accesso- 
ry renal  arteries  In  three  patients  (2.7%).  In  the  absence  of 
specific  Indications  for  angiography,  the  mainstay  of  the  pre- 
operative evaluation  for  abdominal  aortic  aneurysms  should 
be  computed  tomography  (CT).  The  preoperative  workup 
can  be  done  entirely  on  an  outpatient  basis. 

(NY  State  J Med  1990;  90:176-178) 

As  early  as  1961,  the  question  was  raised  whether  routine 
aortography  is  necessary  prior  to  elective  abdominal  aor- 
tic aneurysm  (AAA)  resection.'  Despite  numerous  ad- 
vances in  the  surgical  management  of  this  lesion  since  that 
time,  no  consensus  has  been  reached  regarding  the  precise 
role  of  angiography  in  the  preoperative  period.  In  a recent 
review  of  publications  regarding  this  question.  Couch  et 
aF  noted  that  authors  have  been  nearly  evenly  divided  be- 
tween recommending  preoperative  aortography  for  all  pa- 
tients or  selectively.  Most  of  these  studies  were  retrospec- 
tive and  in  the  few  prospective  studies,  the  protocols 
entailed  the  routine  use  of  angiography  prior  to  aneurysm 
resection.  By  conducting  these  examinations  in  all  pa- 
tients, it  is  difficult  to  assess  their  true  worth  in  a com- 
pletely objective  manner.  For  this  reason  we  wished  to 
study  the  contribution  aortography  makes  to  preoperative 
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evaluation  of  patients  with  abdominal  aortic  aneurysms 
by  limiting  its  use  to  patients  with  specific  indications. 

Patients  and  Methods 

Between  July  1986  and  September  1988,  124  consecutive  pa- 
tients with  abdominal  aortic  aneurysms  underwent  surgery.  In 
14  cases  surgery  was  performed  emergently  for  expanding  or 
ruptured  aneurysms,  and  these  were  excluded  from  this  study.  In 
the  remaining  110  elective  cases,  preoperative  angiography  was 
performed  only  for  one  or  more  of  the  following  indications:  sig- 
nificant hypertension  or  renal  dysfunction,  symptoms  of  visceral 
ischemia,  suprarenal  extension  of  the  aneurysm  or  a coexisting 
thoracic  aneurysm,  and  diminished  or  absent  femoral  pulses.^ 
There  were  79  men  and  31  women  who  underwent  elective 
AAA.  Their  ages  ranged  from  54  to  86  years  with  a mean  of  69 
years.  In  addition  to  the  usual  careful  history  and  physical  exam- 
ination, the  routine  preoperative  evaluation  of  these  individuals 
included  a chest  radiograph,  electrocardiogram,  and  computed 
tomography  (CT)  of  the  abdomen.  Arteriography,  when  indicat- 
ed, was  performed  by  a retrograde  transfemoral  technique. 

Results 

Among  110  consecutive  elective  patients,  ten  (9.1%)  presented 
with  one  of  the  aforementioned  indications  for  preoperative  aortog- 
raphy. Diminished  or  absent  femoral  pulses  were  noted  in  five  pa- 
tients. One  hypertensive  patient  had  a creatinine  of  6.4  upon  admis- 
sion which  prompted  angiography.  CT  findings  which  led  to  further 
evaluation  included  a pararenal  abdominal  aortic  aneurysm  in  one 
patient  (Fig  1)  and  a thoracoabdominal  aneurysm  in  two  patients 
(Fig  2).  Angiography  was  also  performed  in  one  patient  who  had  a 
thoracic  aneurysm  noted  on  the  preoperative  chest  film. 


FIGURE  1.  Abdominal  CT  demonstrating  pararenal  aneurysm  (arrow- 
head) with  renal  arteries  (arrows)  emanating  from  the  lesion. 
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FIGURE  2.  Thoracoabdominal  aneurysm  (arrowhead)  originating  at  the 
level  of  the  diaphragm  (closed  arrows).  The  celiac  axis  is  also  seen  arising 
from  the  aneurysm  (open  arrow). 


Significant  findings  on  arteriography  included  severe  aorta-iliac 
occlusive  disease  in  four  patients  and  a thoracoabdominal  aneurysm 
extending  just  above  the  diaphragm  in  two  patients.  The  pararenal 
aneurysm  had  two  normal  renal  arteries  emanating  from  its  origin. 
One  individual  had  a 6-cm  thoracic  aneurysm  in  addition  to  a 5-cm 
abdominal  aortic  aneurysm.  The  patient  presenting  with  hyperten- 
sion and  an  elevated  creatinine  had  complete  occlusion  of  one  renal 
artery  and  a 95%  stenosis  of  the  contralateral  vessel. 

Associated  procedures  in  all  patients  included  a coronary  artery 
bypass  graft  ten  days  to  two  weeks  prior  to  AAA  in  three,  and  tho- 
racic aneurysm  resection  two  weeks  prior  to  AAA  in  another 
patient.  The  individual  presenting  with  renal  failure  underwent  si- 
multaneous renal  artery  bypass  with  a 6-mm  thin-walled  polytetro- 
fluoroethylene  graft  originating  from  the  aortic  graft.  One  patient 
underwent  simultaneous  coronary  artery  revascularization  for  un- 
stable angina  and  a tender  aneurysm,  and  another  patient  had  simul- 
taneous inferior  vena  caval  interruption  for  recurrent  deep  venous 
thrombosis. 

Our  preference  is  for  straight  or  tube  graft  placement  in  the  thera- 
py of  abdominal  aortic  aneurysms  whenever  possible.  This  was  per- 
formed in  81  of  the  1 lOelective  cases  (74%).  Bifurcation  grafts  were 
used  only  in  the  presence  of  concomitant  iliac  artery  aneurysms  (25 
patients)  or  significant  aorta-iliac  occlusive  disease  (four  patients). 
Iliac  artery  aneurysms  were  also  identified  preoperatively  in  a high 
percentage  of  cases  by  CT.  There  were  two  postoperative  deaths  in 
this  group,  for  a mortality  rate  of  1.8%.  An  8 1 -year-old  man  died  of  a 
myocardial  infarction  one  week  following  his  AAA  and  reoperation 
for  bleeding.  An  81 -year-old  woman  suffered  a fatal  myocardial  in- 
farction two  weeks  after  surgery. 

Three  major  complications  occurred.  One  patient  suffered  a myo- 
cardial infarction  on  postoperative  day  one,  from  which  he  recovered 
completely.  A second  patient  suffered  a cerebral  vascular  accident 
three  weeks  following  aneurysm  resection,  resulting  in  right  hemi- 
plegia. One  patient,  mentioned  above,  required  emergency  reopera- 
tion for  bleeding  following  a difficult  AAA.  This  patient  had  re- 
ceived six  units  of  banked  blood  and  upon  reexploration  was  noted  to 
have  a coagulopathy.  He  succumbed  to  a myocardial  infarction  one 
week  later.  Two  superficial  wound  infections  also  occurred  which 
responded  to  local  care  and  oral  antibiotics. 

Additional  noteworthy  findings  at  surgery  included  six  inflamma- 
tory aneurysms  and  one  small  renal  artery  aneurysm;  most  of  these 
were  seen  on  preoperative  CT.  CT  is  perhaps  the  most  reliable  meth- 
od for  detecting  inflammatory  aneurysms  preoperatively.  Three  pa- 
tients had  unsuspected  accessory  renal  arteries,  which  were  incorpo- 
rated within  the  proximal  anastomosis  in  each  case. 


Discussion 

In  addition  to  the  widely  accepted  indications  for  angi- 
ography prior  to  AAA  mentioned  above,  numerous  other 
reasons  for  routine  use  of  this  test  have  been  offered.  Kahn 


et  al,'^  and  later  Brewster  and  his  colleagues,^  noted  the 
importance  of  defining  the  size  and  location  of  the  aneu- 
rysm, and  its  relationship  to  the  renal  arteries.  The  use  of 
conventional  and  more  recently  high  resolution  CT,  how- 
ever, has  been  shown  to  be  as  accurate  as  and  safer  than 
angiography.^  Other  studies  also  indicate  that  CT  is  far 
more  accurate  than  ultrasonography,  and  in  many  in- 
stances provides  information  that  angiography  does  not.^  * 
We  too  have  found  CT  to  be  a highly  reliable  means  of 
judging  aneurysm  size  and  its  relationship  to  the  main  re- 
nal arteries.  In  this  series  of  1 10  cases,  it  was  accurate  in 
the  vast  majority  of  cases. 

Kwann  and  his  coworkers  have  advocated  routine  angi- 
ography to  detect  occlusive  disease,  multiple  aneurysms 
and  anomalous  vessels.^  We  have  found  that  significant 
occlusive  disease  is  reliably  detected  by  preoperative  ex- 
amination of  the  femoral  pulses  and  careful  history-tak- 
ing. Noninvasive  arterial  Doppler  examination  provides 
an  additional  screening  tool  for  determining  the  need  for 
angiography.  Multiple  aneurysms  occurred  in  23%  of  the 
present  series  and  are  usually  quite  apparent  at  laparoto- 
my. Anomalous  vessels  are  rare,  but  also  easily  detected 
during  dissection  of  the  aneurysm.  In  this  group  of  110 
electively  treated  patients,  accessory  renal  arteries  were 
found  in  2.7%. 

In  a review  of  aortography  prior  to  100  cases  of  AAA, 
Baur  and  his  colleagues  claimed  that  it  substantially  influ- 
enced surgical  decisions  in  75%  of  cases. The  authors 
noted  the  importance  of  angiography  in  defining  visceral 
arterial  abnormalities,  and  in  fact,  performed  renal  artery 
reconstruction  in  four  patients  and  visceral  artery  recon- 
struction in  eight  patients.  Of  the  individuals  undergoing 
renal  revascularization,  all  had  indications  that  would 
have  prompted  preoperative  angiography.  However,  the 
authors  failed  to  note  the  reasons  for  mesenteric  revascu- 
larization in  this  series.  If  these  procedures  were  therapeu- 
tic, then  angiography  would  have  been  performed  based 
on  the  appropriate  symptoms.  Careful  physical  examina- 
tion and  history  taking,  therefore,  would  have  identified 
those  cases  in  which  preoperative  aortography  would  have 
altered  surgical  strategy.  In  explaining  the  large  discrep- 
ancy between  the  number  of  arteriographic  findings  and 
fewer  resulting  procedures,  the  authors  also  noted  the  im- 
portance of  utilizing  clinical  judgment. 

In  a recent  prospective  protocol  of  routine  preoperative 
angiography.  Bunt  and  Cropper*'  noted  that  18%  of  70 
angiograms  provided  decisive  information.  Four  isolated 
iliac  aneurysms,  two  thrombosing  aneurysms,  one  acces- 
sory renal  artery,  and  one  arteriovenous  fistula  within  an 
iliac  aneurysm  were  detected.  Each  of  these  lesions,  how- 
ever, would  have  been  seen  at  surgery.  One  case  each  of 
suprarenal  extension  of  an  abdominal  aortic  aneurysm, 
renal  artery  aneurysm,  and  renal  cell  carcinoma  were  di- 
agnosed, yet  CT  scanning  would  likely  have  detected 
these,  as  noted  by  the  authors.  In  the  single  case  of  signifi- 
cant renal  artery  stenosis,  the  indications  for  surgical  re- 
pair were  not  noted.  A case  of  femoral  arteriovenous  fistu- 
la, resulting  from  a prior  angiogram,  represented  the 
single  lesion  which  might  have  gone  undetected  in  this 
group,  thereby  reducing  the  true  angiographic  yield  to  far 
less  than  the  18%  reported. 

An  additional  advantage  of  CT  over  angiography  is  ex- 
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pense.  In  our  area  the  cost  of  an  abdominal  CT  is  well 
below  50%  of  the  cost  of  an  aortogram.  Use  of  only  the 
former  examination  results  in  significant  savings  and  ap- 
pears to  be  more  cost  effective.  In  addition,  patient  accep- 
tance of  CT  over  angiography  is  much  higher  and  there  is 
no  risk  of  embolization  from  thrombus  within  the  aneu- 
rysm resulting  from  CT. 

In  the  present  series  of  1 10  elective  aortic  aneurysms, 
preoperative  angiography  was  performed  in  only  ten  pa- 
tients with  significant  findings  in  nine.  In  the  remaining 
100  patients,  a variety  of  associated  unsuspected  lesions 
were  encountered  at  surgery,  such  as  iliac  aneurysms  and 
accessory  renal  arteries.  These  were  all  managed  without 
serious  disruption  of  the  surgical  procedure  and  with  ac- 
ceptable rates  of  morbidity  and  mortality. 

Angiography  prior  to  AAA,  therefore,  seems  practical 
only  for  specific  indications.  These  include  significant  hy- 
pertension or  renal  dysfunction,  symptoms  of  visceral 
ischemia,  suprarenal  extension  of  the  abdominal  aneu- 
rysm or  a concomitant  thoracic  aneurysm,  and  diminished 
or  absent  femoral  pulses.  Thoracic  and  thoracoabdominal 
aneurysms  are  reliably  diagnosed  using  chest  radiography 
and  CT.  The  preoperative  finding  of  hypertension  or  renal 
dysfunction  alerts  one  to  most  cases  of  significant  renal 
artery  stenosis.  In  the  subset  of  patients  undergoing  AAA 
(mean  age  69  years  in  this  series),  the  number  of  individ- 
uals who  might  benefit  from  a prophylactic  renal  revascu- 
larization is  undoubtedly  quite  low.  This  is  also  true  for 
individuals  with  visceral  arterial  occlusive  disease  as  the 
indications  for  prophylactic  revascularization  are  few.  Ili- 
ac aneurysms  and  anomalous  arteries  are  usually  readily 
detected  at  surgery. 


The  cost,  risk,  and  low  yield  of  aortography  in  the  ab- 
sence of  specific  indications  make  its  routine  use  prior  to 
AAA  unwarranted.  In  addition  to  the  usual  history  and 
physical  examination,  an  adequate  preoperative  workup 
of  patients  with  abdominal  aortic  aneurysms  consists  of 
chest  radiography,  EKG,  and  abdominal  CT.  A complete 
and  accurate  evaluation  of  these  individuals  may  be  per- 
formed entirely  on  an  outpatient  basis. 

Acknowledgement.  The  authors  thank  Dr  Nathan  P.  Couch  for 
reviewing  the  manuscript. 

References 

1 Rob  CG.  Williams  JP:  The  diagnosis  of  aneurysms  of  the  abdominal  aorta 
(an  analysis  of  100  cases).  J Cardiovasc  Surg  1961;  2:55-59. 

2.  Couch  NP.  O’Mahony  J.  Mclrvine  A,  et  al:  The  place  of  abdominal  aortog- 
raphy in  abdominal  aortic  aneurysm  resection.  Arch  Surg  1983;  1 18:1029-1034. 

3.  Imparato  AM,  Riles  TS:  Peripheral  arterial  disease,  in  Schwartz  SI  (ed): 
Principles  of  Surgery.  New  York,  McGraw-Hill  Book  Co,  1989,  pp  983-984. 

4.  Kahn  PC,  Callow  AD:  Catheter  arteriography  in  the  evaluation  of  abdomi- 
nal aortic  aneurysms.  AJR  1966;  98:879-887. 

5.  Brewster  DC,  Retana  A,  Waltman  AC,  et  al:  Angiography  in  the  manage- 
ment of  aneurysms  of  the  abdominal  aorta:  Its  value  and  safety.  N Engl  J Med 
1975;  292:822-825. 

6.  Gomes  MN,  Choyke  PL:  Improved  identification  of  renal  arteries  in  pa- 
tients with  aortic  aneurysms  by  means  of  high-resolution  computed  tomography.  J 
Vase  Surg  1987;  6:262-268. 

7.  Gomes  MN,  Choyke  PL:  Pre-operative  evaluation  of  abdominal  aortic  an- 
eurysms: Ultrasound  or  computed  tomography?  J Cardiovasc  Surg  (Torino) 
1987;28:159-166. 

8.  Williams  LR,  Flinn  WR,  Yao  JST,  et  al:  Extended  use  of  computed  tomog- 
raphy in  the  management  of  complex  aortic  problems:  A learning  experience.  J 
Vase  Surg  1986;  4:264-271. 

9.  Kwaan  JH,  Connolly  JE,  Molen  RV,  et  al:  The  value  of  arteriography 
before  abdominal  aneurysmectomy.  Am  J Surg  1977;  134:108-114. 

10.  Baur  GM,  Porter  JM,  Eidemiller  LR,  et  al:  The  role  of  arteriography  in 
abdominal  aortic  aneurysms.  Am  J Surg  1978;  136:184-189. 

1 1.  Bundt  TJ,  Cropper  L:  Routine  angiography  for  abdominal  aortic  aneu- 
rysm: The  case  for  informed  operative  selection.  J Cardiovasc  Surg  1986;  27:725- 
727. 


178 


NEW  YORK  STATE  JOURNAL  OE  MEDICINE/APRIL  1990 


REVIEW  ARTICLE 


Children  of  substance  abusers  in  New  York  State 
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During  the  1980s,  increasing  attention  was  given  to  chil- 
dren of  substance  abusers.  This  was  due  in  part  to  the  in- 
creasing number  of  female  substance  abusers;  a study  of 
substance  use  among  females  in  New  York  State'  found  a 
dramatic  increase  of  nonmedical  substance  use  for  fe- 
males aged  18  years  to  34  years  from  1979  to  1984.  Based 
on  projections  from  survey  findings,  the  percentage  of  fe- 
males in  this  age  group  who  had  used  substances  nonmedi- 
cally  (defined  as  use  of  illegal  substances  or  the  nonmedi- 
cal use  of  psychoactive  prescription  drugs  in  their 
lifetime)  went  from  49%  in  1979  to  63%  in  1 984.  Concerns 
focus  on  the  impact  of  pregnant  women’s  drug  ingestion 
on  the  developing  fetus,  as  well  as  the  consequences  for 
children  living  with  parents  who  are  substance  abusers. 
Fears  about  the  impact  of  the  acquired  immunodeficiency 
syndrome  (AIDS)  epidemic-  and  the  effects  of  cocaine 
use  on  the  fetus^^^  are  also  gaining  attention. 

The  literature  on  children  of  substance  abusers  indi- 
cates that  these  children  and  their  parents  are  populations 
in  need  of  help^;  some  of  these  children  have  developmen- 
tal difficulties  and  require  assessment  and  referral  for  ap- 
propriate counselling  and  treatment  services.  Further- 
more, many  parents  who  are  substance  abusers  require 
assistance  in  becoming  more  effective  parents.  Informa- 
tion from  the  New  York  City  Department  of  Health  (per- 
sonal communications.  Bureau  of  Vital  Statistics,  1984, 
1986,  1988)  underscores  the  importance  of  providing  ser- 
vices to  this  population.  For  the  period  1978-1984,  the 
infant  mortality  rate  for  infants  whose  mothers  were  sub- 
stance users  (as  indicated  on  birth  certificates)  was  about 
three  times  higher  than  the  citywide  rate  (46.7/1,000  vs 
15.5/1,000  live  births).  The  percentage  of  newborns  of 
low  birth  weight  (under  2,500  grams  or  less  than  5'/2  lb) 
born  to  these  women  was  more  than  three  times  the  city- 
wide rate  (32.8/1,000  vs  9.6/1,000  live  births).  Recent 
information  indicates  that  the  infant  mortality  rate  may 
be  increasing  in  New  York  City,  after  more  than  a decade 
of  decline,  due  to  births  to  mothers  who  are  abusing  co- 
caine or  who  have  AIDS.^ 

The  urgency  of  this  problem  and  the  subgroups  in  need 
of  services  can  be  identified  more  effectively  if  the  dimen- 
sions of  the  problem  are  determined.  No  recent  estimates 
are  available  regarding  the  numbers  of  these  ehildren  or 
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the  numbers  of  births  to  drug  abusing  women.  This  paper 
provides  information  on  trends  in  births  to  substance 
abusing  women  useful  in  projecting  anticipated  increases 
or  decreases  in  such  births.  Also  included  are  estimates  of 
the  number  of  such  births,  to  identify  the  magnitude  of  the 
problem  for  newborns,  and  estimates  of  the  number  of 
children  under  18  years  of  age  who  constitute  the  children 
of  substance  abusers  of  New  York  State,  to  identify  the 
total  number  of  children  in  this  population.  Secondary 
analyses  of  several  data  sources  were  undertaken  to  arrive 
at  these  estimates.  In  addition,  due  to  the  changing  nature 
of  the  substance  abuse  problem  and  recent  increases  in 
cocaine  use,  data  are  presented  separately  for  narcotics, 
for  cocaine,  and  for  other  substances  of  abuse,  when  avail- 
able. 

Collecting  the  Data 

Several  basic  sources  contributed  to  the  development  of 
trends  and  the  calculation  of  estimates. 

Trends.  Data  on  trends  of  births  to  substance  using 
women  were  obtained  from  the  New  York  City  Depart- 
ment of  Health  and  the  New  York  City  Infant  Health 
Assessment  Program  (IHAP). 

The  New  York  City  Department  of  Health  maintains  a 
file  of  birth  certificates  and  accompanying  confidential 
medical  reports  in  which  drug  use  by  the  mother  is  cited. 
The  report  usually  includes  the  specific  drug  used  and 
items  of  information  about  the  parents,  the  infant,  and  the 
delivery.  Overall  data  on  the  number  of  such  births  were 
calculated  for  the  10-year  period  1978-1987;  specifics  on 
the  types  of  drugs  used  were  available  for  the  period  1 978- 
1986. 

The  Infant  Health  Assessment  Program  is  a state-fund- 
ed program  administered  by  the  New  York  City  Depart- 
ment of  Health,  Bureau  of  Child  Health.  The  program 
has  been  in  existence  since  January  1986,  and  focuses  on 
identifying,  registering,  and  tracking  infants  at  risk  of  de- 
velopmental disabilities,  using  various  criteria  including 
maternal  substance  abuse.  (The  IHAP  criteria  are  birth- 
weight  of  less  than  2,001  grams,  gestational  age  of  less 
than  33  weeks,  maternal  age  of  less  than  16  years,  inherit- 
ed metabolic  disease,  major  congenital  abnormality,  stays 
of  greater  than  ten  days  in  neonate  intensive  care  units, 
maternal  alcohol  abuse  during  pregnancy,  and  maternal 
substance  abuse  during  pregnancy.)  Data  are  collected 
from  12  New  York  City  hospitals  (11  municipal  hospitals 
and  one  voluntary),  estimated  to  account  for  about  one 
third  of  all  births  in  New  York  City.  Although  this  is  a 
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statewide  program,  data  on  substance  abuse  are  only 
available  for  New  York  City. 

Estimates.  Estimates  of  the  number  of  children  of 
substance  abusers  used  in  this  report  are  based  on  the 
numbers  of  narcotic  and  non-narcotic  substance  abusers 
in  treatment  and  not  in  treatment  in  New  York  State. 

All  drug  treatment  programs  funded  by  New  York 
State  are  required  to  submit  monthly  forms  to  the  Man- 
agement Information  System  of  the  New  York  State  Divi- 
sion of  Substance  Abuse  Services  containing  information 
on  the  demographics  of  new  admissions,  including  age, 
race,  and  sex.  Information  on  the  primary  and  secondary 
drugs  of  abuse  is  also  collected.  For  the  purposes  of  this 
study,  demographic  data  were  obtained  for  the  more  than 
46,000  patients  in  treatment  in  these  programs  as  of  Au- 
gust 1987.  Data  on  a sample  of  patients  in  nonfunded  pro- 
grams (estimated  at  approximately  5,000)  were  also  in- 
cluded. 

During  1984,  surveys  were  conducted  of  a stratified, 
random  sample  of  patients  in  New  York  State-funded 
methadone  maintenance^  and  residential  drug  free  treat- 
ment programs.*  The  stratification  was  by  program  loca- 
tion in  the  state.  Survey  instruments,  administered  by 
counselors  in  the  programs,  included  questions  on  demo- 
graphics and  the  numbers  and  ages  of  children.  These  sur- 
veys were  used  to  generate  estimates  of  the  number  of 
children  per  patient.  For  methadone  patients,  each  male 
patient  was  found,  on  the  average,  to  have  1.7  children, 
and  each  female  patient  had  1.8  children;  for  residential 
drug  free  treatment  programs  each  male  patient  was 
found,  on  the  average,  to  have  0.9  children,  and  each  fe- 
male patient,  1.2  children.  An  additional  correction  was 
incorporated  to  estimate  the  number  of  children  under  18 
years  of  age. 

A different  approach  was  needed  to  estimate  the  num- 
bers of  substance  abusers  not  in  treatment.  The  New  York 
State  Division  of  Substance  Abuse  Services  is  responsible 
for  assessing  the  extent  of  substance  abuse  in  the  state 
population;  it  conducts  statewide  surveys  of  drug  use.  The 
most  recent  survey,  conducted  in  1986,  included  a strati- 
fied, random  sample  of  more  than  6,300  residents  1 8 years 
of  age  and  older  throughout  the  state.  The  results  were 
statistically  projected  to  reflect  findings  for  the  12.7  mil- 
lion adults  residing  in  New  York  State.  An  index  of  sever- 
ity of  substance  use  was  constructed  from  questions  in  the 
survey  and  served  as  a basis  for  estimating  the  number  of 
adult  non-narcotic  substance  abusers  in  the  state.  (Non- 
narcotic substance  abusers  include  users  of  substances 
such  as  cocaine,  marijuana,  hallucinogens,  and/or  the 
nonmedical  use  of  psychoactive  prescription  drugs.)  The 
survey  also  produced  data  on  the  number  of  children  un- 
der the  age  of  18  years  living  in  the  household. 

A second  statewide  survey  conducted  by  the  Division  of 
Substance  Abuse  Services  was  a drug  use  survey  among 
secondary  school  students  between  the  ages  of  12  and  17 
years.  The  most  recent  such  survey  was  conducted  in 
1983,  with  more  than  27,000  students  participating 
throughout  the  state.  The  results  were  statistically  pro- 
jected to  reflect  findings  for  the  1.5  million  students  en- 
rolled in  public  and  private  schools  in  grades  7 through  12. 
Here,  too,  an  index  of  severity  of  substance  use  was  con- 
structed from  questions  in  the  survey  and  served  as  a basis 


for  estimating  the  number  of  non-narcotic  substance 
abusing  youth  in  the  state. 

In  addition  to  estimates  of  non-narcotic  substance  abus- 
ers, special  estimates  of  narcotic  abusers  have  been  gener- 
ated. Since  surveys  of  the  general  population  of  adults  and 
students  do  not  provide  an  effective  basis  for  sampling 
narcotic  abusers,  another  strategy  for  estimating  the  prev- 
alence of  illicit  narcotic  abuse  was  devised.  This  strategy 
first  used  regression  analysis  to  relate  indirect  indicators 
of  narcotic  abuse  for  1970  through  1974 — including  opi- 
ate arrests,  treatment  admissions,  number  of  cases  of  hep- 
atitis, and  price  and  purity  of  retail  heroin — to  estimates 
of  the  number  of  narcotics  abusers,  based  on  the  New 
York  City  Narcotics  Register  data  for  1970  through 
1974.  The  New  York  City  Narcotics  Register  ceased  to 
issue  reports  in  1974  and  ceased  operation  shortly  after. 
Thus,  the  ability  to  make  subsequent  estimates  of  the  nar- 
cotic abusing  population  became  limited.  When  Narcotics 
Register  data  were  no  longer  available,  adjustments  in  es- 
timates over  time  have  been  dictated  by  trends  in  indirect 
indicators  of  narcotic  abuse  in  New  York  City.^  Current 
estimates  depend  more  on  recent  indicator  trends  than  on 
the  initial  data. 

Birthrates.  For  narcotic  abusing  women,  an  estimated 
birthrate  of  4%  annually  was  based  on  estimates  of  births 
to  New  York  City  women  who  abused  narcotics. For 
non-narcotic  abusing  women,  birthrates  for  the  general 
population  were  used  and  were  derived  from  1980  New 
York  City  census  figures  for  numbers  of  women  in  age 
categories  1 2-44  years,  and  the  number  of  New  York  City 
births,  by  age  category,  in  1984.  All  totals  are  based  on  a 
sum  of  the  number  of  births  calculated  by  age  category. 

Results 

Trends.  Data  for  the  state  as  a whole  were  not  avail- 
able. Although  the  data  collected  were  underestimates  of 
the  total  number  of  births  to  substance  abusing  women, 
the  consistency  of  the  trends  in  the  number  of  births  over 
time  can  indicate  whether  increases  can  be  anticipated. 
Figure  1 shows  the  trend  of  such  births  from  1978  through 
1987  based  on  data  derived  from  birth  certificates.  From 
1978  to  1983,  the  number  remained  below  1,000.  There 


FIGURE  1.  Births  to  substance  abusing  women  in  New  York  City,  1978- 
1987  (source:  NYC  Department  of  Health,  Bureau  of  Vital  Statistics). 
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TABLE  I.  New  York  City  Births  with  Maternai  Cocaine  and 
Heroin  Use,  1978-1986 


Number  of  Birtbs* 

Year 

Cocaine 

Heroin 

1978 

68 

206 

1979 

83 

205 

1980 

106 

248 

1981 

106 

266 

1982 

184 

304 

1983 

266 

296 

1984 

482 

287 

1985 

628 

286 

1986 

1,364 

361 

* May  include  other  drugs,  and  these  categories  are  not  mutually  exclusive. 
Source:  NYC  Department  of  Health. 


has  been  a steady  increase  since  1981,  with  the  largest 
increases  occurring  in  the  last  two  years.  In  1985  there 
were  1,227  such  births  (a  rate  of  10.3/1,000  live  births), 
compared  with  2,066  such  births  in  1986  (a  rate  of  17.0/ 
1,000  live  births)  and  2,586  in  1987  (a  rate  of  20.3/1,000 
live  births).  Although  some  of  this  increase  may  be  due  to 
increased  attention  to  this  issue,  the  consistency  of  in- 
crease since  1981  probably  indicates  an  underlying  trend. 

Table  I presents  a summary  of  the  number  of  mentions 
of  cocaine  and  heroin  on  New  York  City  birth  certificates 
from  1978  through  1986.  Although  there  has  been  an  in- 
crease in  the  number  of  persons  reporting  heroin  use 
(nearly  doubling),  the  number  indicating  cocaine  use  has 
increased  most  dramatically,  by  a factor  of  20,  from  68  in 
1978  to  1,364  in  1986.  In  1986,  cocaine  was  mentioned  in 
two  thirds  of  New  York  City  birth  certificates  that  men- 
tioned maternal  substance  abuse. 

Table  II  presents  data  for  the  first  two  years  of  the  In- 
fant Health  Assessment  Program  (personal  communica- 
tions, New  York  City  Department  of  Health,  1987,  1988) 
which  identifies  high  risk  newborns  in  12  hospitals  in  New 
York  City.  Maternal  substance  abuse  accounted  for  about 
half  of  all  newborns  registered  (4,572  out  of  9,649)  out  of 
the  70,523  live  births  during  this  period.  Thus,  these 
births  account  for  more  than  6%  of  all  births  in  these  New 
York  City  hospitals.  Although  these  hospitals  are  not  like- 
ly to  be  representative  of  all  hospitals  in  New  York  City, 
what  is  most  important,  perhaps,  is  that  within  these  first 
two  years  there  has  been  an  increasing  trend  in  the  propor- 


tion of  births  identified  because  of  maternal  substance 
abuse,  from  43%  in  the  first  few  months  to  6 1 % in  the  most 
recent  months.  Although  the  magnitude  of  the  increase 
may  in  part  be  due  to  an  increased  awareness  resulting 
from  the  IHAP  system  itself,  the  trend  is  consistent  with 
other  indicators. 

Estimates  of  the  Number  of  Births.  Estimates  of  the 
number  of  births  in  1 986  to  females  who  were  regular  sub- 
stance abusers  were  developed  by  type  of  drug  use  (nar- 
cotic and  non-narcotic)  and  treatment  status  (in  treat- 
ment and  not  in  treatment).  Table  III  presents  estimates 
of  the  number  of  births  to  women  in  New  York  State  who 
had  a history  of  regular  narcotics  use  and  the  number  of 
births  to  women  who  were  non-narcotic  substance  abusers. 

Of  the  300  births  to  women  who  were  former  non-nar- 
cotic abusers  in  treatment,  it  is  estimated  that  approxi- 
mately 60%  were  to  women  who  were  cocaine  abusers.  By 
far  the  largest  estimated  number  of  births  were  to  women 
who  abused  non-narcotic  substances  (eg,  cocaine,  canna- 
bis, hallucinogens,  and  psychoactive  prescription  drugs 
taken  nonmedically)  and  who  were  not  in  treatment. 
These  numbers — 402,000  women  and  21,300  births — are 
further  elaborated  in  Table  IV,  by  age  of  mother  and  by 
type  of  substance  (cocaine  vs  other  nonnarcotic  sub- 
stances). These  estimates  indicate  that  almost  one  quarter 
of  such  births  are  to  teenagers. 

Overall,  the  total  number  of  births  to  substance  abusing 
women  in  New  York  State  in  1986  is  estimated  to  be  more 
than  24,000,  of  which  approximately  10%  were  births  to 
narcotic  abusers  (2,600  births),  an  additional  10%  were  to 
regular  cocaine  users  (2,500  births),  and  the  remainder 
(80%  or  18,800)  were  to  women  who  were  regular  users  of 
other  non-narcotic  substances. 

In  addition  to  births  to  women  who  are  substance  abus- 
ers, the  threat  of  AIDS  transmission  to  newborns  raises 
the  need  to  estimate  the  number  of  births  to  women  who 
are  not  themselves  narcotics  users,  but  who  are  the  sexual 
partners  of  intravenous  drug  users.  It  has  been  estimated 
that  there  are  100,000  female  sexual  partners  of  intrave- 
nous drug  users  who  do  not  themselves  inject  drugs."  Us- 
ing a conservative  birthrate  of  4%  (the  same  rate  used  for 
narcotics-using  women),  there  would  be  an  additional 
4,000  births  per  year  to  women  who  are  sexual  partners  of 
intravenous  drug  users. 

Estimates  of  the  Number  of  Children  of  Substance  Abu- 
sers. Data  sources  were  available  for  estimating  the 


TABLE  II.  Births  Associated  with  Maternal  Substance  Abuse,  1986-1987,  in  New  York  City  IHAP  Hospitals 


Births  and  Registrations  in  IHAP  Hospitals* 

% due  to  Substance  Abuse 

Live 

Registered 

Of  all 

Of  all 

Time  Period 

Births 

Total 

For  Substance  Abuse 

Birtbs 

Registered 

1986 

Jan-April 

11,272 

1,301 

554 

5 

43 

May-Aug 

11,415 

1,421 

652 

6 

46 

Sept-Dec 

1987 

11,814 

1,408 

735 

6 

52 

Jan-April 

11,292 

1,475 

801 

7 

54 

May-Aug 

12,099 

1,548 

870 

7 

56 

Sept-Dec 

12,607 

1,519 

911 

7 

60 

* Data  based  on  12  NYC  hospitals:  1 1 municipal  and  one  voluntary. 
Source:  NYC  Department  of  Health.  IHAP  Program. 
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TABLE  III.  Estimate  of  Births  to  Female  Narcotics  and 
Non-narcotic  Users  in  New  York  State* 


Substance  and 
Treatment  Status 

Number  of  Womenl’ 

Number  of  Births 

Narcotic 

In  treatment 

12,100 

500 

Not  in  treatment 

52,900 

2,100 

Total 

65,000 

2,600 

Non-narcotic 

In  treatment 

4,700 

300 

Not  in  treatment 

402,000 

21,300 

Total 

406,700 

21,600 

* Source:  “In  treatment”  data  based  on  the  NYS  Division  of  Substance  Abuse 
Services  (DSAS)  program  reporting  system  for  patients  in  state-funded  and  non- 
funded  treatment  programs;  “Not  in  treatment"  data  based  on  DSAS  estimates  of 
narcotics  users  and  statewide  surveys. 

* Source:  For  narcotics  abusing  women,  based  on  4%  rate'®;  for  non-narcotics 
abusing  women,  based  on  age-specific  birth  rates  for  the  general  NYC  population, 
combining  births  across  age  categories. 


TABLE  IV.  Estimate  of  Births  to  Femaie  Nonnarcotic 
Abusers,  Not  In  Treatment,  by  Substance  and  by  Age,  in 
New  York  State 


Regular  Users  of 

Other  Non- 

Cocaine*  Narcotics  Total 


Number  of  women 

37,000 

365,000 

402,000 

N umber  of  births  by 

age  of  woman  (yr)* 

12-19 

400 

4,700 

5,100 

20-29 

1,100 

11,000 

12,100 

30  and  over 

1,000 

3,100 

4,100 

Total 

2,500 

18,800 

21,300 

* Regular  users  of  cocaine  have  used  cocaine  at  least  four  days  during  the  past 
month.  Regular  users  of  other  non-narcotic  substances  have  used  two  or  more  such 
drugs  in  the  past  six  months  or  have  used  marijuana  at  least  ten  days  in  the  past 
month,  or  any  other  drug  at  least  four  days  during  the  past  month. 

♦ Based  on  age-specific  birth  rates  for  the  general  population  of  females  in  NYC, 
combining  births  across  age  categories. 


number  of  children  of  substance  abusers  in  and  out  of 
treatment.  Table  V presents  information  on  the  total  num- 
ber of  former  substance  abusers  in  treatment  programs  in 
New  York  State,  as  of  August  1987,  by  primary  drug  of 
abuse.  The  number  of  children  reported  are  estimates  of 
patients’  biological  children,  aged  17  years  and  under, 
some  of  whom  may  not  be  living  with  their  parents.  Data 
are  also  presented  separately  for  male  and  female  pa- 
tients, since  the  number  of  children  varies  by  sex,  and  fe- 
male patients  are  most  likely  to  have  children  living  with 
them  and/or  to  be  the  parents  with  primary  responsibility. 
As  of  August  1 987,  it  is  estimated  that  the  total  number  of 
children  of  patients  in  substance  abuse  treatment  was 
59,100;  more  than  three  quarters  were  children  of  former 
narcotics  abusers  in  treatment.  Furthermore,  more  than 
one  third  of  these  children  (35%)  were  under  six  years  of 
age. 

For  substance  abusers  not  in  treatment,  separate  esti- 
mates were  made  for  those  who  were  narcotics  abusers 
and  for  those  who  abused  non-narcotic  substances.  Infor- 
mation for  narcotics  abusers  was  based  on  estimates  of  the 
number  of  narcotics  abusers  previously  calculated  by  the 
Division  of  Substance  Abuse  Services.  Information  on 
children  in  households  with  adults  regularly  using  other 
substances  was  based  on  the  most  recent  household  survey 
conducted  by  the  New  York  State  Division  of  Substance 
Abuse  Services.  Table  VI  presents  the  estimated  number 
of  children,  by  age,  of  individuals  with  a history  of  regular 
narcotics  use.  It  is  estimated  that  there  were  approximate- 
ly 205,000  children  of  narcotics  abusers  not  in  treatment, 
and  that  nearly  half  (42%)  of  these  children  were  less  than 
six  years  of  age. 

Table  VII  presents  totals  of  the  number  of  children,  un- 
der 17  years  of  age,  residing  in  households  in  which  at 
least  one  adult  reported  being  a regular  substance  user.  In 
some  cases,  however,  these  children  may  not  be  the  chil- 
dren of  the  substance  abusing  adult. 

The  total  number  of  children  of  substance  abusers,  de- 
fined here  as  children  of  substance  abusers  in  or  out  of 
treatment,  or  children  residing  with  a substance  abuser,  is 


TABLE  V.  Estimates  of  Children  of  Substance  Abusers  In  Treatment,  In  New  York  State 


Primary  Drug  of  Abuse 
by  Sex  of  Patient 

Number  of 
Adults 

Under  6 

Number  of  Children  by  Age  (yr)* 
6-11 

12-17 

Total 

Narcotics 

Males 

25,400 

12,800 

12,100 

9,500 

34,400 

Females 

12,100 

5,800 

7,300 

4,900 

18,000 

Cocaine 

Males 

4,800 

1,300 

1,600 

1,100 

4,000 

Females 

2,300 

1,000 

1,200 

600 

2,800 

Other 

Males 

4,600 

1,200 

1,500 

1,000 

3,700 

Females 

2,400 

1,000 

1,200 

600 

2,800 

Total 

Males 

34,800 

15,300 

15,200 

11,600 

42,100 

Females 

16,800 

7,800 

9,700 

6,100 

23,100 

Estimated  totals^ 

51,600 

20,800 

22,400 

15,900 

59,100 

Source:  Number  of  adult  patients  was  based  on  data  from  the  NYS  DSAS  program  reporting  system  for  patients  in  funded  and  non-funded  programs. 

♦ Based  on  survey  of  patients  in  treatment. 

^ Basing  the  total  number  of  children  on  the  sum  of  the  estimates  for  male  and  female  patients  may  in  some  instances  result  in  double-counting  since  a child  could  be 
attributed  to  both  parents  in  treatment.  This  factor  was  incorporated  by  reducing  the  estimated  total  by  10%. 
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TABLE  VI.  Estimates  of  Number  of  Children  of  Narcotics 
Abusers  Not  in  Treatment,  in  New  York  State* 


Sex  of 

Age  of  Adult  Substance  Abuser 

Children  (yr)  Male  Female  Total^ 


Under  6 

65,300 

30,600 

86,300 

6-11 

60,600 

20,500 

73,000 

12-17 

38,000 

12,600 

45,500 

Total 

163,900 

63,700 

204,800 

* Based  on  a total  of  260,000  estimated  narcotic  users  in  NYS,  subtracting 
37,500  in  treatment  and  1 5,500  estimated  to  be  under  the  age  of  1 8 years.  For  the 
number  of  children  per  person,  the  rate  developed  from  the  survey  of  patients  in 
treatment  was  reduced  by  approximately  25%,  since  narcotics  abusers  not  in  treat- 
ment are  likely  to  be  younger  than  those  in  treatment,  and  continued  narcotics  use 
has  been  found  to  affect  fertility  levels. 

' As  in  the  previous  table,  the  total  number  of  children  was  reduced  by  10%  to 
account  for  double-counting  of  children  both  of  whose  parents  are  narcotics  abus- 
ers not  in  treatment. 

almost  a half  million,  approximately  467,000.  Almost  half 
of  these  children  (42%)  are  younger  than  six  years  of  age 
and  are  with  adult  substance  users  who  are  not  in  treat- 
ment. In  addition,  there  are  approximately  24,000  births 
to  female  substance  abusers  annually.  Table  VIII  provides 
a summary  of  the  estimates  presented  in  this  paper  for 
births  and  children  of  substance  abusers,  by  treatment 
status  of  parent  and  by  type  of  substance  use. 

Conclusions 

Based  on  the  data  presented,  it  is  conservatively  esti- 
mated that  close  to  a half  million  children  in  New  York 
State  aged  1 7 years  and  under — about  one  out  of  every  ten 
children  in  the  state — are  children  of  substance  abusers. 
Furthermore,  during  1986  alone,  it  is  estimated  that 
24,000  children  were  born  in  New  York  State  to  women 
who  were  regular  users  of  substances  (approximately  one 
out  of  every  ten  births  in  the  state).  Given  the  fact  that  the 
majority  of  children  of  substance  abusers  are  under  the 
age  of  12  years  and  are  children  of  parents  who  are  not 
receiving  treatment  services,  many  of  these  children  may 
need  services  for  many  years  to  come. 

In  calculating  these  estimates,  there  are  several  possible 
sources  of  error,  as  the  note  to  Table  VIII  indicates.  These 
were  errors  resulting  in  both  overestimating  and  underes- 
timating. First,  there  is  the  problem  of  overestimating  due 
to  double  counting.  Although  a correction  for  double 
counting  was  incorporated  in  estimating  the  numbers  of 
children  of  substance  abusers  of  patients  in  treatment  (see 

TABLE  VII.  Estimates  of  Number  of  Children  in 
Households  in  which  at  Least  One  Adult  Is  a Regular  Non- 
narcotic Substance  User*  (Not  in  Treatment),  in  New  York 
State 

Age  of  Primary  Substance 


Children  (yr)  Cocaine  Other  Total 


Under  6 

14,000 

75,000 

89,000 

6-11 

10,000 

43,000 

53,000 

12-17 

6,000 

55,000 

61,000 

Total 

30,000 

173,000 

203,000 

* These  figures  are  underestimates  of  the  number  of  children  residing  with  non- 
narcotic substance  abusers.  The  survey  was  based  on  reported  use  by  one  adult,  18 
years  and  older  per  sampled  household,  and  therefore  any  substance  use  by  other 
adults  in  the  household  would  not  be  noted. 


footnote  to  Table  V)  or  of  narcotics  abusers  not  in  treat- 
ment (see  footnote  to  Table  VI),  many  of  these  children 
may  still  be  double  counted  across  different  categories, 
such  as  a child  of  a narcotic  abuser  in  treatment  and  of  a 
non-narcotic  substance  abuser  not  in  treatment.  Second, 
and  much  more  important,  is  the  problem  of  underesti- 
mates. Cross-sectional  studies  of  the  population,  which 
were  the  basis  for  estimating  non-narcotic  substance 
abusers,  do  not  effectively  sample  some  elements  of  the 
population  who  are  particularly  likely  to  be  substance 
abusers.  Household  surveys,  for  instance,  find  it  difficult 
to  reach  those  who  have  unstable  households,  those  who 
double  up  with  other  householders,  or  those  who  have  no 
household  at  all.  Also,  school  surveys  cannot  assess  sub- 
stance abuse  among  those  who  have  dropped  out  of  school. 
Consequently,  estimates  of  substance  abusers  drawn  from 
these  surveys  must  be  considered  an  underestimate.  Fur- 
thermore, these  surveys  were  conducted  before  the  impact 
of  “crack”  use  was  fully  felt  in  New  York  State;  the  school 
survey  was  conducted  in  1983,  and  the  survey  of  adults 
was  conducted  in  the  first  half  of  1986.  Given  these  con- 
siderations, the  overall  error  in  the  estimates  is  most  prob- 
ably in  the  direction  of  undercounting  the  number  of  sub- 
stance abusers,  and  therefore  underestimating  the 
number  of  children  of  substance  abusers  in  New  York 
State.  Although  it  would  be  helpful  to  give  confidence  lim- 
its around  the  estimates  presented,  the  problems  of  under- 
counting and  survey  bias  noted  above  cannot  be  quantified 
for  this  purpose. 

Also,  the  estimates  presented  here  reflect  overall  find- 
ings for  New  York  State.  The  proportion  of  the  estimates 
represented  by  New  York  City,  however,  deserves  com- 
ment, since  in  some  ways  the  situation  is  very  different 
from  the  rest  of  the  state,  though  in  some  ways  it  is  very 
similar.  Rates  of  narcotic  abuse  and  crack  abuse  are  much 
higher  in  New  York  City  than  in  the  rest  of  the  state. 
Rates  of  other  non-narcotic  abuse  and  the  misuse  of  psy- 
choactive prescription  drugs,  though,  are  very  similar; 
statewide  surveys  of  adults  and  school  surveys  conducted 
by  the  State  Division  of  Substance  Abuse  Services  show 
the  similarity  in  rates  for  New  York  City  residents  and 
residents  in  the  rest  of  the  state.  Thus,  within  the  estimates 
for  New  York  State,  New  York  City,  with  about  41%  of 
the  state’s  population  and  58%  of  the  substance  abusers, 
provides  at  least  half  of  the  children  of  substance  abusers 
or  more. 

Irrespective  of  where  in  the  state  these  parents  and  chil- 
dren reside,  few  are  receiving  the  services  needed.  There 
are  services  available  that  would  both  help  prevent  health 
and  substance  abuse  problems  for  the  child  and  would  as- 
sist the  parents  in  their  own  rehabilitation. 

Some  efforts  to  provide  these  services  have  been  initiat- 
ed, but  they  are  few  in  number,  and  reach  only  a small 
proportion  of  the  affected  children.  The  New  York  State 
Division  of  Substance  Abuse  Services  has  funded  several 
services  in  its  treatment  programs  for  parents  and  their 
children  and  has  developed  guidelines  to  encourage  addi- 
tional services  for  parents  in  treatment.'^  Surveys  of  treat- 
ment populations  indicate  that  parents  in  treatment  are 
interested  in  receiving  services.^  * Resources  for  increased 
services  are  needed,  particularly  to  develop  outreach  ef- 
forts for  substance  abusing  parents  who  are  not  in  treat- 
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TABLE  VIII.  Summary  of  Estimates  of  Births  to  Substance  Abusing  Women  and  Estimates  of  Children  of  Substance 

Abusers*,  in  New  York  State 


Status  of  Substance  Abuser 

Births 
to  Females 

Under  6 

Age  of  children  (yr) 
6-^11 

12-17 

Total 

In  treatment 

Narcotics* 

500 

16,700 

17,500 

1 3,000 

47,200 

Cocaine* 

200 

2,100 

2,500 

1,500 

6,100 

Other  non-narcotics* 

100 

2,000 

2,400 

1,400 

5,800 

Totals* 

800 

20,800 

22,400 

15,900 

59,100 

Not  in  treatment 

Narcotics* 

2,100 

86,000 

73,000 

45,000 

205,000 

Cocaine 

2,500 

14,000 

10,000 

6,000 

30,000 

Other  non-narcotics 

18,800 

75,000 

43,000 

55,000 

173,000 

Totals 

23,400 

175,000 

126,000 

106,000 

408,000 

Estimated  combined  totals 

24,000 

196,000 

148,000 

122,000 

467,000 

• Includes  adjustments  previously  made,  within  categories,  for  double  counting. 

Note:  The  specific  estimates  in  each  category  may  be  under-  or  overestimates.  Although  a correction  for  double  counting  was  incorporated  in  estimating  the  numbers  of 
children  of  substance  abusers  of  patients  in  treatment  or  of  narcotics  abusers  not  in  treatment,  many  of  these  children  may  still  be  double  counted  across  different  categories 
(eg,  a child  of  a narcotic  abuser  in  treatment  and  a nonnarcotic  substance  abuser  not  in  treatment).  However,  as  noted  previously,  the  estimates  of  children  of  substance  abusers 
of  non-narcotic  substance  users  not  in  treatment  are  likely  to  be  underestimates. 

ment.  As  indicated  by  the  data,  there  are  nearly  seven 
times  more  children  of  substance  abusers  who  are  not  in 
treatment  than  of  substance  abusers  in  treatment.  The 
trends  in  births  to  substance  abusers  indicate  that  the 
numbers  of  these  children  are  likely  to  continue  to  in- 
crease. Furthermore,  research  indicates  that  without  in- 
tervention, many  of  the  current  children  of  substance 
abusers  are  likely  to  themselves  become  substance  abusers 
and  become  parents  to  another  generation  of  children  of 
substance  abusers.^ 

Births  to  women  using  intravenous  drugs  are  of  particu- 
lar concern  in  light  of  the  current  AIDS  epidemic.  It  has 
been  estimated  that  more  than  50%  of  the  female  intrave- 
nous drug  users  in  New  York  City  have  already  been  ex- 
posed to  the  AIDS  virus'^  and  could  therefore  transmit 
the  virus  to  their  children  in  utero  or  at  birth. 

A wide  range  of  services  is  clearly  needed  to  assist  these 
families  and  break  the  cycle  of  drug  abuse;  services  to  the 
parent  (parent  training);  services  to  the  child  (assessment 
and  referral);  services  to  the  family  (family  counseling); 
and  services  to  staff  of  agencies  likely  to  come  in  contact 
with  these  parents  (skills  for  discussing  parenting  issues 
with  their  patients  and  skills  for  identifying  children  of 
substance  abusers). 

The  magnitude  and  urgency  of  the  problem  indicate 
that  services  must  be  developed  now.  In  addition,  re- 
sources devoted  to  research  and  evaluation  efforts  are  also 
needed.  Research  is  needed  in  many  areas,  including  fur- 
ther assessing  the  nature  and  extent  of  this  problem,  eval- 


uating the  effectiveness  of  existing  programs,  and  devel- 
oping novel  approaches  for  reaching  and  serving  affected 
children  and  their  parents.  As  a final  indication  of  the  ur- 
gency of  the  problem,  births  to  cocaine-using  women  in 
New  York  City  have  more  than  doubled  since  this  paper 
was  written. 
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Changing  concepts  of  the  pathogenesis  of  diabetic 

nephropathy 
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The  diagnosis  of  diabetes  mellitus  is  often  made  during 
childhood  or  adolescence  by  the  pediatrician.  However, 
this  physician  rarely  continues  to  see  the  patient  until  an 
age  when  the  long  term  complications  of  this  disease  be- 
come clinically  manifest.  On  the  other  hand,  internists 
frequently  become  involved  with  the  patient  after  compli- 
cations have  started  to  appear,  and  when  it  may  be  too  late 
to  institute  preventive  measures.  By  these  standards,  dia- 
betic nephropathy  can  be  considered  an  “orphan”  disease. 
It  is  a complication  that  affects  almost  half  of  the  diabetic 
patients  in  their  adult  years,  inflicting  significant  morbid- 
ity and  mortality.  Recent  results  of  clinical  studies  and 
studies  in  animals  suggest  that  early  identification  of 
those  diabetic  individuals  who  will  go  on  to  develop  the 
renal  complications  of  the  disease  may  be  quite  useful.  By 
institution  of  early  preventive  treatment  in  these  patients, 
the  pediatrician  may  then  be  able  to  play  a role  in  reduc- 
ing the  incidence  of  diabetic  nephropathy. 

The  annual  incidence  of  insulin  dependent  diabetes 
mellitus  (IDDM),  or  type  I diabetes,  is  16  cases  per 
100,000  population.'  Of  these  new  cases,  it  is  estimated 
that  30%  to  50%  will  go  on  to  develop  nephropathic 
changes  leading  to  end  stage  renal  disease  (ESRD).^  At 
present,  it  is  unclear  why  a significant  number  of  patients 
with  diabetes  do  not  develop  renal  disease,  and  why  others 
go  on  to  develop  severe  renal  and  nonrenal  complications.^ 
Diabetic  nephropathy  now  accounts  for  25%  of  all  new 
cases  of  end  stage  renal  disease  in  adults,''  with  an  estimat- 
ed medical  cost  for  treatment  of  more  than  $1  billion  an- 
nually. 

These  disturbing  facts,  and  the  severe  morbidity  that 
these  complications  inflict  on  patients,  are  compelling  rea- 
sons why  we  need  to  understand  better  the  pathophysio- 
logic process  that  leads  to  nephropathy,  and  other  serious 
complications  of  insulin  dependent  diabetes  mellitus. 
Likewise,  we  need  to  explore  methods  to  retard  or  inter- 
rupt the  progress  of  these  complications.  In  this  article,  we 
review  the  clinical  course  of  diabetic  nephropathy,  as  well 
as  the  present  understanding  of  the  pathophysiologic 
events  that  result  in  renal  complications.  Results  of  ani- 
mal studies  and  findings  from  recent  clinical  trials  will 
help  demonstrate  the  types  of  interventions  that  are  now 
being  explored. 
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Causes  of  Complications  of  IDDM 

There  are  three  major  complications  of  insulin  depen- 
dent diabetes  mellitus:  nephropathy,  neuropathy,  and  ret- 
inopathy. It  is  tempting  to  try  to  cite  a single  cause  for  all 
three.  Three  mechanisms  have  been  proposed  to  explain 
these  complications;  non-enzymatic  glycosylation  of  pro- 
teins; alterations  in  sorbitol  and  myo-inositol  metabolic 
pathways;  and  changes  in  microvascular  hemodynamics. 

The  first  of  these  mechanisms  is  responsible  for  the  pro- 
duction of  hemoglobin  AiC  (glycosylated  hemoglobin).^ 
In  addition,  non-enzymatic  glycosylation  modifies  other 
proteins  and  affects  their  functioning.  Non-enzymatic 
glycosylation  may  be  an  important  factor  in  several  of  the 
complications,  including  renal  disease,  and  will  be  dis- 
cussed in  more  detail  later  in  this  article.  The  second 
mechanism  results  in  modification  of  the  function  of  the 
enzyme  Na-K  ATPase,  which  is  important  in  energy  me- 
tabolism.^ This  pathway  may  be  especially  important  in 
the  neuropathy  of  diabetes.  The  third  mechanism  has 
been  proposed  to  be  the  primary  disturbance  in  diabetic 
nephropathy  and  will  be  discussed  in  detail  below.  ■'  At  the 
present  time,  we  do  not  know  how  much  each  of  these 
mechanisms  contributes  to  long  term  complications. 

Clinical  Course  of  Diabetic  Nephropathy 

The  clinical  course  of  diabetic  nephropathy  has  gener- 
ally been  divided  into  a preclinical  phase  and  an  overt  clin- 
ical phase.  This  division  is  clearly  demarcated  by  the  onset 
of  significant  albuminuria  (Fig  1).  However,  better  diag- 
nostic tools  have  resulted  in  identification  of  an  intermedi- 
ate phase  of  the  disease.  This  latter  phase  is  referred  to  as 
incipient  diabetic  nephropathy,  the  hallmark  of  which  is 
microalbuminuria.* 

The  preclinical  phase  of  the  disease  is  best  character- 
ized by  renal  hypertrophy  and  hyperfiltration.*  Evidence 
from  radiographic  studies  has  shown  that  the  kidneys  are 
enlarged^  but  can  revert  to  normal  size  with  proper  insulin 
therapy  and  glycemic  control.  Light  microscopy  of  renal 
biopsy  material  has  shown  that  gross  enlargement  of  the 
affected  kidney  is  a reflection  of  enlargement  of  the  glo- 
meruli. 

Functionally,  in  the  early  phases  of  diabetes,  the  glo- 
merular filtration  rate  (GFR)  frequently  is  significantly 
elevated  above  that  of  nondiabetic  controls  (140  mL/min 
vs  1 1 1 mL/min).  Renal  plasma  flow  is  also  elevated,  but 
to  a lesser  degree."-'^  This  increase  in  renal  function  also 
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FIGURE  1 . The  clinical  course  of  patients  in  whom  diabetic  nephropathy 
deveiops.  During  the  preclinical  stage,  renai  function  is  usuaiiy  normai  in 
patients  under  good  controi  (G),  but  giomeruiar  filtration  rate  is  increased 
and  microalbuminuria  is  present  when  controi  of  blood  sugar  is  poor  (P). 


returns  toward  normal  with  adequate  control  of  the  dis- 
ease. However,  not  all  patients  have  normal  glomerular 
filtration  rates  after  restoration  of  a normal  blood  sugar 
level.  Instead,  hyperfiltration  continues  throughout  the 
preclinical  phase  of  diabetic  nephropathy.'^  This  latter 
group  of  patients  with  persistently  elevated  GFR  may,  in 
fact,  represent  an  important  subgroup  of  patients  who  are 
likely  to  go  on  to  have  progressive  renal  complications.'"' 
Systemic  blood  pressure  is  generally  normal  during  this 
early  stage. 

Studies  have  also  shown  that,  in  patients  with  diabetes 
of  relatively  short  duration,  exercise  provokes  an  increase 
in  urinary  albumin  excretion  (UAE)  above  that  of  nondia- 
betic patients.'^  This  finding  again  suggests  that  even  in 
the  early  phase  of  diabetes,  there  are  significant  function- 
al abnormalities. 

There  is  a transition  period  between  the  preclinical 
phase,  in  which  there  is  normal  urinary  albumin  excretion, 
and  the  overt  clinical  phase,  in  which  there  is  significant 
albuminuria.  This  period  has  been  labeled  incipient  dia- 
betic nephropathy  (Fig  1),  suggesting  that  the  nephropa- 
thy is  reversible  at  this  time.  This  phase  is  characterized 
by  small  but  persistent  elevations  in  urinary  albumin  ex- 
cretion, termed  microalbuminuria.  Microalbuminuria 
represents  the  excretion  of  from  30  to  300  /ug/min  (40  to 
430  mg/24  h)  of  albumin.  Detection  of  the  small  concen- 
trations of  albumin  in  the  urine  at  these  low  excretion 
rates  has  been  made  possible  by  new  techniques  for  mea- 
suring albumin  in  urine,  including  a sensitive  radioimmu- 
noassay. It  is  important  to  note  that  microalbuminuria 
may  be  present  intermittently  during  the  preclinical 
phase,  when  a patient’s  diabetes  is  not  in  good  control  (Fig 
1).  As  with  renal  hypertrophy  and  an  elevated  glomerular 
filtration  rate,  in  many  patients  microalbuminuria  can  be 
reduced  at  this  time  by  lowering  and  stabilizing  the  blood 
glucose  concentration. 

During  the  phase  of  incipient  nephropathy,  other  causes 
of  increased  protein  excretion  must  be  considered.  These 
include  poor  glycemic  control  or  exercise-induced  mi- 
croalbuminuria, as  well  as  nondiabetic  renal  or  systemic 


disease.'^  Also  in  this  stage,  blood  pressure  is  elevated  in 
many  patients.  Blood  pressure  continues  to  increase  in  di- 
abetics who  progress  to  the  stage  of  overt  clinical  nephrop- 
athy. In  contrast,  other  diabetics  have  stable  blood  pres- 
sure, although  the  pressure  is  elevated  compared  to 
normal  controls.'^ 

It  appears  that  incipient  diabetic  nephropathy  begins 
five  to  seven  years  after  onset  of  the  diabetes  and  persists 
for  five  to  ten  years.*  This  intermediate  phase  may  be  par- 
ticularly important  in  identifying  those  patients  who  will 
progress  to  the  advanced  stages  of  the  disease.  It  is  unclear 
whether  persistent  microalbuminuria  represents  the  onset 
of  progressive  renal  disease,  rather  than  acting  as  a mark- 
er for  predicting  the  occurrence  of  future  disease.  If  mi- 
croalbuminuria truly  represents  an  incipient  phase  of  the 
disease,  it  should  be  reversible.  Presently,  research  is  fo- 
cusing on  this  phase  of  the  disease,  in  an  attempt  to  estab- 
lish it  as  a prognostic  marker  for  future  renal  complica- 
tions. 

The  final  stage  of  overt  diabetic  nephropathy  is  marked 
by  evidence  of  clinical  proteinuria  (with  loss  of  albumin  of 
more  than  500  mg/24  h).  Patients  may  then  develop  the 
florid  nephrotic  syndrome  (Fig  1).'^  This  stage  rarely  oc- 
curs within  the  first  ten  years  of  diabetes  and  most  com- 
monly occurs  after  1 5 to  20  years  of  disease. ' * For  patients 
who  survive  30  years  of  diabetes  without  clinical  protein- 
uria, there  is  little  chance  that  renal  complications  will 
develop. 

For  patients  who  have  abnormal  renal  function  and  who 
often  have  overt  hypertension,  progression  to  end  stage 
renal  disease  is  the  inevitable  course  once  clinical  protein- 
uria begins.  The  glomerular  filtration  rate  begins  to  de- 
cline at  a rate  ranging  from  7 to  30  mL/min/year.  A cor- 
relation between  mean  blood  pressure  and  the  rate  of 
decline  in  GFR  has  been  found.  In  patients  with  hyperten- 
sion, renal  failure  develops  sooner  after  the  onset  of  pro- 
teinuria than  in  patients  without  hypertension.  The  preva- 
lence of  hypertension  also  appears  to  rise  progressively 
with  advancing  stages  of  nephropathy.  In  one  study  of  200 
patients  with  elevated  serum  creatinine  (greater  than  1.5 
mg/dL),  92%  had  concomitant  systolic  blood  pressures 
greater  than  160  mm  Hg.'^ 

Effective  treatment  of  hypertension  can  retard  the  rate 
of  progression  to  end  stage  renal  disease.  Long  term  anti- 
hypertensive treatment  reduces  albuminuria  and  slows 
the  declining  GFR  by  nearly  60%.^°  Thus,  the  relationship 
of  diabetic  nephropathy  to  arterial  blood  pressure  appears 
to  be  complex:  nephropathy  leads  to  elevated  blood  pres- 
sure and  hypertension  exacerbates  the  renal  failure. 

Pathogenesis  of  Glomerular  Lesions 
IN  Diabetic  Nephropathy 

Despite  extensive  research  on  the  pathogenesis  of  glo- 
merular injury  in  diabetes,  the  exact  mechanism  of  the 
disease  remains  obscure.  Many  researchers  have  exam- 
ined the  abnormal  conditions  of  the  diabetic  milieu  that 
might  lead  to  renal  complications.  Much  controversy  has 
surrounded  the  issue  concerning  the  usefulness  of  “tight 
glycemic  control”  for  diabetes.  At  present,  the  accumu- 
lated evidence  suggests  that  in  diabetic  patients  who  are 
euglycemic,  or  who  have  near  normal  blood  glucose  levels, 
renal  disease  develops  less  often. This  evidence  forms  the 
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basis  for  the  present  goal  of  clinical  management  of  diabe- 
tes, namely,  euglycemic  control. 

Until  recently,  there  has  been  no  adequate  method  for 
consistent,  frequent,  and  accurate  monitoring  of  blood 
glucose.  Recent  innovations  include  the  introduction  and 
routine  use  of  glycosylated  hemoglobin  (Hgb  AiC)  and 
home  blood  glucose  monitoring.  With  these  advances,  it  is 
now  possible  to  undertake  studies  to  determine  the  impor- 
tance of  strict  metabolic  control  of  glucose,  and  its  rela- 
tionship to  the  development  of  renal  disease  and  other 
complications. 

As  already  discussed,  the  hyperglycemic  state  in  diabe- 
tes provides  a biochemically  abnormal  environment  that 
may  play  a role  in  the  pathogenesis  of  renal  disease.  One 
of  the  most  discussed  biochemical  reactions  in  diabetes  is 
non-enzymatic  glycosylation.  In  this  reaction,  glucose 
combines  with  a variety  of  structural  and  circulating  pro- 
teins to  an  extent  that  depends  directly  on  the  blood  sugar 
concentration.^-^'  Measurement  of  glycosylated  hemoglo- 
bin is  based  on  this  phenomenon  in  red  blood  cells.  It  is  not 
surprising  that  the  glomerular  basement  membrane 
(GBM)  is  also  subject  to  glycosylation.  Whether  or  not 
the  glycosylation  of  glomerular  basement  membrane  pro- 
teins translates  into  structural  alterations  is  speculative  at 
this  time.  However,  glycosylation  of  either  circulating 
proteins  or  glomerular  constituents  may  have  a direct  ef- 
fect on  the  filtering  properties  of  the  glomerulus.  Alter- 
ations in  the  charge  of  glomerular  basement  membrane 
proteins  by  glycosylation  may  interfere  with  the  charge 
selectivity  of  the  glomerular  filtering  apparatus.  This  de- 
fect may  cause  increased  permeability  of  the  membrane  to 
albumin.'^ 

Recently,  abnormal  changes  in  glomerular  microvascu- 
lar  hemodynamics  have  been  considered  as  part  of  the 
central  pathogenic  mechanism  in  the  development  of  re- 
nal injury  in  diabetes. As  already  discussed,  studies  have 
shown  that  many  young  diabetics  have  supranormal  glo- 
merular filtration  rates.’-"  It  is  now  proposed  that  this 
state  of  hyperfiltration  leads  to  intraglomerular  hyperten- 
sion and  increased  glomerular  blood  flow.  These  changes 
may  in  turn  cause  permanent  glomerular  injury  and  renal 
failure.’^ 

Renal  ultrafiltration  is  determined  by  a number  of  fac- 
tors. Understanding  these  factors  will  help  delineate  the  ba- 
sis for  the  proposal  that  intrarenal  perfusion  pressure  is  the 
mechanism  leading  to  diabetic  nephropathy.  There  are  sev- 
eral forces  involved  in  the  regulation  of  single  nephron  glo- 
merular filtration  rate  (SNFGR)  (Fig  2):  the  pressure  gra- 
dient between  the  glomerular  capillary  bed  and  Bowman’s 
space — the  transcapillary  hydrostatic  pressure  (P),  which 
favors  filtration;  the  difference  between  plasma  oncotic 
pressure  and  the  oncotic  pressure  in  the  glomerular  filtrate 
(f),  which  opposes  glomerular  filtration;  the  total  capillary 
surface  area  of  the  glomerulus  that  is  available  for  filtra- 
tion (S);  and  the  effective  hydraulic  permeability  of  the 
glomerular  capillary  (k).  The  product  of  S and  f is  called 
the  ultrafiltration  coefficient  (Kf),  while  the  difference  be- 
tween the  transcapillary  hydrostatic  and  oncotic  pressure  is 
the  net  ultrafiltration  pressure  (Puf). 

The  final  factor  important  in  the  regulation  of  the  glo- 
merular filtration  is  glomerular  plasma  flow  rate  (Qa)-  In 
some  experimental  models,  variation  in  the  rate  of  flow  of 


SNGFR  = k-S-(AP-ATT)  = KfPu, 


SNGFR  = Single  Nephron  Glomerular  Filtration  Rate 
k = Effective  Hydraulic  Conductivity 
S = Glomerular  Capillary  Surface  Area 
AP  = Transglomerular  Capillary  Hydrostatic  Pressure 

Att  = Transglomerular  Capillary  Oncotic  Pressure 

FIGURE  2.  Diagram  showing  the  relationship  between  single  nephron 
glomerular  filtration  rate  and  intrarenal  pressure  (for  explanation,  see 
text). 

plasma  through  the  glomerular  capillary  bed  will  have  a 
proportional  effect  on  the  rate  of  glomerular  filtration.^'' 

Finally,  it  should  be  noted  that  the  renal  glomerulus  is 
unique,  in  that  there  is  a precapillary  resistance  both  prox- 
imal to  the  glomerular  capillaries  (the  afferent  glomerular 
arteriole)  and  distal  to  the  glomerular  capillaries  (the  ef- 
ferent glomerular  arteriole)  (Fig  3).  The  pressure  and  the 
rate  of  flow  through  the  glomerular  capillary  bed  depends 
on  the  relative  relationship  between  these  two  resistances. 
Dilation  of  the  afferent  arteriole  will  result  in  increased 
renal  blood  flow  and  increased  intraglomerular  pressure. 
On  the  other  hand,  dilation  of  the  efferent  glomerular  ar- 
teriole will  also  result  in  an  increase  in  blood  flow  rate,  but 
will  lead  to  a decrease  in  the  pressure  in  the  glomerular 
capillaries. 

It  has  been  proposed  that  changes  in  the  rate  of  glomer- 
ular perfusion  and  in  the  intraglomerular  blood  pressure 
may  be  responsible  for  decreases  in  renal  function  seen  in 
a number  of  forms  of  experimental  and  human  kidney  dis- 
ease that  lead  to  renal  failure,  including  diabetes.  For  ex- 
ample, removal  of  one  kidney  of  a rat  and  the  segmental 
infarction  of  five  sixths  of  the  remaining  kidney  results  in 
a doubling  of  the  glomerular  filtration  rate  of  the  remain- 
ing nephrons  within  a week  when  compared  to  that  of  con- 
trol animals.’^  In  addition,  the  plasma  flow  through  the 
remaining  glomeruli  and  the  pressure  within  these  glo- 
meruli were  increased  in  the  nephrectomized  animals.’-’^ 
The  remaining  nephrons  gradually  lost  function,  and  the 
experimental  animals  eventually  died  of  renal  failure. 

In  another  experiment,  an  attempt  was  made  to  modify 
the  course  of  renal  failure  in  animals  that  were  five-sixths 
nephrectomized  by  changing  the  protein  content  in  their 
diet.  Reduction  of  dietary  protein  results  in  a decrease  in 
glomerular  filtration  rate,  while  increasing  protein  intake 
leads  to  an  elevated  filtration  rate.  In  this  study,  a group  of 
animals  again  underwent  a five-sixths  reduction  in  renal 


FIGURE  3.  Schema  depicting  the  arrangement  of  the  glomerular  capil- 
lary bed  and  showing  the  placement  of  the  afferent  and  efferent  resis- 
tances. 
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mass.  Some  of  the  animals  were  placed  on  a low  protein 
diet  (6%).  Animals  on  this  diet  had  a glomerular  filtration 
rate  in  the  remaining  nephrons  that  was  significantly  low- 
er than  that  of  animals  on  a standard  diet.  The  reduced 
rate  of  glomerular  filtration  in  the  animals  on  the  low  pro- 
tein diet  was  the  result  of  a lack  of  increase  in  the  plasma 
flow  to  the  remaining  glomeruli  as  well  as  a reduction  in 
the  intraglomerular  pressure. With  the  near  normal 
GFR,  there  was  less  long  term  structural  damage  in  the 
remaining  glomeruli  and  reduced  mortality  among  the  an- 
imals. 

Other  studies  using  a similar  animal  model  have  dem- 
onstrated that  inhibitors  of  angiotensin  I converting  en- 
zyme affect  renal  function  in  a similar  manner  as  reducing 
protein  intake. Thus,  treatment  of  the  partially  nephrec- 
tomized  rat  with  the  angiotensin  I converting  enzyme  in- 
hibitor, enalapril,  causes  the  increased  GFR  to  return  to- 
ward normal;  renal  function  is  then  maintained  in  a man- 
ner similar  to  that  seen  when  the  animals  are  placed  on  a 
low  protein  diet. 

The  rationale  for  the  use  of  angiotensin  converting  en- 
zyme inhibitors  in  this  situation  is  based  on  the  action  of 
the  renin-angiotensin  system  on  the  glomerular  arter- 
ioles.^^ Angiotensin  II  appears  to  act  by  preferentially 
constricting  the  efferent  glomerular  arterioles  (Fig  3, 
R2).  The  renin-angiotensin  system  can  be  blocked  using 
drugs  that  inhibit  the  conversion  of  angiotensin  I to  angio- 
tensin II;  these  drugs,  such  as  enalapril  and  captopril,  are 
angiotensin  converting  enzyme  (ACE)  inhibitors.  Based 
on  the  action  of  angiotensin  on  the  renal  arterioles,  inhibi- 
tion of  ACE  should  lead  to  dilation  of  the  efferent  glomer- 
ular arteriole,  produce  a decrease  in  intraglomerular  pres- 
sure, and  reduce  the  GFR. 

In  order  to  understand  the  factors  responsible  for  the 
hyperfiltration  in  diabetics,  and  to  determine  the  impor- 
tance of  this  finding  in  the  pathogenesis  of  diabetic  ne- 
phropathy, animal  models  using  diabetic  rats  have  been 
employed.  Rats  are  made  chemically  diabetic  with  strep- 
tozocin,^  and  the  single  nephron  glomerular  filtration  rate 
is  determined.  Diabetic  animals  have  some  renal  patho- 
logic changes  similar,  but  not  identical,  to  those  occurring 
in  human  diabetic  nephropathy.  If  left  alone,  these  ani- 
mals will  develop  proteinuria  and  progressive  renal  failure 
and  will  die. 

Diabetic  rats  have  a number  of  functional  renal 
changes,  including  an  elevated  single  nephron  glomerular 
filtration  rate,  which  is  secondary  to  both  an  increase  in 
glomerular  perfusion  rate  and  increased  transcapillary 
hydrostatic  pressure.  These  renal  abnormalities  are  simi- 
lar to  those  seen  in  the  five-sixths  nephrectomized  ani- 
mals. 

Two  approaches  have  been  taken  to  modify  the  changes 
in  intrarenal  hemodynamics  in  diabetic  animals.  In  one 
study,  animals  were  placed  on  reduced  dietary  protein  in- 
take,’* while  in  another  study  animals  were  placed  on  the 
angiotensin  I converting  enzyme  inhibitor,  enalapril. 
Both  treatments  led  to  reversals  in  the  physiologic  abnor- 
malities caused  by  diabetes.  These  changes  were  again 
correlated  with  decreases  in  glomerular  plasma  flow  and 
intraglomerular  pressure. 

An  interesting  clinical  counterpart  has  been  reported  in 
a patient  with  diabetes  and  unilateral  renal  artery  stenosis 


and  hypertension.  The  pathognomonic  lesions  of  Kimel- 
steil-Wilson  disease  were  visible  in  the  unprotected  kid- 
ney, whereas  the  stenotic  renal  artery  protected  the  other 
kidney  from  the  high  blood  pressure  and  prevented  the 
development  of  these  same  lesions. This  observation  sup- 
ports the  concept  that  intraglomerular  hypertension  is  the 
primary  pathogenic  mechanism  in  the  nephropathy. 

The  exact  underlying  mechanism  of  renal  injury  is  still 
obscure.  However,  experimental  and  clinical  observations 
give  strong  support  to  alterations  in  renal  hemodynamics 
as  being  a promoter  of  the  renal  complications  of  diabetes. 
Persistently  elevated  intraglomerular  pressures  and  hy- 
perfiltration, as  seen  in  the  hyperglycemic  state,  appear  to 
damage  the  functional  and  morphologic  integrity  of  the 
glomerulus.  It  has  been  suggested  that  once  even  a small 
number  of  glomeruli  become  sclerosed,  the  remaining,  un- 
affected glomeruli  respond  with  compensatory  hyperfil- 
tration. This  leads  to  further  glomerular  sclerosis,  which 
sets  up  a destructive  feedback  loop  and  results  in  progres- 
sive renal  damage.^  What  is  the  critical  mass  of  function- 
ing nephrons  below  which  hemodynamically  mediated  in- 
jury is  inevitable  remains  an  unanswered  question. 

Conclusions  and  Speculation: 
Implications  for  the  Future 

The  mechanisms  involved  in  the  complications  associat- 
ed with  insulin  dependent  diabetes  mellitus  are  complex. 
A basic  summary  of  the  current  understanding  of  the 
pathogenesis  of  diabetic  nephropathy  and  other  forms  of 
renal  disease  is  shown  in  Figure  4.  Renal  disease,  which 
reduces  the  number  of  functioning  nephrons,  and  diabetes 
mellitus  both  lead  to  increased  blood  flow  through  glo- 
meruli and  to  increased  pressure  within  glomeruli.  These 
changes  in  flow  and  pressure  lead  to  an  increase  in  the 
glomerular  filtration  rate.  The  outcome  of  this  high  rate  of 
filtration  is  a change  in  the  structure  of  the  glomerulus, 
which  produces  sclerosis  and  further  reduction  in  the 
numbers  of  functioning  units. 

In  the  last  few  years,  we  have  learned  that  diabetic  ne- 
phropathy, as  well  as  other  forms  of  progressive  renal  dis- 
ease, takes  place  on  a background  of  changes  in  renal  he- 
modynamics. Studies  primarily  in  animal  models  suggest 
that  the  changes  can  be  modified  and  the  progression  of 
the  renal  failure  ameliorated.  Studies  such  as  the  Diabetes 
Control  and  Complications  Trial  are  presently  underway 


Reduced  Nephron  Number 
or  Diabetes  Mellitus 


Increased 


Glomerular  Blood  Flow  Intraglomerular  Pressure 


Increased  Glomerular  Filtration 

I 

Glomerular  Sclerosis 

I 

Further  Reduction 
of  Nephron  Number 

FIGURE  4.  Outline  of  the  proposed  steps  in  the  pathogenesis  of  diabetic 
nephropathy. 
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to  assess  whether  improved  control  of  the  disease  can  lead 
to  reduced  complications. 

Based  on  our  present  knowledge,  we  can  only  speculate 
on  future  methods  for  modifying  the  course  of  diabetic 
nephropathy.  There  may  come  a time  when  we  have  evi- 
dence that  drugs  such  as  ACE  inhibitors  or  modification 
of  the  protein  content  of  the  diet  improve  the  outcome  in 
diabetic  humans.  That  information  is  not  yet  at  hand. 

At  the  present  time,  it  seems  reasonable  to  attempt  to 
keep  diabetic  patients  under  good  control.  Even  in  this  re- 
gard, the  definition  of  “good  control”  needs  to  be  ad- 
dressed. However,  being  sure  that  patients  are  educated 
about  their  disease,  take  their  insulin  regularly,  have  nor- 
mal serum  lipid  levels  and  blood  pressure,  and  maintain  a 
good  activity  schedule  will  all  potentially  improve  the  long 
term  outcome. 
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THE  CPC 


Churg-Strauss  syndrome 


Case  Presentation 

A 68-year-old  man  was  admitted  to  the  Medical  Ser- 
vice of  the  Manhattan  Veterans  Administration  Medical 
Center  with  a one-year  history  of  weight  loss,  blood- 
streaked  nasal  discharge,  and  blood-streaked  sputum. 
Two  years  prior  to  admission,  the  patient  began  to  experi- 
ence chest  pain  and  shortness  of  breath;  medical  evalua- 
tion at  that  time  revealed  coronary  artery  disease,  and  he 
underwent  a three-vessel  coronary  artery  bypass  opera- 
tion. 

One  year  prior  to  admission,  he  was  found  to  have  hy- 
perparathyroidism and  underwent  parathyroidectomy.  At 
that  time,  the  patient  also  began  to  complain  of  difficulty 
in  breathing;  nasal  polyps  were  diagnosed  and  removed 
surgically.  Pulmonary  function  tests  indicated  mild  ob- 
structive disease,  which  was  treated  with  anhydrous  the- 
ophylline sustained  action  tablets  and  metaproterenol  sul- 
fate. Following  the  polypectomy,  the  patient  noted 
intermittent  bloody  mucous  discharge  from  his  nose  and 
mouth,  which  was  treated  with  tablets  and  local  sprays. 
Five  months  prior  to  admission,  the  patient  moved  to  Isra- 
el and  at  that  time  noted  the  onset  of  night  sweats  and 
weight  loss;  the  nasal  discharge  continued  and  a local  phy- 
sician noted  the  presence  of  a nasal  ulcer.  One  month  prior 
to  admission,  the  patient  experienced  intermittent  frontal 
headaches  and  marked  fatigue;  diarrhea  occurred  on  two 
occasions  but  without  subsequent  recurrence.  He  returned 
to  the  United  States  for  further  medical  evaluation.  The 
patient  denied  arthralgias,  myalgias,  chest  pain,  and  ab- 
dominal pain. 

The  patient’s  medical  history  included  peptic  ulcer  dis- 
ease 1 2 years  prior  to  admission,  at  which  time  he  received 
seven  units  of  packed  red  blood  cells.  He  had  had  hyper- 
tension and  mild  diabetes  mellitus  controlled  by  diet.  The 
patient  had  suffered  a skin  rash  while  taking  sulfon- 
amides. In  addition  to  those  medications  mentioned,  he 
was  taking  beta  blockers.  A review  of  all  systems  was  oth- 
erwise negative. 

The  patient  was  a retired  newspaper  writer;  he  denied 
cigarette  smoking  and  alcohol  abuse.  His  father  had  died 
of  a myocardial  infarction  and  his  mother  of  leukemia. 
Two  brothers  had  emphysema. 

Physical  examination  disclosed  a well-developed  man  in 
no  acute  distress.  His  blood  pressure  was  120/98  mm  Hg; 
pulse  rate,  88/min;  respiratory  rate,  16/min;  and  tem- 
perature, 99°  F.  The  head,  eyes,  ears,  nose,  and  throat 
were  normal,  except  for  edematous  nasal  mucosa  with 


Based  on  a clinicopathologic  conference  held  at  New  York  Infirmary-Beekman 
Downtown  Hospital,  New  York,  NY.  on  April  1 I,  1989. 

Editor.  JOHN  T FLYNN.  MD 

Address  correspondence  to  Dr  Flynn,  Consulting  Editor,  New  York  Stale  Jour- 
nal of  Medicine,  PO  Box  5404.  420  Lakeville  Rd,  Lake  Success,  NY  1 1042. 


bloody  crusted  nasal  discharge.  The  neck  was  supple;  a 
well-healed  parathyroidectomy  scar  was  present;  there 
was  no  increase  in  jugular  venous  pressure  and  no  arterial 
bruits  were  audible.  The  anteroposterior  diameter  of  the 
chest  was  increased;  the  breath  sounds  were  diminished  at 
the  lung  bases.  The  heart  sounds  were  normal;  a grade  II/ 
VI  early  systolic  murmur  was  audible  along  the  left  ster- 
nal border.  The  abdomen  was  obese  with  normal  bowel 
sounds;  the  liver  and  spleen  were  not  palpable.  There  was 
no  spinal  or  costovertebral  angle  tenderness.  The  rectal 
examination  was  negative;  the  prostate  was  normal  to  pal- 
pation; the  stool  Guaiac  test  for  blood  was  negative.  The 
extremities  showed  slightly  tender  subcutaneous  nodules 
on  several  fingertips  and  hemorrhagic  crusted  nodules  on 
the  soles  of  the  feet.  There  was  no  clubbing,  cyanosis,  or 
edema. 

The  neurologic  examination  revealed  good  orientation; 
cranial  nerve  function  and  sensory  functions  were  intact. 
Motor  strength  was  well  preserved  in  all  extremities,  ex- 
cept for  slight  weakness  (4/5)  in  the  right  arm. 

Urinalysis  demonstrated  amber  urine  with  pH  6.0,  spe- 
cific gravity  1.020,  3+  protein,  and  a trace  of  blood.  The 
microscopic  examination  showed  6-10  white  blood  cells 
and  6-10  red  blood  cells  per  high  power  field,  and  moder- 
ate amounts  of  bacteria.  The  hematocrit  was  34%;  mean 
corpuscular  volume,  82  femtoliters;  white  blood  cell 
count,  24,600/mL,  with  13%  mature  polymorphonuclear 
leukocytes,  15%  immature  forms,  70%  eosinophils,  and 
2%  basophils.  The  platelet  count  was  479,000/^L;  the 
prothrombin  time  and  partial  thromboplastin  time  were  at 
control  levels.  Serum  electrolyte  levels  were  as  follows:  so- 
dium, 139  mmol/L;  chloride,  106  mmol/L;  potassium, 
4.4  mmol/L;  bicarbonate,  23.5  mmol/L;  and  serum  calci- 
um, 9.2  mg/dL.  The  blood  urea  nitrogen  was  15  mg/dL; 
serum  creatinine,  1.1  mg/dL;  blood  glucose,  174  mg/dL; 
serum  lactate  dehydrogenase  (LDH),  195  U/L;  alkaline 
phosphatase,  101  U/L;  serum  albumin,  3.6  g/dL;  serum 
globulin,  2.7  g/dL;  direct  bilirubin,  0.5  mg/dL;  and  se- 
rum amylase,  62  U/L.  The  arterial  blood  gas  determina- 
tions indicated  a pH  of  7.47;  PCO2,  33  mm  Hg;  P02,  60 
mm  Hg;  and  O2  saturation,  93%.  The  serum  iron  level  was 
42  Mg/dL  (normal  range,  60-150  Mg/dL);  iron  binding 
capacity,  174  Mg/dL  (normal  range,  270-380  Mg/dL). 
The  serum  rheumatoid  factor  and  antinuclear  antibody 
titers  were  negative;  serum  tests  for  hepatitis  B surface 
antigen  and  surface  antibody  were  negative.  The  serum 
level  of  the  third  component  of  complement  (C3)  was  234 
mg/dL  (normal  range,  86-244  mg/dL). 

The  chest  radiograph  showed  sternal  surgical  clips,  bor- 
derline cardiac  enlargement,  a small  patchy  infiltrate  in 
the  left  lower  lobe,  and  a 2 X 2-cm  nodular  density  in 
proximity  to  the  pleura  in  the  left  upper  lobe.  The  electro- 
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cardiogram  showed  normal  sinus  rhythm,  Q waves  in 
leads  II,  III,  and  aVp,  and  generally  low  voltage. 

On  hospital  day  two,  the  patient’s  temperature  rose  to 
102°F;  blood  cultures  were  drawn.  Urinalysis  and  repeat 
chest  film  added  no  new  information.  On  hospital  day 
three,  the  dermatology  consultant  suggested  that  the  hand 
lesions  were  consistent  with  microemboli.  The  white  blood 
cell  count  was  23,000/AtL,  with  16%  mature  polymorpho- 
nuclear leukocytes,  7%  immature  forms,  12%  lympho- 
cytes, 64%  eosinophils,  and  1%  monocytes. 

On  hospital  day  four,  the  computed  tomographic  (CT) 
scan  of  the  paranasal  sinuses  revealed  thickened  mucosa 
in  the  maxillary,  sphenoid,  ethmoid,  and  frontal  sinuses, 
compatible  with  chronic  sinusitis;  there  was  no  expansion 
or  erosion  of  adjacent  bone. 

On  hospital  day  five,  a diagnostic  procedure  was  per- 
formed. 

Muthiah  Sukumaran,  MD  (Attending  Pulmonologist): 

To  summarize,  this  patient  had  obstructive  airway  disease 
not  related  to  smoking,  marked  eosinophilia,  pulmonary 
infiltrates  with  nodules,  and  multisystemic  involvement 
suggestive  of  vasculitis. 

The  patient’s  eosinophilia  can  be  classified  as  marked, 
that  is,  a total  eosinophil  count  of  over  10,000//LiL.'  The 
CT  scan  of  the  chest  disclosed  a patchy  infiltrate  in  the  left 
lower  lobe,  a nodule  in  the  left  lower  lobe  laterally  (Fig  1), 
a nodule  in  the  left  upper  lobe,  and  a third  nodule  in  the 
posterior  segment  of  the  right  lower  lobe.  None  of  these 
nodules  showed  cavitation  or  calcification. 

I would  like  to  review  the  various  diseases  and  condi- 
tions that  include  significant  degrees  of  eosinophilia  with 
pulmonary  infiltrations,  and  then  to  try  to  select  the  one 
that  most  closely  fits  the  clinical  facts  of  this  case. 

The  combination  of  eosinophilia  and  pulmonary  infil- 
trates is  called  the  PIE  syndrome  (pulmonary  infiltrates 
with  eosinophilia).  The  syndrome  has  several  identifiable 
as  well  as  idiopathic  causes,  which  I will  discuss.  First  I 
will  describe  the  identifiable  causes. 

Induction  by  drugs.  Nitrofurantoin  is  the  most  com- 
mon offender.  The  patient  under  discussion  developed  a 
rash  following  the  use  of  sulfonamides,  though  the  time  of 
this  event  was  not  stated,  and  the  presence  of  eosinophilia 
as  well  as  radiographic  evidence  of  pulmonary  infiltrates 


FIGURE  1.  Computed  tomographic  scan  of  chest  (representative  cut), 
showing  nodular  lesions  in  left  lower  lung  field. 


at  that  time  were  not  mentioned.  So  we  have  some  degree 
of  suspicion  that  his  more  recent  illness  may  have  been 
related  to  sulfonamides. 

Parasitic  causes.  The  patient  travelled  to  Israel, 
which  is  a locus  for  common  parasitic  infestations.  Infec- 
tion with  Ascaris  lumbricoides  can  produce  pulmonary 
manifestations  by  the  migration  of  larvae  through  the 
lungs,  giving  rise  to  an  allergic  response  with  eosinophilia, 
sometimes  as  high  as  70%  of  the  total  white  blood  cell 
count.  Patients  with  such  infections  commonly  present 
with  cough,  difficulty  in  breathing,  and  pulmonary  infil- 
trates. The  diagnosis  is  usually  made  on  examination  of 
the  stool. 

Infection  with  Strongyloides  stercoralis  causes  symp- 
toms following  migration  of  the  larval  stages  of  the  worm 
from  pulmonary  capillaries  into  the  alveolar  spaces.  The 
patient  experiences  dyspnea,  cough,  and  wheezing,  with 
significant  eosinophilia. 

Ankylostomiasis  very  rarely  produces  lung  manifesta- 
tions. 

Tropical  pulmonary  eosinophilia  is  a condition  seen  in 
asthmatics,  caused  by  the  nematode  worm  Wuchereria 
bancrofti.  The  patients  have  eosinophilia  and  pulmonary 
infiltrates,  with  dyspnea.  In  the  appropriate  setting,  the 
condition  should  be  considered  in  patients  who  have  asth- 
ma unresponsive  to  conventional  treatment. 

Pulmonary  larva  migrans  infection  includes  a tissue  mi- 
gration stage  of  the  larvae  of  Toxocara  canis,  a parasite  of 
dogs,  commonly  observed  in  children  who.  swallow  con- 
taminated soil.  Though  not  usually  a disease  of  adults,  it 
has  been  described  in  adults;  these  patients  do  not  have 
systemic  manifestations. 

Schistosomiasis  is  seen  in  the  United  States,  most  com- 
monly in  Puerto  Rico,  and  can  present  with  the  PIE  syn- 
drome. Symptoms  include  gastrointestinal  and  genitouri- 
nary manifestations,  and  pulmonary  hypertension  due  to 
obliterative  endarteritis.  The  eosinophil  count  is  usually 
not  high. 

Fungal  infections.  Bronchopulmonary  aspergillosis 
may  present  with  dyspnea,  cough,  wheezing,  and  pulmo- 
nary infiltrates,  usually  perihilar;  the  eosinophilia  is  usu- 
ally not  marked.  One  instance  of  bronchopulmonary  as- 
pergillosis was  reported  to  have  progressed  to  allergic 
angiitis  and  granulomatosis,  which  I will  discuss  a bit  lat- 
er.^ 

Occupational  causes.  Hairdressing  is  an  example  of 
an  occupation  at  risk.  (The  materials  used  in  that  line  of 
work  are  suspect.)  In  practice  we  see  patients  presenting 
with  dyspnea,  eosinophilia,  and  pulmonary  infiltrates  sim- 
ilar to  the  PIE  syndrome. 

Neoplastic  diseases.  Hodgkin’s  disease,  bronchogen- 
ic carcinoma,  and  lymphosarcoma  may  be  seen  in  connec- 
tion with  eosinophilia,  which,  however,  may  be  only  a co- 
incidental finding  and  not  caused  by  these  diseases.  But 
cases  of  bronchogenic  carcinoma  and  Hodgkin’s  disease 
with  the  PIE  syndrome  have  been  reported. 

There  are  a few  idiopathic  diseases  associated  with  eo- 
sinophilia and  pulmonary  infiltrates.  They  include  Lof- 
fler’s  syndrome,  for  example,  for  which  no  cause  can  be 
identified  in  one  third  of  cases. 

Chronic  eosinophilic  pneumonia  is  an  idiopathic  condi- 
tion seen  in  women.  It  has  a clinical  presentation  similar  to 
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that  of  Loffler’s  syndrome,  but  is  characterized  by  a very 
protracted  course,  systemic  symptoms  such  as  fever, 
weight  loss,  and  malaise;  and  pulmonary  symptoms  with 
hemoptysis  and  dyspnea.  Chest  films  typically  demon- 
strate bilateral  peripheral  infiltrates.  These  patients  do 
not  exhibit  involvement  of  other  organ  systems. 

The  hypereosinophilic  syndrome  is  also  known  as  eosin- 
ophilic leukemia,  Loffler’s  fibroplastic  endocarditis,  and 
disseminated  eosinophilic  collagen  disease.  Some  50  cases 
of  this  condition  reported  by  Fauci  et  aP  in  1982  met  three 
criteria:  persistent  eosinophilia,  up  to  90%  of  the  white 
blood  cell  count  at  times,  for  a period  of  at  least  six  months 
or  more;  lack  of  evidence  of  parasitic  or  allergic  or  other 
known  causes  of  eosinophilia;  and  signs  and  symptoms  of 
organ  system  involvement.  Presenting  manifestations  in 
the  hypereosinophilic  syndromes  may  include  fatigue, 
dyspnea,  fever,  and  rhinitis.  Skin  manifestations  were 
seen  in  about  56%  of  these  patients,  varying  from  rashes 
and  angioedema  to  embolic  manifestations  most  probably 
arising  from  the  heart. 

The  cardiac  manifestations  are  the  major  source  of 
morbidity  and  mortality.  The  patient  is  always  at  risk  of 
developing  a thrombus  over  an  area  of  endocardial  fibro- 
sis. Mitral  insufficiency  and  progressive  pump  failure 
have  been  noted  in  patients  with  these  conditions.  Infre- 
quently, bacterial  endocarditis  may  develop. 

The  pulmonary  manifestations  are  usually  mild,  again 
presenting  as  a PIE  syndrome.  The  gastrointestinal  mani- 
festations are  hepatosplenomegaly,  abdominal  cramps, 
and  diarrhea.  Neurologic  manifestations  are  seen  in  64% 
of  these  patients,  presenting  as  a peripheral  neuropathy, 
or  with  focal  deficits,  and  sometimes  as  a mononeuritis 
multiplex.  The  patient  presented  here  also  had  manifesta- 
tions of  altered  behavior.  Hematologic  manifestations  in- 
clude anemia,  eosinophilia,  thrombi  in  the  lower  extrem- 
ities, and  increased  serum  levels  of  vitamin  B12. 

Sinusitis  is  very  rare  in  patients  with  the  hypereosino- 
philic syndrome,  and  renal  involvement  is  almost  un- 
known. Urinalysis  is  usually  normal. 

Though  the  diagnosis  of  hypereosinophilic  syndrome 
needs  to  be  considered  here,  I am  not  convinced  that  this 
patient  had  such  a condition.  His  clinical  manifestations, 
with  the  PIE  syndrome  and  multiple  organ  system  in- 
volvement, suggest  some  type  of  vasculitis.  It  would  be 
helpful  to  review  some  of  the  syndromes  that  include  such 
a combination. 

The  first  of  these  is  Wegener’s  granulomatosis,  either  a 
limited  form  or  a complete  form.  My  first  review  of  the 
protocol  immediately  suggested  the  possibility  of  Wegen- 
er’s disease,  since  the  patient  presented  with  symptoms  of 
upper  airway  disease,  renal  disease,  and  pulmonary  in- 
volvement. Wegener’s  granulomatosis  was  initially  de- 
scribed in  1939  by  Wegener  as  a necrotizing  granuloma- 
tous process  with  vasculitis,  manifested  by  a triad  of 
involvement  of  the  upper  airway,  pulmonary  disease,  and 
glomerulonephritis.'^ 

The  full-blown  picture  of  all  these  may  not  be  seen;  thus 
the  term  “limited  Wegener’s  granulomatosis”  is  used  in 
certain  cases.  Most  of  these  patients  have  upper  airway 
symptoms,  such  as  nasal  discharge,  epistaxis,  cough,  and 
hemoptysis.  Seventy  percent  of  patients  exhibit  abnormal- 
ities on  lung  radiographs,  either  patchy  infiltrates  or  nod- 


ules which  may  be  single  or  multiple,  sometimes  growing 
into  mass-like  lesions.  The  nodules  and  mass  lesions  can 
cavitate  and  destroy  the  lung  fields;  sometimes  these  nod- 
ules pack  the  lung  fields  in  a manner  suggestive  of  meta- 
static carcinoma.  Skin  involvement,  seen  in  about  13%  of 
cases,  presents  as  papules,  nodules,  ulcers,  ecchymoses,  or 
palpable  purpuric  lesions,  such  as  the  patient  under  dis- 
cussion demonstrated. 

Renal  involvement  in  Wegener’s  granulomatosis  is  very 
common,  occurring  in  about  85%  of  the  cases;  many  of  the 
patients  go  on  to  develop  renal  failure,  which  was  not 
present  in  this  patient.  Neurologic  symptoms  include 
mononeuritis  multiplex,  which  can  produce  various  mani- 
festations, either  motor  or  sensory,  but  usually  a combina- 
tion of  these  in  one  extremity.  Eosinophilia  has  been  de- 
scribed, but  it  is  usually  mild. 

It  is  true  that  this  patient  had  upper  and  lower  airway 
symptoms,  pulmonary  infiltrates  and  nodules,  skin  le- 
sions, and  possibly  mononeuritis  in  the  right  arm.  Howev- 
er, against  the  diagnosis  of  Wegener’s  granulomatosis  is 
the  lack  of  renal  involvement  here,  as  indicated  by  normal 
renal  function.  This  patient  had  marked  eosinophilia, 
which  is  a rare  finding  in  Wegener’s  granulomatosis.  I 
could  not  find  one  case  in  which  a 70%  eosinophilia  oc- 
curred. So  I do  not  believe  that  this  patient  had  Wegener’s 
granulomatosis  by  itself;  if  he  did  have  it,  it  was  probably 
part  of  a so-called  “overlap”  syndrome. 

Lymphomatoid  granulomatosis  is  a disease  that  de- 
serves brief  consideration.  The  symptoms  are  quite  similar 
to  those  of  Wegener’s  disease,  but  the  patients  rarely  have 
upper  airway  symptoms.  Lymphomatoid  granulomatosis 
is  largely  limited  to  the  thorax,  very  rarely  is  skin  disease 
evident,  the  kidneys  are  not  involved,  and  no  eosinophilia 
is  described.  So  I must  exclude  that  diagnosis. 

The  next  diagnostic  possibility  is  polyarteritis  nodosa 
(PAN).  This  diagnosis  was  difficult  to  confirm  or  reject. 
It  is  a multisystemic  disease  dominated  by  vasculitis, 
though  with  less  tissue  involvement  than  found  in  Wegen- 
er’s granulomatosis.  The  etiology  is  not  yet  understood. 
PAN  has  been  known  in  the  past  by  the  term  periarteritis 
nodosa,  unfortunately  a wastebasket  term,  since  many  in- 
stances of  vasculitis  of  unknown  cause  are  lumped  into 
this  group. 

The  clinical  manifestations  depend  on  the  system  in- 
volved. Hypertension  is  very  common,  and  significant  re- 
nal involvement  is  seen  in  well  over  80%  of  patients.  The 
upper  airways  are  very  rarely  involved.  The  pulmonary 
manifestations  are  non-specific  and  include  cough  and  oc- 
casionally hemoptysis.  The  radiographic  changes  in  the 
lungs  are  non-specific,  either  similar  to  those  of  Loffler’s 
syndrome  or  depicting  occasional  nodules.  The  central 
nervous  system  manifestations  are  those  of  mononeuritis 
multiplex;  the  severity  of  various  brain  stem  manifesta- 
tions depends  on  the  amount  of  vasculitis  within  the  crani- 
um. This  patient’s  frontal  headaches  may  have  been  relat- 
ed to  a vasculitis  involving  the  central  nervous  system. 

The  skin  in  PAN  is  very  rarely  affected,  but  if  involved, 
it  displays  subcutaneous  nodules,  not  of  the  type  described 
in  this  patient.  Eosinophilia  in  PAN  is  very  rarely  as  im- 
pressive as  was  seen  in  this  patient,  but  it  can  occur. 

Because  the  patient  under  discussion  had  prominent  up- 
per and  lower  respiratory  symptoms,  systemic  involve- 
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ment,  and  an  abnormal  urinary  sediment,  PAN  is  a diffi- 
cult diagnosis  to  establish  or  to  rule  out  here. 

Other  causes  of  vasculitis  should  be  mentioned,  includ- 
ing hypersensitivity  angiitis  due  to  drugs  such  as  sulfon- 
amides, various  connective  tissue  diseases,  infectious  dis- 
ease such  as  tuberculosis  with  vasculitis  and  eosinophilia, 
and  necrotizing  sarcoid  granulomatosis.  However,  all  of 
these  are  rare  situations,  and  I do  not  believe  that  any  of 
these  illnesses  are  represented  by  the  patient  under  discus- 
sion. 

To  be  complete,  I must  mention  that  vasculitis  has  been 
reported  to  occur  in  the  presence  of  the  human  immunode- 
ficiency virus  (HIV). 

Finally,  we  must  consider  the  condition  known  as  aller- 
gic angiitis  and  granulomatosis,  that  is,  the  Churg-Strauss 
syndrome.  In  1951,  Drs  Churg  and  Strauss^  at  Mt  Sinai 
Medical  Center  reported  13  cases  of  patients  who  had 
varying  degrees  of  asthma,  nasal  and  dermatologic  symp- 
toms, pulmonary  infiltrates,  and  marked  eosinophilia, 
with  vasculitis  and/or  granulomatosis  involving  many  or- 
gan systems.  In  this  group  of  patients,  age  of  onset  varied 
from  seven  years  to  59  years;  the  patients  had  chronic  si- 
nusitis, nasal  polyps,  intermittent  fever,  weight  loss,  diar- 
rhea, normal  urinary  sediments,  and  a variety  of  skin 
manifestations  including  erythema,  maculopapular 
rashes,  palpable  purpuric  lesions  mimicking  embolic  le- 
sions, and  subcutaneous  nodules.  These  patients  also  man- 
ifested several  neurologic  symptoms,  but  most  commonly 
those  of  mononeuritis  multiplex. 

Since  the  original  description,  two  subsequent  reports, 
by  Dr  Chumbley  et  al  at  the  Mayo  Clinic^  and  by  Dr  Lan- 
ham  and  colleagues  in  London,^  have  described  an  addi- 
tional 46  patients.  Three  stages  in  the  development  of  this 
disease  have  been  described: 

1.  Predominantly  upper  respiratory  symptoms,  along 
with  symptoms  of  asthma.  Allergic  rhinitis  and  nasal  pol- 
yposis were  very  common.  Patients  required  repeated  sur- 
gery for  the  nasal  polyps,  and  continued  to  have  nasal 
symptoms.  Epistaxes  and  nasal  ulcers  were  commonly 
noted.  Eighty-eight  percent  of  the  patients  had  radiologic 
manifestations  of  chronic  pansinusitis  without  any  bone 
involvement.  This  patient  had  a CT  scan  showing  chronic 
sinusitis  but  no  bony  erosions. 

2.  Eosinophilia  of  the  blood,  usually  in  the  marked 
range,  sometimes  as  high  as  90%.  Pulmonary  infiltrates 
are  consistent  with  Loffler’s  syndrome  as  mentioned  earli- 
er; pulmonary  nodules  have  been  described  with  this  syn- 
drome, but  no  cavitation. 

3.  Multisystem  involvement,  as  described  by  Drs 
Churg  and  Strauss.  There  was  no  clear-cut  relationship 
between  the  asthma  and  the  activity  of  vasculitis:  asthma 
could  precede  or  start  simultaneously  with  vasculitis,  but 
the  shorter  the  interval  between  the  onsets  of  these  two 
symptom  complexes,  the  worse  the  prognosis.* 

Based  on  these  comparisons,  I believe  that  this  patient 
had  Churg-Strauss  syndrome.  Before  concluding,  I wish 
to  review  the  polyangiitis  overlap  syndrome. This  is 
characterized  by  systemic  vasculitis,  with  features  that 
overlap  several  distinct  vasculitis  syndromes  already  dis- 
cussed. This  syndrome  must  be  considered  for  the  patient 
under  discussion. 


Loffler’s  syndrome  combines  eosinophilia  with  tissue 
involvement.  The  Churg-Strauss  syndrome  and  Wegen- 
er’s granulomatosis  combine  eosinophilia,  tissue  involve- 
ment, and  vessel  involvement.  In  PAN,  the  findings  are 
predominantly  eosinophilia  and  vasculitis,  with  little  tis- 
sue involvement.  Temporal  arteritis,  hypersensitivity  an- 
giitis, and  rheumatic  carditis  present  various  combina- 
tions of  either  vasculitis,  or  tissue  involvement,  but  no 
eosinophilia. 

I have  had  much  difficulty  in  ruling  out  PAN  and  We- 
gener’s granulomatosis,  but  I feel  that  this  patient  had  the 
Churg-Strauss  syndrome,  that  is,  allergic  angiitis  and 
granulomatosis.  I presume  that  he  had  asthma,  though  it 
is  not  mentioned  in  the  protocol.  He  had  obstructive  air- 
way disease  severe  enough  to  require  metaproterenol  and 
sustained-action  theophylline.  He  did  not  smoke,  so  we 
will  presume  that  he  had  asthma.  He  had  pulmonary  and 
upper  airway  symptoms,  skin  involvement,  abnormal  uri- 
nary sediment,  and  systemic  manifestations  such  as  fever, 
weight  loss,  headaches,  and  marked  eosinophilia.  All 
these  findings  fit  the  diagnosis  of  Churg-Strauss  syn- 
drome. I would  suggest  that  the  appropriate  diagnostic 
procedure  would  have  been  a biopsy  of  the  skin  lesions  on 
the  extremities. 

Norbert  Brau,  MD  (Medical  Resident):  On  the  CT  scan 
of  the  lung,  a portion  of  the  liver  was  visible.  Were  there 
any  necrotizing  areas  within  the  liver? 

Dr  Sukumaran:  The  radiologic  report  commented  only 
on  the  lungs.  No  mention  is  made  of  any  changes  in  the 
liver  in  the  case  protocol.  In  addition,  I assume  that  the 
nasal  polyps  in  this  case  might  be  only  the  common  type  of 
nasal  polyps,  such  as  might  be  seen  in  any  allergic  rhinitis, 
and  have  no  special  relationship  to  the  final  diagnosis. 

Melvin  Rosenzweig,  MD  (Medical  Attending):  Was  there 
any  aspirin  sensitivity?  You  postulated  that  he  might  have 
asthma.  He  might  have  polyps  related  to  aspirin  sensitiv- 
ity. 

Dr  Sukumaran:  We  have  no  information  along  those 
lines. 

Clinical  Diagnoses 

Allergic  granulomatosis  (Churg-Strauss  syndrome). 

Pathology  Presentation 

Gurdip  S.  Sidhu,  MD  (Attending  Pathologist):  The  para- 
thyroid specimen  removed  at  surgery  before  the  onset  of 
the  patient’s  more  serious  symptoms  proved  to  be  a chief- 
cell adenoma  and  is  more  or  less  irrelevant  to  the  main 
disease  which  subsequently  developed.  This  specimen 
from  the  parathyroidectomy  did  not  show  any  vasculitis. 

The  polyps  were  removed  in  another  institution,  and  we 
did  not  have  the  resected  tissue  for  pathologic  study.  How- 
ever, the  patient  had  crusted  bleeding  lesions  of  the  nose, 
and  a biopsy  from  the  nose  revealed  squamous  mucosa 
with  ulcerations  and  a mixed  infiltrate  of  polymorphonu- 
clear leukocytes,  fibrin,  and  eosinophils,  but  no  evidence 
of  vasculitis  in  this  biopsy. 

A skin  biopsy  from  the  hand  was  performed,  as  Dr  Su- 
kumaran predicted.  Portions  of  the  epidermis  showed  ne- 
crotic lesions  characteristic  of  infarction  (Pig  2)  when  the 
blood  supply  has  been  cut  off.  Cellular  infiltrates  in  the 
deeper  dermis  were  related  to  the  blood  vessels.  The  ves- 
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FIGURE  2.  Biopsy  of  skin  lesion  on  right  palm,  showing  a superficial  and 
deep  dermal  infiltrate,  with  ischemic  necrosis  of  the  epidermis  in  area 
delimited  by  arrowheads  (hematoxylin  phloxin  saffron  stain;  original  mag- 
nification X 65). 

sels  in  some  instances  appeared  necrotic,  with  a fibrinous 
wall,  debris,  and  a large  number  of  inflammatory  cells, 
many  of  which  were  eosinophils.  Thus,  it  is  evident  that  we 
are  observing  a vasculitis. 

In  the  deeper  vessels,  there  were  great  numbers  of  eo- 
sinophils. The  infiltrate  in  some  areas  is  vaguely  granulo- 
matous, not  definitively  so  but  strongly  suggestive  (Fig  3). 


FIGURE  3.  Deep  dermal  vascular  plexus,  showing  infiltrate  of  eosino- 
phils and  epithelioid  histiocytes  (arrow)  (hematoxylin  phloxin  saffron  stain; 
original  magnification  X 400). 


FIGURE  4.  Small  veins  and  venules  in  deep  dermal  plexus,  with  eosino- 
phils in  the  act  of  margination,  and  infiltrating  the  intima  and  perivascular 
tissues  (hematoxylin  phloxin  saffron  stain;  original  magnification  X 400). 


Some  of  the  damaged  vessels  had  thin  walls,  with  many 
eosinophils  migrating  into  the  wall.  The  veins  are  infiltrat- 
ed by  eosinophils,  involving  the  intima  and  portions  of  the 
vessel  wall  (Fig  4).  A variety  of  blood  vessels  are  involved 
in  this  process — arterioles,  venules,  and  veins,  for  exam- 
ple. 

Before  giving  the  diagnosis,  we  should  consider  the  dif- 
ferential diagnosis  from  the  pathologic  point  of  view.  This 
patient  obviously  did  not  have  polyarteritis  nodosa 
(PAN).  Sections  of  vessels  in  polyarteritis  can  show  a 
thrombus  in  the  lumen,  with  inflammation  extending 
throughout  the  vessel  wall.  The  term  periarteritis  is  incor- 
rect, since  in  PAN  the  inflammation  involves  not  only  the 
adventitia  of  the  vessel,  but  also  the  entire  thickness  of  the 
vessel  wall.  It  is  thus  a panarteritis. 

Polyarteritis  is  a more  rational  term,  since  it  includes 
the  important  fact  that  the  inflammation  involves  multi- 
ple arteries,  albeit  segmentally.  Eosinophils  may  be  seen 
in  the  cellular  infiltrate,  but  also  included  are  lympho- 
cytes and  polymorphonuclear  leukocytes.  However,  the 
important  fact  in  PAN  is  that  the  process  exclusively  in- 
volves medium-sized  and  small  arteries.  This  patient 
clearly  did  not  show  such  exclusivity.  Also,  a healed  lesion 
of  PAN  shows  that  internal  elastic  lamina  is  partly  de- 
stroyed, and  aneurysms  may  result." 

In  Wegener’s  granulomatosis,  there  are  large  necrotic 
lesions  with  a granulomatous  inflammatory  response, 
multinucleated  giant  cells,  and  other  mononuclear  cells  in 
the  infiltrate. Here  again,  one  can  see  the  involvement 
of  vessels  with  necrosis,  which  is  generally  very  marked. 
However,  the  presence  of  eosinophils  is  very  uncommon. 
In  Wegener’s  granulomatosis,  a necrotizing  glomerulone- 
phritis is  also  observed. 

The  present  case  demonstrates  a necrotizing  vasculitis 
with  very  marked  eosinophilia,  chronic  asthma,  and  in- 
volvement of  the  skin  and  lungs.  The  upper  airway  in- 
volvement is  not  really  necrotizing  in  the  sense  that  the 
bones  and  other  structures  are  not  involved,  except  for  the 
lining  of  the  sinuses. 

Putting  all  the  facts  together,  we  made  a diagnosis  of 
allergic  angiitis  and  granulomatosis — Churg-Strauss  dis- 
ease. The  patient  was  given  prednisone,  60  mg/day,  with  a 
dramatic  remission  within  three  days.  Thereafter,  the 
medication  has  had  to  be  reinitiated  from  time  to  time. 
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and  the  patient  has  experienced  side  effects,  primarily  be- 
cause of  his  cardiac  disease.  But  at  present,  now  two  years 
after  the  diagnosis,  he  is  doing  well. 

Over  the  long  term,  most  such  patients  are  able  to  dis- 
continue steroid  therapy,  so  Churg-Strauss  disease  is  very 
often  a relatively  benign  condition,  compared  to  the  other 
vasculitides.  Wegener’s  granulomatosis  requires  treat- 
ment with  cyclophosphamide,  and  the  ultimate  prognosis 
is  much  worse.  PAN  of  course  has  an  even  dimmer  out- 
look. 

Churg-Strauss  disease^  is  an  idiopathic  condition,  and  I 
know  of  no  reasonable  hypotheses  to  explain  the  onset  of 
this  particular  entity  in  this  patient. 

Dr  Sukumaran:  Churg-Strauss  syndrome  has  no  known 
precipitating  factors.  Patients  do  respond  well  to  steroids. 
Many  of  these  patients  go  on  to  develop  involvement  of 
various  organs,  and  the  outcome  can  be  fatal.  The  cardiac 
manifestations  in  this  particular  patient  were  confined  to 
low  voltage  in  the  electrocardiogram;  pericarditis  is  de- 
scribed in  about  15-20%  of  patients.  Myocarditis  may 
also  occur.  Since  this  patient  responded  well  to  the  treat- 
ment, we  cannot  be  sure  how  many  organs  were  involved 
in  his  case.  If  the  patient  does  not  respond  to  steroid  thera- 
py, treatment  with  azathioprine  (Imuran^“)  and  other 
chemotherapeutic  agents  has  been  tried  with  some  posi- 
tive response. 

Dr  Sidhu:  There  seems  to  be  no  particular  correlation  of 
this  condition  with  any  immunofluorescent  studies.  That 
is  true  for  all  of  the  necrotizing  vasculitides. 

Dr  Sukumaran:  Studies  of  such  factors  have  been  limit- 
ed, since  Churg-Strauss  syndrome  is  not  a very  common 
disease.  The  original  cases  at  Mt  Sinai  Medical  Center 
were  not  studied  with  immunofluorescent  techniques.  The 
study  from  the  Mayo  Clinic  included  measurement  of  se- 
rum IgE,  suggesting  an  allergic  response  not  directly 
causing  the  syndrome.  There  are  no  immune  studies  de- 
scribed, as  far  as  I know. 

Lester  Blair,  MD  (Director  of  Pulmonary/Critical  Care 
Medicine):  What  do  you  believe  the  nodules  in  the  lung 
represent — a vasculitis  or  some  other  type  of  lesion? 

Dr  Sidhu:  They  could  very  well  be  evidence  of  a vasculi- 
tis with  associated  pneumonic  reaction  or  infarction.  In 
this  case,  the  nodules  cleared  up  as  a result  of  the  treat- 
ment. 

Dr  Sukumaran:  The  pulmonary  lesions  in  Wegener’s 
granulomatosis  also  may  show  a fairly  good  response,  not 
to  steroids,  but  to  the  chemotherapeutic  agents. 

Dr  Sidhu:  The  vessels  involved  in  Churg-Strauss  disease 
are  smaller;  and  the  necrosis  in  the  lung  is  never  as  severe 
as  that  seen  in  the  lung  in  Wegener’s  granulomatosis.  The 
infiltrates  in  the  lung  can  shift  from  one  part  of  the  lung  to 
another,  which  implies  that  they  can  resolve  spontaneous- 
ly. It  is  hard  to  say  whether  one  is  seeing  pneumonic  or 


infarctive  lesions,  since  we  have  so  little  opportunity  for 
pathologic  examination  of  the  lung. 

Dr  Sukumaran:  The  infiltrates  in  the  lungs  are  similar 
to  those  seen  in  Loffler’s  syndrome.  They  are  migratory  in 
nature,  not  necessarily  related  to  lesions  of  the  vessels. 
The  nodules  are  probably  due  to  vasculitis  with  infarction. 

Dr  Sidhu:  A good  deal  of  the  necrosis  may  be  due  to  the 
eosinophils.  When  you  find  a very  dense  infiltrate  of  eosin- 
ophils, you  must  remember  that  the  granules  within  the 
eosinophils  are  fairly  toxic  both  to  human  tissue  and  to 
parasites.  Any  tissue  that  has  a severe  infiltration  of  eosin- 
ophils will  be  subject  to  necrosis.  A great  deal  of  necrosis 
could  be  due  to  just  the  eosinophils  without  ischemia.  That 
would  explain  why  the  condition  may  spontaneously  re- 
solve and  move  from  one  area  to  another,  and  does  not 
imply  necessarily  a necrotizing  vasculitis,  though  the  lat- 
ter will  be  found  in  some  locations  in  the  body,  since 
Churg-Strauss  syndrome  is  classified  as  a necrotizing  vas- 
culitis. The  liver,  in  response  to  Dr  Brau’s  question,  is  usu- 
ally not  a site  of  such  necrosis;  while  the  skin,  lungs,  and 
neurologic  tissues  may  be. 

Final  Diagnoses 

Allergic  angiitis  and  granulomatosis  of  Churg-Strauss 
syndrome,  with  involvement  of  upper  and  lower  respira- 
tory tract,  and  of  skin. 

Chief-cell  adenoma  of  parathyroid;  status,  post-surgi- 
cal resection. 
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SPECIAL  ARTICLE 


Passover  matzoh  and  chocolate  Easter  eggs 

Pascal  James  Imperato,  md 


When  I was  growing  up  in  the  Tudor  Village  area  of 
Ozone  Park,  New  York,  few  families  owned  automobiles. 
World  War  II  had  halted  automobile  production,  and  gas- 
oline rationing  rendered  many  existing  cars  idle.  Unfortu- 
nately, the  transmission  of  our  1935  Chevrolet  gave  out  as 
the  war  began.  Although  my  father  took  the  car  to  several 
mechanics,  all  of  them  pronounced  it  beyond  repair.  The 
last  of  these  was  not  only  unable  to  repair  the  transmis- 
sion, but  also  gave  the  poor  Chevy  a death  blow  by  ruining 
the  engine  pistons.  My  mother  never  ceased  muttering 
maledictions,  even  years  later,  whenever  she  walked  past 
this  mechanic’s  garage  that  stood  under  the  Boyd  Avenue 
station  of  the  BMT  Fulton  Street  el.  This  el  and  the  Green 
Bus  Lines  became  our  major  means  of  moving  beyond  the 
neighborhood  once  our  car  had  been  towed  off  to  a final 
resting  place  on  a friend’s  nearby  farm.  It  stood  there  on 
blocks  for  several  years,  my  father  ever  hopeful  that  new 
pistons  and  a functioning  transmission  might  be  found. 

Ozone  Park  was  well  served  by  small  shops,  delicates- 
sens, and  groceries,  but  the  nearest  Bohack  and  A&P 
were  a mile  from  where  we  lived.  Weekly  food  shopping 
was  a major  chore  for  which  young  children  had  to  be 
recruited,  usually  with  much  cajoling,  threats,  entreaties, 
and  promises  of  reward.  Extra  pairs  of  arms  were  always 
needed  to  carry  cloth  shopping  bags  filled  with  fruits,  veg- 
etables, meats,  fish,  and  staples. 

Fortunately  for  us  children,  milk  and  bread  were  deliv- 
ered to  the  doorstep  by  familiar  trucks  driven  by  men  who 
faithfully  showed  up  year  after  year,  some  for  two  de- 
cades. Renkens,  Sheffield  Farms,  and  Maplewood  Farms 
were  motorized,  but  the  Borden’s  milk  truck  was  pulled  by 
a horse  which  knew  every  stop  on  the  route.  Krug’s  and 
Dugan’s  delivered  bread  in  the  morning  from  their  rectan- 
gular-shaped trucks,  attaching  the  loaves  to  the  door- 
knobs with  string.  In  the  afternoons,  they  announced  their 
arrival  with  distinct  horn  sounds  which  brought  house- 
wives to  the  front  doors.  Soda  and  bottled  water  were  also 
home  delivered,  and  a stream  of  peddlers  hawked  vegeta- 
bles, fruits,  and  fish.  Their  prices  were  much  higher  than 
those  in  the  stores,  and  many  families,  including  mine, 
were  unwilling  to  pay  for  the  convenience,  except  on  occa- 
sion. We  children  were  grateful  for  the  milk  and  bread 
men  and  the  peddlers,  since  they  made  our  lives  easier. 
But  perhaps  our  greatest  thanks  went  to  Sears  Roebuck, 
whose  telephone  directory-sized  catalogues  featured  ev- 
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erything  from  jewelry  to  live  poultry.  Operator  19  at  Sears 
and  my  mother  became  good  friends  over  the  years.  I re- 
call that  only  a small  fraction  of  their  telephone  encoun- 
ters were  taken  up  placing  the  orders.  Their  conversations 
covered  family,  friends,  politics,  and  the  war.  Even  my 
latest  school  report  card  didn’t  escape  comment  and  was 
also  shared  with  the  United  Parcel  Service  delivery  man 
who  carried  in  the  Sears  Roebuck  orders  a few  weeks  lat- 
er. He  and  the  Fuller  Brush  Man  regularly  drank  coffee  in 
our  kitchen,  encouraged  us  to  work  harder  in  school,  and 
witnessed  my  transformation  from  a fourth  grader  to  a 
college  senior. 

The  locus  of  grocery  shopping  was  often  influenced  by 
sales  advertised  in  the  local  newspapers.  As  far  as  I was 
concerned,  it  was  all  the  same  since  the  Bohack  was  a mile 
west  in  City  Line,  and  the  A&P  a mile  east  on  Cross  Bay 
Boulevard.  I had  carefully  verified  the  distances  on  my 
bicycle  speedometer  several  times  and  irritated  my  moth- 
er no  end  by  challenging  her  claim  that  the  Bohack  was 
closer.  Her  claims  of  this  store’s  proximity  were  really  a 
cover,  I thought,  knowing  that  she  preferred  going  there 
because  of  its  being  in  a shopping  area.  City  Line,  located 
on  the  Brooklyn  side  of  the  Brooklyn-Queens  line  beneath 
the  el  on  Liberty  Avenue,  had  a wide  variety  of  stores.  It 
had  grown  up  in  the  early  part  of  the  century  around  the 
then  Grant  Avenue  terminus  of  the  el.  However,  as  big  as 
the  variety  was,  it  wasn’t  sufficient  to  satisfy  my  mother’s 
needs.  Regular  trips  were  made  to  Jamaica  via  the  Q8  bus 
of  the  Green  Bus  Line  for  purchases  of  shoes  and  clothing. 
And  on  occasion  we  took  the  el  to  Borough  Hall  in  Brook- 
lyn to  shop  at  Abraham  & Straus  and  Loesers.  All  of  these 
expeditions  were  full-day  affairs  since  it  was  a mile  to  the 
el  and  slightly  more  to  the  bus  stop,  after  which  the  rides 
took  close  to  an  hour.  As  tedious  as  all  these  trips  were  for 
a young  boy,  by  far  the  worst  ones  were  to  the  produce 
pushcart  market  on  Blake  Avenue  in  the  New  Lots  section 
of  Brooklyn.  The  variety  of  produce  there  and  the  reason- 
able prices  eroded  my  mother’s  usual  restraint.  She  invari- 
ably purchased  far  more  than  I thought  we  could  humanly 
carry,  a problem  she  unhesitatingly  resolved  by  asking  for 
porter  assistance  to  and  from  the  bus  and  el  stops  from 
willing  passersby. 

As  much  as  I disliked  the  round  trips  to  Blake  Avenue,  I 
thoroughly  enjoyed  myself  while  there.  It  was  an  exciting 
and  alien  world  to  me  where  much  of  life  was  lived  on  the 
street.  Canopied  pushcarts  loaded  with  produce  lined  one 
side  of  the  avenue  stretching  for  a few  blocks  east  and  west 
of  the  intersection  of  Cleveland  Street.  The  buildings 
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along  the  avenue  housed  kosher  butcher  shops,  bakeries, 
dry  goods  stores,  and  novelty  shops  whose  wares  spilled 
out  onto  tables  set  up  on  the  sidewalk.  At  the  heart  of  the 
market  stood  the  Cleveland  Fish  Market,  on  the  southeast 
corner  of  Blake  and  Cleveland.  Live  fish  swam  in  tile-lined 
tanks  at  the  fish  market  and  the  ice  covered  counters  dis- 
played an  unbelievable  variety  including  cod,  mackerel, 
and  carp.  I used  to  stand  on  the  store’s  tall  round  stoop  and 
look  up  and  down  the  avenue.  From  there  I could  see 
hawkers  pacing  the  sidewalk  in  front  of  their  stores,  entic- 
ing customers  to  come  in,  while  from  the  curbside  the  pro- 
duce peddlers  chanted  their  low  prices  and  the  quality  of 
their  goods.  There  was  an  operatic  quality  to  some  of  their 
chants  which  rose  to  high  decibels  in  Yiddish  and  accent- 
ed English.  Their  aim  was  to  attract  a potential  customer’s 
attention  through  sound,  but  they  didn’t  let  their  fortunes 
ride  on  their  chants  alone.  They  would  call  out  to  people 
walking  by,  compliment  women  on  their  dresses  or  coats, 
extol  the  beauty  of  a child,  and  in  so  doing  produce  guilt  if 
a purchase  weren’t  made. 

The  produce  peddlers  who  dominated  the  life  of  the 
market  either  stood  high  up  on  wooden  crates  behind  their 
pushcarts  or  else  worked  the  crowd  from  the  sidewalk  in 
front.  In  fierce  competition  with  one  another,  their  aim 
was  to  build  up  customer  loyalty.  When  quality  was  lack- 
ing, they  accommodated  on  price  and  threw  in  extras  in 
the  form  of  a few  free  apples  or  plums.  Posted  prices 
meant  little  since  they  would  come  down  with  intense  bar- 
gaining, the  purchase  of  quantity,  or  for  a good  customer, 
or  else  go  up  for  someone  the  peddler  didn’t  like.  The 
prices  were  written  in  bold  black  letters  on  brown  paper 
bags  that  were  placed  upside  down  on  wooden  crate  slats 
vertically  inserted  behind  the  piles  of  fruits  and  vegeta- 
bles. Like  the  stock  market,  prices  fluctuated  during  the 
course  of  the  day,  and  so  it  was  not  unusual  that  a few 
layers  of  bags  covered  each  slat.  The  fluctuations  recorded 
on  these  bags  were  relatively  small,  and  it  was  rare  that  a 
peddler  set  off  a sell-off  panic  by  dramatically  lowering 
his  prices.  Success  lay  in  maintaining  price  equity  with 
competitors  and  in  giving  bargains  to  customers  who  then 
spread  the  word  to  other  buyers  in  the  market. 

Few  people  who  lived  in  our  neighborhood  knew  about 
the  Blake  Avenue  market,  and  scarcely  any  of  them 
shopped  there  except  my  mother  and  Mrs  Rose  Gruber. 
Henry  and  Rose  Gruber,  our  only  Jewish  neighbors,  had 
lived  in  East  New  York  near  New  Lots  and  were  familiar 
with  the  pushcart  markets  in  the  area.  My  mother,  who 
had  grown  up  in  Ohio,  lived  in  New  Lots  for  a year  before 
’she  married.  The  lure  of  this  market  was  great  for  both  of 
them,  and  only  distance  and  the  absence  of  a car  limited 
them  to  several  excursions  a year.  One  year  when  I was 
around  eight  years  old,  Passover  and  Easter  fell  close  to- 
gether, and  Mrs  Gruber  and  my  mother  decided  to  go  to 
the  Blake  Avenue  market  together  for  holiday  shopping. 
As  an  eight-year-old,  I was  able  to  protest  conscription  for 
this  shopping  expedition  but  unable  to  alter  my  mother’s 
firm  decision  that  I comply.  I set  off  in  a sulking  mood, 
trying  to  hasten  them  along  toward  the  el  by  walking  at  a 
fast  pace.  This  strategy  didn’t  work  since  they  had  allowed 
the  entire  day  for  this  excursion,  enjoyed  stopping  to  em- 
phasize points  raised  in  their  conversation,  and  seemed  to 
go  out  of  their  way  to  chat  with  neighbors  along  the  way. 


The  ride  west  along  the  BMT  Fulton  Street  el  lifted  my 
spirits,  especially  as  the  weather  was  warm  enough  for  me 
to  look  out  the  open  window.  Beyond  Hudson  Street  where 
we  got  on,  the  el  structure  was  narrower  and  more  rickety, 
having  been  built  in  the  1 880s.  The  stations  here  were  con- 
structed of  wood  as  were  the  waiting  rooms  with  their  pot- 
bellied coal  stoves  in  the  center.  Whenever  the  trains 
stopped  or  started  up,  the  stations  swayed  along  the  direc- 
tion of  the  tracks.  Beyond  the  Crescent  Street  station,  the 
el  made  a sharp  turn  south  down  Euclid  Avenue.  As  the 
train  rolled  over  the  curve  it  slowed,  pitched  toward  the 
inner  side  of  the  curve,  and  made  a tremendous  screeching 
sound.  Below,  the  Sunrise  Highway  stretched  east  into  a 
horizon  of  farmland  and  small  clusters  of  houses.  Two 
blocks  beyond,  the  el  curved  again  to  resume  a westerly 
course  along  Pitkin  Avenue.  Again,  the  train  tilted  over 
and  screeched  as  it  completed  the  curve  and  rolled  into  the 
Chestnut  Street  station.  It  was  only  on  these  curves  that 
my  mother  and  Mrs  Gruber  suspended  their  conversation. 
My  mother  grabbed  on  to  me  as  I stuck  my  head  out  of  the 
window  trying  to  peer  down  at  the  street  below.  She  told 
me  that  el  trains  had  been  known  to  fall  to  the  street  on 
sharp  curves  like  these,  and  Mrs  Gruber  added  that  she 
knew  of  a boy  who  had  fallen  out  of  an  el  train  window  on 
a curve.  I didn’t  believe  any  of  it,  of  course,  and  even  fan- 
cied what  fun  it  might  be  to  be  caught  in  a dangling  el 
train. 

We  got  off  the  el  at  Linwood  Street  and  walked  three 
blocks  south  to  the  Blake  Avenue  market.  Mrs  Gruber, 
who  had  a bunion  on  her  right  foot,  decided  to  stop  in  at  a 
podiatrist’s  office  on  the  way.  Although  she  went  to  a 
neighborhood  podiatrist,  she  was  a firm  believer  in  second 
opinions  long  before  they  became  a formal  part  of  medical 
care.  In  fact,  her  philosophy  of  medical  care  was  one  of 
discontinuity  based  on  the  belief  that  reliance  on  one  phy- 
sician was  unwise.  Better  to  consult  several  was  her  con- 
stant advice,  and  visit  chiropractors,  podiatrists,  and  herb 
doctors  as  well.  She  and  my  mother  asked  some  women 
sitting  on  a stoop  what  they  thought  of  the  podiatrist 
whose  ground  floor  office  was  across  the  street.  They  said 
he  was  a “shoemaker,”  which  in  those  years  was  a kiss  of 
death  recommendation  given  to  doctors,  dentists,  and  oth- 
ers thought  to  be  incompetent.  My  mother  and  Mrs 
Gruber  listened  attentively  to  these  women  who  shredded 
this  poor  podiatrist’s  reputation  with  an  eagerness  and  ra- 
tionale that  must  have  struck  them  as  suspect.  Thanking 
the  women,  they  headed  for  the  podiatrist’s  office,  much 
to  my  amazement.  He  was  a young  man  with  an  empty 
office  and  a new  practice.  While  the  podiatrist  tended  to 
Mrs  Gruber’s  foot,  she  deftly  uncovered  that  one  of  the 
stoop  women  had  an  unattractive  daughter  whose  hopes  of 
marriage  had  been  rebuffed.  It  seemed  that  the  mother 
and  her  cronies  took  advantage  of  good  weather  and  the 
stoop  to  inflict  revenge. 

The  market  was  more  bustling  than  I had  remembered 
it,  crowded  with  holiday  shoppers  from  the  surrounding 
neighborhoods.  Most  were  Jewish,  descendants  of  19th 
century  Eastern  European  immigrants  who  worked  in  the 
needle  trades.  However,  there  were  also  many  Italians, 
who  primarily  lived  north  of  Pitkin  Avenue  but  who  were 
within  easy  walking  distance  of  the  market.  As  was  their 
habit,  Mrs  Gruber  and  my  mother  first  walked  the  five- 
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block  length  of  the  produce  pushcarts  to  assess  quality  and 
prices,  making  mental  notes  as  they  went.  They  always 
left  the  produce  purchases  to  last  because  of  their  weight. 
We  first  headed  for  the  kosher  bakery  where  pumpernick- 
el bread  was  the  specialty.  Odd  pieces  of  bread  were  laid 
out  on  a tray  on  the  counter  for  customers  to  taste.  In  fact, 
test  tasting  potential  food  purchases  was  the  norm,  negat- 
ing the  need  for  carrying  lunch  along  or  eating  in  restau- 
rants which  didn’t  exist  anyway.  Since  it  was  close  to 
noon,  my  mother  gave  me  a piece  of  pumpernickel  bread 
to  eat  from  the  loaf  she  had  purchased.  Next  door  at  a 
grocery  store  I was  given  matzoh  as  Mrs  Gruber  negotiat- 
ed their  price.  This  grocery  was  well  stocked  for  Passover 
with  raisins,  nuts,  horseradish,  noodles,  matzoh,  and  bot- 
tled gefilte  fish,  all  of  which  found  their  way  into  our  shop- 
ping bags.  Our  next  stop  was  Greenberg’s  dry  goods  store, 
where  Mrs  Greenberg  always  referred  to  her  husband  as 
Mr  Greenberg,  even  when  addressing  him  in  person.  As 
soon  as  we  walked  in,  I knew  that  something  was  very 
wrong  because  the  shelves  and  countertops  that  were  usu- 
ally smothered  with  high  piles  of  goods  were  bare.  Mrs 
Greenberg  told  us  that  Mr  Greenberg  had  been  taken  to 
Kings  County  Hospital.  My  mother  and  Mrs  Gruber  re- 
acted with  shock,  and  I was  surprised  when  Mrs  Gruber 
then  asked  when  he  was  buried.  I didn’t  understand  as 
these  adults  did  that  an  unelaborated  declaration  that 
someone  had  gone  to  the  hospital  also  meant  that  they  had 
gone  there  and  died.  It  wasn’t  merely  a euphemism  they 
employed,  but  an  empirically  determined  figure  of  speech. 
Hospitals  were  still  places  where  people  went  to  die,  and  as 
such  they  were  both  feared  and  held  in  low  esteem.  Mrs 
Greenberg  described  her  husband’s  medical  history  in  de- 
tail. He  had  developed  pain  in  his  chest  and  the  doctor  had 
diagnosed  a heart  attack.  He  was  taken  to  Kings  County 
Hospital,  said  Mrs  Greenberg,  as  my  mother  and  Mrs 
Gruber  shook  their  heads,  indicating  that  he  was  thereby 
doomed. 

Mrs  Gruber  held  to  a dietary  cause  of  heart  disease. 
This  was  remarkable  for  a lay  person  in  the  late  1940s, 
well  before  convincing  experimental  and  epidemiologic 
data  on  the  subject  had  been  accumulated.  Although  Mrs 
Gruber  kept  a kosher  kitchen,  she  also  imposed  dietary 
restrictions  and  exclusions  based  on  her  intuitively  derived 
knowledge.  She  vividly  told  Mrs  Greenberg  and  my  moth- 
er how  she  had  first  learned  about  the  relationship  be- 
tween diet  and  health.  She  attended  a lecture  in  Manhat- 
tan given  by  an  herb  doctor.  He  dropped  various  foods 
together  into  pails.  On  some  occasions,  fumes  rose  from 
the  pails,  probably  from  dry  ice  slipped  in  along  the  way,  I 
suspect.  However,  this  enthralled  and  convinced  his  audi- 
ence and  won  over  converts  to  his  low-fat  diet  program, 
including  Mrs  Gruber. 

I wasn’t  surprised  when  Mrs  Gruber  probed  Mrs 
Greenberg  for  her  husband’s  dietary  history.  As  young  as 
I was,  I realized  that  he  had  eaten  too  much  meat,  a major 
culprit  as  far  as  Mrs  Gruber  was  concerned.  Her  conclu- 
sion was  that  a fat-rich  diet  had  killed  him,  but  of  course 
fate  was  fate,  too.  My  mother  was  unconvinced,  and  to  me 
it  all  sounded  like  a lot  of  hocus  pocus.  Yet,  years  later  I 
came  to  appreciate  that  Mrs  Gruber’s  intuition  and  em- 
pirical observations  had  validity.  With  condolences  ex- 
pressed more  than  several  times,  we  left  and  went  across 


the  street  to  see  Rosie,  the  fruit  and  vegetable  peddler.  She 
was  a short,  squat  woman  whose  leathery  face  and  hands 
had  been  textured  by  the  sun  and  wind,  and  gnarled  by 
time.  She  stood  atop  a wooden  crate  behind  her  pushcart 
from  where  she  hawked  to  passersby  and  drove  hard  bar- 
gains with  those  she  didn’t  like.  Rosie  was  argumentative, 
and  at  times  unreasonable.  I remember  once  how  she 
raised  the  price  of  green  peppers  for  a woman  by  giving 
back  less  change.  When  the  woman  protested  being  short- 
changed, Rosie  simply  told  her  that  the  displayed  price 
wasn’t  for  her.  Rosie  lost  in  the  end  because  the  woman 
grabbed  an  extra  pepper  and  ran  off  into  the  crowd. 

Rosie’s  reputation  in  the  market  rode  not  so  much  on 
the  quality  of  her  produce,  which  was  good,  but  on  her 
being  a gossip.  As  we  made  our  way  over  to  her  pushcart, 
it  struck  me  that  my  mother  and  Mrs  Gruber  were  more 
interested  in  what  she  knew  about  Mr  Greenberg’s  death 
than  in  her  apples  and  oranges.  Between  haggling  with 
customers,  Rosie  spewed  out  her  disdain  for  dietary  expla- 
nations and  a heart  attack  diagnosis.  It  was  aggravation 
that  had  killed  Mr  Greenberg,  and  his  wife  was  the  source 
of  it  as  only  a few  knew,  including  her.  According  to  Rosie, 
she  never  gave  Mr  Greenberg  a moment’s  peace,  had 
grand  ideas  about  moving  to  Long  Island  and  buying  a 
car,  and  thought  herself  superior  to  everyone.  Now  that  he 
was  dead,  she  had  sold  the  business,  and  worse  still,  had 
cashed  in  a life  insurance  policy  with  which  she  was  going 
to  buy  a house  in  Valley  Stream.  It  was  no  secret,  accord- 
ing to  Rosie,  that  Mrs  Greenberg  had  even  thought  about 
taking  out  another  life  insurance  policy  on  Mr  Greenberg, 
but  he  died  before  she  could. 

Rosie’s  story  was  clearly  at  variance  with  the  image  of 
the  poor  widow  we  had  seen  in  the  dry  goods  store.  My 
mother  and  Mrs  Gruber  were  far  too  experienced  to  take 
Rosie  at  her  word,  and  so  their  quest  for  both  bargains  and 
medical  truth  propelled  them  and  me  up  the  line  of  pro- 
duce pushcarts.  Hymie,  the  banana  man,  plied  us  with 
free  over-ripe  stock  as  he  dismissed  everything  as  mali- 
cious gossip.  Greenberg  had  obviously  died  from  over- 
work. Why  he,  Hymie,  was  in  perfect  health,  despite  a 
nagging  wife  and  eating  everything  Mrs  Gruber  said  he 
should  avoid.  Mrs  Gruber  would  never  concede  rhetorical 
defeat,  and  wagging  her  finger  at  Hymie,  warned  him  that 
his  diet  would  eventually  do  him  in.  A few  years  later,  her 
remorse  was  tinted  with  satisfaction  as  she  told  my  mother 
that  Hymie  had  died  of  a heart  attack. 

By  early  afternoon,  we  were  midway  along  the  line  of 
pushcarts.  Each  of  us  had  two  shopping  bags  apiece,  mine 
being  stuffed  with  an  ecumenical  assortment  of  groceries 
and  vegetables  for  both  Passover  and  Easter.  By  this  time, 
I was  both  bored  and  tired,  and  began  to  complain.  My 
mother’s  first  line  of  response  to  this  was  always  a disci- 
plinary one,  verbal  in  public,  physical  at  home.  When  this 
failed,  which  it  invariably  did  under  my  incessant  badger- 
ing, she  resorted  to  promises  of  reward,  in  this  case,  choco- 
late Easter  eggs.  Her  goal  was  to  hold  off  the  reward  as 
long  as  possible,  mine  to  have  it  at  once  so  as  to  use  nag- 
ging to  get  more  or  get  us  on  our  way  home. 

We  finally  arrived  on  the  block  where  a few  stores  sold 
wonderful  assortments  of  kosher  chocolates  and  chocolate 
Easter  eggs.  The  eggs  came  in  all  sizes,  and  some  were 
decorated  with  pink  and  green  sugar  designs.  Loose  choc- 
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olate  was  sold  in  these  stores  and  filled  them  with  a won- 
derful aroma  only  second  best  to  taste.  I carefully  watched 
my  mother’s  purchase.  We  were  six  children  at  home,  and 
I wanted  to  see  what  I could  look  forward  to  on  Easter 
Sunday.  Although  I no  longer  believed  in  the  Easter  Bun- 
ny, I still  found  a basket  full  of  chocolates  and  candy  next 
to  my  bed  on  Easter  Sunday  morning.  As  we  left  the  store, 
my  mother  reached  into  the  bag  and  handed  me  one  of  the 
smallest  chocolate  eggs  she  had  purchased.  Trudging  be- 
hind her  and  Mrs  Gruber,  I devoured  it  while  plotting  how 
to  get  another  egg,  or  even  more.  I wasn’t  exactly  starving, 
since  Rosie  had  given  me  an  apple,  Hymie  bananas,  and 
Mrs  Gruber  matzoh.  But  here  was  an  opportunity  not  to 
be  missed.  To  be  so  close  to  these  chocolate  Easter  eggs 
and  not  to  be  able  to  eat  them  was  pure  torture.  I reasoned 
that  I deserved  more  of  them  than  my  siblings  since  I was 
serving  as  the  pack  animal  for  this  trip.  Surreptitious  theft 
certainly  crossed  my  mind,  but  that  carried  great  risk  if  I 
were  caught.  Anyway,  my  mother  and  Mrs  Gruber  had 
wisely  put  the  kosher  chocolates  and  the  chocolate  eggs 
out  of  my  reach  in  their  own  shopping  bags. 

Our  next-to-last  stop  was  Benjamin’s,  whose  low  one- 
story  tailor  shop  stood  at  the  eastern  end  of  the  market. 
There  was  no  sign  over  the  door  or  on  the  dingy  plate  glass 
window.  Yet  everyone  knew  Benjamin  and  where  his  store 
was.  He  always  stood  at  the  rear  of  the  store,  his  stooping 
figure  silhouetted  against  a mosaic  of  frosted  glass  win- 
dows that  covered  the  back  wall.  Benjamin  always  wore  a 
black  fedora  and  peered  out  from  behind  his  workbench 
through  bifocals  that  rested  on  the  tip  of  his  nose.  He  was 
probably  only  in  his  sixties  then,  but  to  an  eight-year-old 
he  looked  ancient.  The  entire  store  seemed  from  the  long 
ago  with  its  sculpted  metal  ceiling,  creaking  floor  boards, 
and  brown  patinated  counter  tops.  Yet,  it  was  functional 
and  inviting,  and  a place  where  the  problems  of  life  could 
be  discussed  with  someone  whose  years  and  wisdom  pro- 
vided insight  and  solace. 

The  tragedy  of  Benjamin’s  life,  according  to  my  mother 
and  Mrs  Gruber,  was  that  he  had  five  daughters  and  no 
sons.  To  have  so  many  daughters  and  no  sons  was  bad 
enough.  But  for  Benjamin  it  was  compounded  by  the  fact 
that  he  was  a tailor  who  only  made  men’s  pants.  What  a 
shame  it  was,  my  mother  would  say,  that  poor  Benjamin 
couldn’t  use  his  talents  to  make  clothes  for  his  own  chil- 
dren. 

The  counter  tops  on  either  side  of  the  store’s  only  aisle 
were  stacked  high  with  dry  goods.  It  was  miraculous  to  see 
Benjamin  measure  someone,  cut  the  cloth  from  a bolt 
from  the  counter,  and  in  a short  time  produce  a pair  of 
pants  with  pleats,  cuffs,  and  pockets.  Two  old  men  worked 
with  him  hunched  over  their  sewing  machines.  After  Ben- 
jamin had  cut  the  cloth,  the  two  old  men  would  sew  it  into 
rough  form.  Benjamin  would  examine  their  work  against 
the  light  of  the  frosted  glass  panes,  suggest  changes,  and 
during  a fitting  mark  up  the  pants  with  white  soap.  Then 
he  would  rip  and  tear  them,  re-sew,  and  finally  press  them 
with  one  of  the  great  irons  that  rested  on  his  work  table. 
They  were  heavy  irons  connected  with  long  cords  that 
snaked  and  looped  their  way  over  supporting  wires  to  ceil- 
ing plugs. 

We  sat  down  on  the  chairs  near  Benjamin’s  workbench, 
propping  our  shopping  bags  against  the  counter.  This  time 


my  mother  spared  me  the  ordeal  of  a fitting.  I always 
found  it  an  ordeal  because  the  dressing  room  was  the 
space  behind  one  of  the  counters  where  I would  stand  in 
my  underwear  while  the  pants  were  adjusted.  Peering  out 
between  the  heaps  of  dry  goods,  I was  very  self-conscious 
of  the  stream  of  customers  and  visitors  who  always  seemed 
to  notice  me.  Benjamin  had  told  my  mother  a short  time 
before  that  my  left  leg  was  a half-inch  shorter  than  my 
right  one.  As  a meticulous  tailor,  he  always  measured  both 
legs,  not  just  one  as  many  others  did.  He  would  make  me 
walk  up  and  down  the  aisle,  scrutinizing  the  movement  of 
the  pleats  and  cuffs,  and  adjusting  them  until  the  pants 
were  a perfect  fit.  He  thought  that  my  short  leg  might 
eventually  give  me  back  problems  and  suggested  to  my 
mother  that  she  take  me  to  a bone  doctor,  and  have  a 
wedge  put  in  the  heel  of  my  shoe.  Over  the  years,  I have 
thought  of  Benjamin’s  unheeded  advice,  especially  when 
radicular  pain  radiates  down  my  left  leg. 

Our  visit  with  Benjamin  was  purely  social,  and  inevita- 
bly the  conversation  turned  to  Mr  Greenberg’s  death.  The 
two  old  men  and  Benjamin  listened  silently  as  Mrs  Gruber 
poured  out  all  the  versions  we  had  heard  up  and  down  the 
line  of  pushcarts.  When  pressed  for  an  opinion,  Benjamin 
didn’t  rush  to  give  one.  He  calmly  said  that  the  stories  the 
peddlers  told  were  like  the  produce  they  sold,  some  being 
of  good  quality,  others  being  very  poor.  He  evaded  specific 
judgment  of  anyone,  and  showed  great  wisdom  in  effort- 
lessly shifting  the  conversation  in  another  direction. 

Rest  and  a social  visit  with  Benjamin  gave  Mrs  Gruber 
and  my  mother  the  renewed  energy  for  their  last  stop  at 
the  Cleveland  Fish  market.  They  had  decided  to  return 
home  on  the  Green  Bus  Lines’  bus  that  started  at  the  New 
Lots  station  of  the  IRT  el  and  ran  to  Howard  Beach  along 
Linden  Boulevard.  Getting  to  the  bus  stop  with  all  our 
purchases  posed  a problem,  which  Benjamin  solved  by 
having  the  boy  who  lived  next  door  meet  us  at  the  fish 
market  and  help  us  out. 

The  bus  was  crowded  but  we  managed  to  get  seats  near 
the  rear  door  knowing  we  would  be  the  first  to  get  off.  The 
bus  rolled  out  east  on  Linden  Boulevard,  into  a landscape 
that  progressively  became  more  rural.  It  lurched  from  side 
to  side  with  the  undulations  of  the  road  and  only  a firm 
grasp  on  the  shopping  bags  prevented  the  produce  from 
rolling  out  and  down  the  aisle.  Eventually  we  crossed  the 
county  line  into  Queens  where  a cool  breeze  blew  in  over 
the  marshlands  and  farms  that  dotted  the  horizon  to  the 
south.  There  were  no  buildings  along  this  stretch  of  the 
road  by  which  to  gauge  our  exact  location.  Only  the  lonely 
farmhouse  off  to  the  right  told  us  we  were  approaching 
Cedar  Lane  where  we  had  to  get  off.  My  mother  pulled 
the  cord  and  the  buzzer  sent  the  bus  into  a lower  gear.  We 
slowed  and  jolted  a few  times  and  finally  came  to  a dead 
stop  in  front  of  a clump  of  tall  trees  that  marked  the  en- 
trance to  Cedar  Lane.  Passengers  helped  us  off  the  bus 
and  handed  down  some  of  the  shopping  bags  through  the 
rear  door. 

The  problem  now  was  to  get  all  the  shopping  bags 
home.  Mrs  Gruber  and  my  mother  always  had  contingen- 
cy plans  for  this  leg  of  the  journey.  There  was  a nursery 
stand  at  the  junction  of  Cedar  Lane  and  Linden  Boulevard 
where  excess  shopping  could  be  stored  and  later  retrieved. 
To  facilitate  the  cooperation  of  the  owner,  my  mother  de- 
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cided  to  buy  an  Easter  lily.  As  she  was  discussing  the 
price,  I saw  a woman  walking  towards  us  up  Cedar  Lane. 
From  her  dress,  I knew  that  it  was  one  of  the  Dolan  sisters 
who  lived  on  their  family  farm  a short  distance  away.  The 
three  Dolan  sisters  were  eccentric,  and  dressed  in  the 
mode  of  the  1920’s.  Their  farm  had  been  idle  for  years, 
and  a large  faded  sign  painted  on  the  gray  clapboard  of  the 
house,  reading.  Farm  for  Sale,  was  a poignant  reminder  of 
their  plight.  They  rented  their  barns  to  horse  owners,  and 
this  plus  other  meager  sources  of  income  helped  them  eke 
out  a living. 

Further  on  down  Cedar  Lane  and  beyond  its  westerly 
bend,  Herman  Brockmann  and  his  family  successfully 
farmed  over  fifty  acres,  and  Mr  Van  Syse’s  cows  produced 
Cedar  Lane  milk  which  was  sold  at  the  market.  However, 
the  three  spinster  Dolan  sisters  didn’t  have  the  skills  to 
farm  their  land  which  had  yet  to  become  valuable  for  de- 
velopment. They  were  religious  women,  and  two  of  them 
attended  church  every  day.  Estelle  Dolan,  who  slowly 
made  her  way  up  the  hill,  was  heavily  made  up  with  rouge 
and  lipstick,  and  wore  a black  hat  with  a black  “chicken 
wire”  veil.  Although  she  represented  salvation  since  she 
could  help  us  carry  the  extra  shopping  bags  home,  I feared 
that  she  would  delay  us  since  my  mother  and  she  hadn’t 


spoken  in  a long  time.  But  fortunately,  Estelle  was  on  her 
way  to  church  for  a Holy  Week  service  and  couldn’t  spend 
too  much  time  talking.  The  extra  pair  of  arms  obviated 
our  need  for  the  nursery  stall  and  for  buying  the  quid  pro 
quo  potted  lily.  I breathed  a sigh  of  relief  since  I had  al- 
ready been  fingered  to  carry  the  lily,  a fate  worse  than 
death  for  an  eight-year-old  boy,  especially  if  he  met  his 
friends. 

My  mother  stood  firm  in  her  refusal  to  give  me  another 
chocolate  Easter  egg  despite  my  badgering.  However,  af- 
ter we  crossed  the  nearby  Sunrise  Highway,  Mrs  Gruber 
paused,  and  while  motioning  to  me  to  stop,  told  my  mother 
and  Estelle  Dolan  to  go  on  ahead  while  she  adjusted  the 
contents  of  her  bags.  With  my  mother  several  paces  in 
front,  she  dug  down  into  one  of  her  shopping  bags  and 
surreptitiously  produced  two  kosher  chocolates.  She 
sealed  our  conspiracy  with  a wink  and  a smile  and  whis- 
pered that  I should  dawdle  behind,  hoping  that  my  mother 
wouldn’t  notice  my  moving  jaws.  As  we  entered  Tudor 
Village,  the  conversation  turned  to  health,  Mr  Greenberg 
and  diets.  Estelle  Dolan’s  view  that  a healthy  diet  consist- 
ed of  meat,  eggs  and  dairy  products  was  no  doubt  shaped 
by  her  life  on  the  farm.  However,  it  did  not  go  over  well 
with  Mrs  Gruber.  But  that  is  another  story. 
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HISTORY 


Henry  Keller,  MD,  of  New  York  and  the  Alyn  Hospital  in 

Jerusalem 

Myer  Makin,  md,  Simon  T.  Winter,  md^ 


Although  early  hospitals  were  mostly  of  ecclesiastic  origin, 
many  later  hospitals  owe  their  founding  to  the  impetus 
and  devotion  of  individual  public-minded  physicians.' 
Among  the  latter  is  the  Hospital  for  Sick  Children  in 
Great  Ormond  Street,  founded  in  London  in  1852,  which 
resulted  from  the  labors  of  Dr  Charles  West.^  Similarly, 
the  renowned  orthopedic  hospital  at  Oswestry  in  England 
was  opened  in  1900  through  the  efforts  of  the  pioneer  or- 
thopedic surgeon.  Sir  Robert  Jones,  and  his  eminent  head 
nurse.  Dame  Agnes  Hunt,  after  both  of  whom  the  hospital 
is  now  named. ^ 

Henry  Keller,  MD,  was  one  of  the  first  orthopedic  sur- 
geons in  New  York  City.  He  contributed  significantly  to 
his  specialty  in  both  academic  and  clinical  fields.  Outside 
of  medicine,  his  interests  were  numerous.  In  1932,  he  was 
instrumental  in  the  establishment  of  services  for  crippled 
children  in  Jerusalem,  Israel.  In  1936,  when  there  was  not 
one  orthopedic  department  in  the  whole  of  Palestine,  Kel- 
ler was  the  guiding  force  behind  the  opening  of  the  Alyn 
Hospital,  the  first  children’s  orthopedic  hospital  in  the 
country. 

The  Setting 

The  historical  pull  of  their  original  homeland  on  the 
Jewish  people  is  well  known.  Ever  since  their  dispersion 
from  the  Holy  Land,  an  intermittent  stream  of  Jews  had 
returned  there,  some  to  live  and  some  to  die.  After  the 
creation  of  the  Zionist  movement  at  the  end  of  the  19th 
century,  the  return  flow  of  Jews  to  Palestine  slowly  began 
to  increase. 

When  the  first  World  War  broke  out  in  1914,  Palestine 
had  been  in  the  hands  of  the  Turks  for  nearly  four  centu- 
ries, and  poverty,  illness,  and  malnutrition  were  prevalent. 
During  the  war,  conditions  so  deteriorated  that  the  popu- 
lation slowly  decreased  by  half.  The  common  illnesses  of 
neglect,  typhus,  typhoid,  and  cholera  were  frequent,  and 
trachoma  was  prevalent.  There  was  little  to  hold  the  Jew- 
ish population  in  Jerusalem,  so  that  by  1916  there  re- 
mained only  half  of  the  original  population  of  50,000. 

After  the  outbreak  of  war,  communications  became 
more  difficult  but  were  still  possible  between  Turkey  and 
the  United  States,  which  remained  neutral  until  1917.  In 

From  Alyn  Hospital  and  Hadassah  University  Hospital,  Jerusalem,  Israel  (Dr 
Winter),  and  Alyn  Hospital  and  Technion-Faculty  of  Medicine,  Haifa,  Israel  (Pro- 
fessor Makin). 

Address  correspondence  to  Professor  Makin,  FRCS,  Medical  Director,  Alyn 
Hospital,  PO  Box  91 17,  Jerusalem  91090,  Israel. 

^ Dr  Winter  died  October  14.  1989. 


1915,  medicines  and  food  were  sent  by  merchant  ship 
from  the  US  to  the  Jewish  population  of  Jerusalem,  but 
the  future  still  looked  grim. 

In  November  1917,  however,  the  British  government 
issued  the  Balfour  Declaration.  This  gave  hope  of  early 
resettlement  by  Jews  in  Palestine,  a hope  reinforced  by  the 
capture  of  Jerusalem  by  the  British  general  Edmund  Al- 
lenby  a month  later.  This  was  the  background  to  the  en- 
trance of  Dr  Henry  Keller  on  to  the  scene  in  1918. 

Early  Life  and  Education 

Henry  Keller  was  born  in  1 877  in  Cracow,  then  in  Aus- 
tro-Hungary  but  now  in  Poland.  In  1893,  at  the  age  of  16 
years,  after  a brief  sojourn  in  London,  he  moved  with  his 
parents  to  New  York.^  There  he  attended  a theological 
seminary  and  then  Senftner’s  Preparatory  SchooT’^  be- 
fore enrolling,  in  1898,  at  the  School  of  Medicine  of  New 
York  University,  then  known  as  the  University  and  Belle- 
vue Hospital  Medical  College. In  1903,  he  graduated 
with  the  degree  of  MD  and  received  a license  to  practice 
medicine  in  New  York  State. 

Dr  Keller’s  postgraduate  training  included  posts  in  or- 
thopedic surgery  at  the  Roosevelt  Hospital  at  the  New 
York  Post-Graduate  Medical  School  in  1909-1910,  and 
then  at  the  New  York  Polyclinic  Hospital.*  Further  ortho- 
pedic experience  was  gathered  by  visits  to  London,  Berlin, 
and  Vienna.*  On  his  return  he  opened  a private  office  on 
West  1 10th  Street  in  New  York,  and  held  posts  as  attend- 
ing surgeon  at  the  New  York  Polyclinic  Hospital,  the  Uni- 
versity and  Bellevue  Dispensary,  Roosevelt  Hospital,  and 
Harlem  Dispensary.^ 

First  Trip  to  Palestine 

In  June  1916,  during  the  first  World  War,  but  ten 
months  before  the  United  States  declared  war  on  Germa- 
ny, an  appeal  from  the  Zionist  Head  Office  in  Copenha- 
gen reached  the  Women’s  Zionist  Organization  of  Ameri- 
ca, asking  for  medical  aid  to  be  sent  urgently  to  Palestine.^ 
There,  we  know,  the  population  was  suffering  from  a criti- 
cal and  deteriorating  breakdown  of  the  already  meager 
medical  services. While  epidemics  of  acute  infectious 
disease  prevailed  and  malnutrition  was  rife,  hospitals  had 
either  closed  or  reduced  their  services.  Most  of  the  Jewish 
doctors  had  been  trained  in  Czarist  Russia.  The  majority 
of  the  variegated  group  of  local  physicians  were  either  re- 
cruited into  the  Ottoman  Army  or  expelled  as  enemy 
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FIGURE  1.  Dr  Henry  Keller. 


aliens.  An  American  Zionist  Medical  Unit  (AZMU)  was 
therefore  planned  in  order  to  alleviate  this  situation. 

Keller  volunteered  and  was  appointed  orthopedic  sur- 
geon to  this  unit;  no  other  surgeons  joined.  The  staff  for 
the  unit  was  quickly  organized,  but  wartime  formalities 
and  restrictions  on  travel  led  to  considerable  delay  in  its 
departure.  After  America  entered  the  war,  in  April  1917, 
and  with  the  sailing  of  massive  American  military  contin- 
gents to  Europe,  permission  was  granted  for  the  unit  to  go 
to  Palestine.  In  1918,  the  AZMU,  with  equipment  and 
stores,  sailed  from  New  York  in  a naval  convoy  carrying 
30,000  American  troops  to  Britain.^  After  arrival  there 
they  had  to  travel  over  land  via  France  and  Italy  to  reach 
Alexandria  in  Egypt.  They  arrived  in  Palestine  on  August 
18,  1918,  where  the  AZMU  unit  was  brought  under  Brit- 
ish Army  command.'' 

The  AZMU  was  a strictly  professional  team  of  44 
members.  There  were  1 1 specialist  doctors,  20  nurses,  a 
dentist,  a pharmacist,  sanitary  engineers,  and  laboratory 
staff.  It  soon  became  fully  active.  Allenby’s  offensive  to 
capture  the  north  was  underway,  and  at  the  clearing  sta- 
tion set  up  in  Tel  Aviv,  casualties  were  treated  by  the 
AZMU  staff.  Keller  also  conducted  regular  orthopedic 
clinics  in  Jaffa. 

After  hostilities  ended  in  November  1918,  the  AZMU 
team  was  kept  busy  dealing  with  civilian  diseases.  There 
were  acute  outbreaks  of  cholera,  typhoid,  typhus,  plague, 
and  relapsing  fever,  together  with  the  endemic  problems 


of  tuberculosis,  malaria,  trachoma,  and  severe  malnutri- 
tion. The  abandoned  buildings  of  the  Rothschild  Hospital 
in  Jerusalem  were  turned  over  to  the  AZMU  and  were 
rapidly  put  back  into  service.'^  Smaller  units  became  ac- 
tive, dealing  with  epidemics  in  Safed,  Tiberias,  and  Jaffa, 
with  clinics  and  small  local  hospitals  being  set  up  in  these 
towns.  These  modest  beginnings,  including  the  opening  of 
a nursing  school  in  Jerusalem,  were  the  precursors  of  the 
Hadassah  Medical  Organization,  with  its  later  interna- 
tionally recognized  network  of  clinical,  preventive,  teach- 
ing, and  research  institutions. 

Return  to  New  York 

Keller  served  with  the  AZMU  until  1919  and  then  re- 
turned to  New  York.  He  was  appointed  to  the  staff  of  the 
Neurological  and  Community  Hospital,  the  West  Side 
Hospital,  the  Rehabilitation  Institute  and  General  Hospi- 
tals, and  a number  of  institutions  for  elderly  citizens. 
However,  his  zeal  and  his  sense  of  personal  involvement  in 
Palestine  had  been  kindled  by  his  war  service  and  re- 
mained deep  within  him.  He  never  forgot  those  experi- 
ences that  contributed  to  his  resolve  ultimately  to  settle 
there. 

Keller  was  active  in  academic  fields,  as  well  as  being  a 
prolific  writer  and  a member  of  the  American  Medical 
Editors  and  Writers’  Association.  Academic  recognition 
was  accorded  by  the  New  York  University  School  of 
Medicine  with  his  appointment  as  Instructor  and,  from 
1929,  Clinical  Professor  of  Orthopedic  Surgery.*  Ac- 
knowledged as  an  effective  lecturer,  he  was  a member  of 
both  the  American  and  British  Associations  for  the  Ad- 
vancement of  Science.^ 

More  than  40  publications  demonstrate  the  breadth  of 
his  involvement  both  in  orthopedics  and  in  other  aspects  of 
disease.  His  basic  investigations  related  to  epiphyseal  ossi- 
fication and  the  influence  of  climate  on  this  process. 

His  clinical  observations  were  exemplified  by  publications 
on  the  complications  of  tabes  dorsalis'^  and  typhoid  fe- 
ver,'* injuries  of  the  acetabulum,'^  skeletal  deformities  re- 
lated to  the  muscular  system,^®  primary  vertebral  involve- 
ment in  adolescent  rickets,^'  and  mobility  of  the  human 
spine. At  the  time  of  their  publication,  his  papers  on  the 
psychological  aspects  of  orthopedics  were  innovative;  he 
stressed  the  need  to  evaluate  the  patient’s  mental  state  as 
well  as  the  physical. 


FIGURE  2.  The  American  Medical  Zionist  Unit  in  Palestine  in  1918.  Dr 
Keller,  left,  back  row. 
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His  articles  also  dealt  with  techniques  in  orthopedic  di- 
agnosis and  treatment.  Keller  addressed  such  subjects  as 
arthrography, a device  for  overcoming  knee  contrac- 
tures,and  laboratory  tests  in  surgical  tuberculosis. 

Keller  also  concerned  himself  with  organizational  mat- 
ters such  as  contract  practice,^’  the  medical  aspects  of  a 
five-day  work  week,^^  and  pay  night  hospital  clinics  in 
New  York,  which  were  then  being  contemplated.^ 

Commitment  to  Judaism 

The  involvement  of  Henry  Keller  was  far-reaching,  as 
he  was  clearly  a ready  “joiner.”^’’  He  was  a member  of 
many  medical  societies,  including  the  Medical  Society  of 
the  State  of  New  York,  the  New  York  County  Medical 
Society,  the  Medical  Association  of  New  York,  the  East- 
ern Medical  Society,  Harlem  and  New  York  Physicians’ 
Association,  Yorkville  Medical  Association,  Physicians 
Square  Club  of  Greater  New  York,  New  York  Academy 
of  Medicine,  and  the  Riverside  Medical  Society. 

As  an  orthodox  Jew,  Keller  was  active  in  the  religious 
Mizrachi  Zionist  Movement.  He  was  a founder  and  first 
president  of  both  the  Jewish  Academy  of  Arts  and  Sci- 
ences and  the  Hebrew  Speaking  Medical  Society. 

History  was  clearly  a major  field  for  his  scholarly  mind, 
and  Keller  was  a member  of  the  History  of  Science  Soci- 
ety. This  may  have  accounted  for  his  frequent  quotation  of 
the  Old  Testament  phrase  (Ecclesiastes  i,  ),  “there  is  no 
new  thing  under  the  sun.”  He  studied  medieval  personal- 
ities including  Maimonides  (“Rambam”),  1135-1204, 
the  medical  and  religious  author  and  court  physician  to 
Saladin  in  Cairo,  for  whom,  in  1198,  Maimonides  com- 
posed a “Guide  to  Good  Health”;  and  Judah  Halevi 
(1805-1 140),  the  philosopher-poet  and  physician  in  Tole- 
do, Spain,  apparently  in  the  services  of  the  king  and  his 
nobles.  These  studies  led  him  to  publish  biographical  es- 
says on  these  historical  personalities.^^ 

In  Boston,  in  1931,  Keller  published  Modern  Hebrew 
Orthopedic  Terminology  and  Jewish  Medical  Essays?^ 
This  book  was  published  during  a period  of  rapid  expan- 
sion of  the  Hebrew  language.  Over  thousands  of  years  He- 
brew had  adapted  and  changed,  yet  many  aspects  of  mod- 
ern scientific  experience  and  development  could  not  be 
adequately  covered  without  verbal  innovations.  The  ac- 
ceptance or  rejection  of  such  new  words  had  been  put  on  a 
systematic  basis  through  the  pioneering  efforts  of  Eliezer 
Ben  Yehuda  and  the  National  Language  Academy.  Kel- 
ler’s book  proposed  original  Hebrew  nomenclature  to 
meet  the  needs  of  orthopedic  surgery.  His  proposals  were 
based  on  Biblical  and  Talmudic  sources  and  met  ready 
acceptance. 

Settling  in  Jerusalem 

Henry  Keller,  as  a consultant  to  the  Hadassah  Hospi- 
tal, visited  Jerusalem  on  several  occasions  after  World 
War  I.^  He  treated  the  sick  and  undertook  clinical  investi- 
gations.^^ During  these  visits  he  noted  with  concern  the 
number  of  children  with  inadequately  treated  crippling 
conditions  in  all  sectors  of  the  population — Jews,  Mos- 
lems, and  Christians.  Cases  of  skeletal  tuberculosis  were 
common,  and  specific  treatment  was  then  not  available.^'* 

Malnutrition  was  possibly  the  basis  of  the  high  inci- 
dence of  osteomyelitis,  a major  problem  prior  to  the  intro- 


duction of  chemotherapy.  The  incidence  of  poliomyelitis 
was  high,  as  it  was  in  the  surrounding  Arab  countries. 
Congenital  malformations  received  little  attention. 

Keller  made  his  home  in  Jerusalem  in  1932.  Neverthe- 
less, he  continued  to  spend  part  of  each  year  in  New  York, 
where  he  maintained  his  private  orthopedic  practice.  In 
the  downtown  area  of  Jerusalem,  he  opened  a private  or- 
thopedic office  and  also  a clinic  for  handicapped  children. 
This  “mini-clinic”  expanded  rapidly.  Poor  children  were 
charged  no  fee,  and  he  himself  paid  out  of  his  own  pocket 
for  medical  appliances  and  drugs  for  many  children.  He 
rapidly  became  well  known  in  Jerusalem  because  of  his 
experience  and  achievements. 

It  became  clear  to  Keller  that  the  total  problem  of  the 
care  of  the  crippled  child  required  a communal  approach. 
He  was  concerned  by  the  lack  of  facilities  for  such  chil- 
dren and  dedicated  his  skills  to  providing  the  children  with 
both  medical  care  and  education.  None  of  the  Jerusalem 
hospitals  provided  long  term  facilities  for  children  with 
musculoskeletal  diseases.  In  the  western  world,  the  1930s 
was  a period  of  rapid  and  extensive  progress  in  orthope- 
dics, but  these  new  techniques  could  not  be  introduced  in 
Palestine  because  no  hospital  had  suitable  facilities.  Care 
within  the  family  was  usually  quite  inadequate  because  of 
poor  living  conditions. 

The  possibility  of  opening  an  orthopedic  department  in 
one  of  the  country’s  hospitals  was  denied  him,  so  in  1935 
Keller  took  the  initiative  to  found  the  Society  for  Crippled 
Children  of  Palestine,  its  Hebrew  title  being  “Agudat  Le- 
maan  Yeladim  Nehim,”  the  initials  of  which  made  up  the 
name  ALYN.  From  its  initiation,  this  society  was  nonsec- 
tarian and  nonprofit-making.  Early  members  included  the 
High  Commissioner  for  Palestine,  Sir  Arthur  Wauchope; 
Mustafa  Bey  Khalid,  the  Arab  mayor  of  Jerusalem;  Dan- 
iel Auster,  the  Jewish  deputy  mayor;  British  Mandatory 
officials;  Moslem  physicians;  Christian  church  leaders; 
the  US  consul  general;  the  Vester  family  from  the  Jerusa- 
lem American  Colony;  and  many  active  volunteers  from 
the  growing  Jewish  community  of  Jerusalem. An  ex- 
tra apartment  on  the  roof  of  the  building  where  Keller 
practiced  and  lived  was  adapted  with  facilities  for  the  hos- 
pitalization of  12  children,  and  rapidly  expanded  to  pro- 
vide for  1 8 chilc'.ren  in  the  same  modest  surroundings.  Kel- 
ler paid  the  rent  and  the  electricity  and  provided  his  medi- 
cal services  free.  The  needs  of  the  country  eventually  led  to 
the  opening  of  outpatient  clinics  in  Tel  Aviv  and  Haifa. 

Half  of  the  children  hospitalized  in  Jerusalem  were  Ar- 
abs, including  many  from  smaller  towns  and  villages.  Oth- 
er patients  came  from  distant  Moslem  countries,  includ- 
ing Syria,  Trans-Jordan,  Libya,  Egypt,  and  Persia. 

Income  for  the  society  was  provided  through  donations 
and  the  proceeds  of  social  functions,  including  garden  par- 
ties, dances,  and  concerts. On  the  inception  of  the  soci- 
ety, the  High  Commissioner  Sir  Arthur  Wauchope  was 
elected  patron.  The  manager  of  the  Barclays  Bank  in  Pal- 
estine, Mr  A.  P.  S.  Clark,  became  president  and  turned 
out  to  be  an  excellent  fund  raiser  among  wealthy  Arabs 
and  Jews. 

Despite  severe  restrictions  of  space,  growing  demands 
led  to  the  expansion  to  38  beds.  Clearly  the  hospital  had 
reached  the  bursting  point.  In  1937,  Keller  was  joined  by 
Edgar  Heilbronner,  an  experienced  orthopedic  surgeon 
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who  had  recently  left  Nazi  Germany  for  Palestine.  Fol- 
lowing his  service  in  the  German  Army  during  the  first 
World  War,  he  had  gained  further  orthopedic  experience 
in  Munich,  Frankfurt,  and  Stuttgart. 

Henry  Keller  suffered  a cerebrovascular  accident  in 
1939.  A further  stroke  in  1942  led  to  his  confinement  to  a 
wheelchair,  but  he  continued  to  direct  the  hospital.  He 
worked  until  a few  days  before  his  death  on  November  22, 
1944,  at  the  age  of  67  years,  and  was  buried  in  Jerusalem 
on  the  Mount  of  Olives. 

Alyn’s  Further  Development 

After  Keller’s  death,  Edgar  Heilbronner  took  over  the 
direction  of  the  hospital  and  continued  to  develop  services 
for  crippled  children.  An  x-ray  unit  was  installed,  and 
school  classes  and  rehabilitation  facilities  were  expanded. 
Yet,  despite  the  almost  intolerable  problem  of  accommo- 
dation, the  need  for  further  beds  constantly  increased. 

The  Society  for  Crippled  Children  had  some  almost  pu- 
ritanical conventions.  From  the  start,  it  imposed  the  rule 
that  administrative  costs  be  limited  to  5%  of  income.  This, 
while  limiting  expense,  meant  that  money  could  not  be 
invested  for  any  public  relations  activities  that  would  aid 
the  raising  of  further  money  to  cover  expenses.  The  Soci- 
ety was  always  in  financial  difficulties.  Another  of  the 
original  rules  was  that  children  should  only  be  admitted 
whose  physical  condition  would  improve  with  treat- 
ment. 

With  the  outbreak  of  the  War  of  Independence  in  1 948, 
Alyn  underwent  a crisis.  Children  who  were  sufficiently 
fit  were  sent  to  their  homes,  but  there  remained  a core  of 
Jewish  and  Arab  children  who  could  not  be  dis- 
charged.^^ 

During  the  summer  of  1949,  an  epidemic  of  poliomyeli- 
tis erupted,  with  128  new  cases  during  that  year;  in  1950 
there  were  more  than  1,600  new  cases,  and  917  during 
1951.  Ninety  percent  of  the  patients  were  under  the  age  of 
four  years.  A total  of  more  than  4,000  cases  was  reported 
between  1949  and  May  1954.'“*  Patients  were  kept  in  pedi- 
atric wards  in  general  hospitals  for  about  three  weeks  and 
then  discharged  home.  Because  of  the  large  number  of 
survivors  with  residual  paralysis,  the  need  for  rehabilita- 
tion and  orthopedic  services,  paramedical  care,  and  clinics 
became  tremendous.  The  epidemic  burnt  itself  out  follow- 
ing the  exposure  of  most  of  the  population  to  the  virus  and 
the  introduction  of  the  Salk  and  Sabin  vaccines. 

As  the  sole  hospital  for  crippled  children  in  Israel,  Alyn 
was  expected  to  cope.  Larger  premises  were  sought  as  a 
top  priority.  In  Katamon,  on  the  boundary  of  Western  Je- 
rusalem, was  the  neglected  and  vacant  Greek  Monastery 
of  San  Simon,  over  300  years  old  and  reputed  to  stand  on 
the  site  of  the  house  and  tomb  of  the  Elder,  Simeon. It 
was  a picturesque  building  among  old  cypress  trees,  pines, 
and  catacombs.  The  Greek  Orthodox  Church  willingly 
rented  the  large  rambling  building  to  Alyn  for  a children’s 
rehabilitation  hospital  although,  in  the  long  term,  it  was 
clearly  unsuitable.  The  building  comprised  small  rooms, 
winding  staircases,  and  narrow  corridors.  However,  it  was 
the  only  building  available,  it  was  a start,  and  Alyn  moved 
there  in  1950. 

By  1 957,  1 00  children  were  living  in  San  Simon  for  long 
term  residential  rehabilitation.  Close  connections  were 


FIGURE  3.  The  old  Alyn  Hospital  in  San  Simon,  Katamon. 

developed  with  the  academic  Orthopedic  Department  of 
the  Hadassah  University  Hospital,  where  major  surgery 
was  performed  on  selected  Alyn  patients.  A brace  shop 
was  created  jointly  between  the  Alyn  and  Hadassah  hospi- 
tals. Continual  developments  in  special  education,  para- 
medical services,  social  work,  and  psychological  units  cre- 
ated demands  for  more  work  and  recreation  space.  It  was 
realized  that  the  old  building  at  San  Simon  could  no  long- 
er adequately  serve  the  children  as  a hospital,  particularly 
with  so  many  wheelchair  cases. 

Alyn  Today— A Living  Memorial  To 
Henry  Keller 

A specially  built  hospital  and  school  were  needed,  and 
plans  were  drawn  up.  The  Jerusalem  Municipality  donat- 
ed a plot  of  about  four  acres  in  Kiryat  Yovel,  not  far  from 
the  Hadassah  Hospital,  with  a magnificent  view  overlook- 
ing the  village  of  Ein  Karem  (Luke  i:39).  A new  building 
was  designed  based  on  the  principle  that  all  four  wards, 
plus  treatment  and  education  facilities,  including  an  in- 
door pool,  were  to  be  on  a single  floor  to  enable  the  easy 
movement  of  children  on  crutches,  wheelchairs,  or  trol- 
leys. 

There  was  a splendid  worldwide  response  to  a fundrais- 
ing campaign,  championed  by  Malcolm  Woldenberg  of 
New  Orleans,  Louisiana,  and  the  new  building  was 
opened  in  1971.  It  provided  improved  care,  freedom  of 
movement  for  the  children,  and  convenience.  A variety  of 
outpatient  consultation  and  treatment  clinics  were  opened 
for  children  from  all  over  the  country.  There  has  been  a 
marked  change  in  the  pattern  of  disabling  disease  among 
the  children  hospitalized  at  Alyn.  The  survivors  of  the  po- 
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FIGURE  4.  The  new  Alyn  Hospital  opened  in  1971  in  Jerusaiem. 

liomyelitis  epidemics  of  the  1950s  left  Alyn  to  return  to 
their  homes  or  to  modified  special  apartments  for  inde- 
pendent living.  In  their  place,  the  93  beds  are  occupied  by 
children  and  adolescents  up  to  the  age  of  18  years  with 
severe  musculoskeletal  disorders  such  as  osteogenesis  im- 
perfecta, arthrogryposis,  spina  bifida,  muscular  dystro- 
phies, and  spinal  muscular  atrophy.  The  unique  treatment 
and  residential  facilities  available  are  essential  for  chil- 
dren with  such  conditions. 

Both  Arabs  and  Jews  attend  the  hospital,  and  at  present 
about  15%  of  the  hospital  population  is  Arab.  This  pre- 
sents unique  difficulties.  Long  term  hospitalization  of 
young  Arab  children  may  lead  them  to  forget  Arabic  and 
speak  only  Hebrew.  It  becomes  easy  for  an  Arab  child  to 
turn  into  a “Jewish”  child  when  he  or  she  forgets  his  Ara- 
bic, speaks  Hebrew,  and  lives  in  a Jewish  environment. 
After  three  to  six  months  of  hospitalization,  such  patients 
may  refuse  to  converse  with  their  parents.  Such  problems 
are  prevented  by  continuous  Arabic  studies  and  conversa- 
tion, and  frequent  visits  to  family  surroundings,  even  if 
this  is  difficult  and  expensive. 

Today,  Alyn  occupies  a position  of  merit  within  the 
medical  horizon  of  Israel.  As  the  only  children’s  orthope- 
dic hospital  in  the  country,  it  is  the  best  tribute  to  the 
memory  of  Dr  Henry  Keller,  the  American  surgeon  who 
founded  it.  Truly  the  children  of  Israel  have  much  cause  to 
be  grateful  for  the  life  and  work  of  Henry  Keller. 
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CASE  REPORTS 


Para-endocrine  hypercalcemia  and  ovarian  small  cell 

carcinoma 


John  H.  Malfetano,  md;  Edward  Degnan,  md;  Rudolfo  Florentin,  md 


Small  cell  carcinoma  of  the  ovary,  often 
associated  with  hypercalcemia,  was  de- 
scribed in  1982  by  Dickersin  et  al.' 
Since  this  original  description  of  14 
cases,  an  additional  1 1 have  been  re- 
ported.^ Currently,  there  is  an  ongo- 
ing review  of  80  cases  of  small  cell  car- 
cinoma, which  one  hopes  will  be 
reported  on  in  the  future.^ 

The  majority  of  patients  are  in  their 
second  or  third  decade  of  life  and  often 
present  with  asymptomatic  hypercalce- 
mia and  a unilateral  adnexal  mass.  This 
disease  is  aggressive  and  usually  fatal 
within  15  months  of  diagnosis  despite 
therapy.  The  occurrence  of  this  ovarian 
neoplasm  must  be  considered  when 
dealing  with  hypercalcemia  that  has  no 
other  known  etiology.  This  report  de- 
tails the  clinical  course  of  the  youngest 
known  reported  patient  with  ovarian 
small  cell  carcinoma,  and  the  natural 
history  of  the  disease  after  surgical  re- 
moval of  the  lesion,  since  no  additional 
therapy  was  administered. 

Case  Report 

A nine-year-old  girl  was  initially  seen  by 
her  pediatrician  for  evaluation  of  progres- 
sive lethargy,  malaise,  poor  appetite,  and  a 
12-pound  weight  loss  spanning  two  weeks. 
Laboratory  data  revealed  a calcium  level  of 
15.4  mg/dL,  and  the  patient  was  admitted 
to  the  hospital  for  diagnosis  and  treatment. 

Physical  examination  revealed  mild  gen- 
eralized abdominal  tenderness  with  no 
masses  initially  detected.  Results  of  labora- 
tory studies  performed  on  admission  were  as 
follows:  calcium,  17.2  mg/dL;  sodium  125 
mEq/L;  potassium,  2.8  mEq/L;  creatinine, 
1.3  mg/dL;  blood  urea  nitrogen  (BUN),  39 
mg/dL;  uric  acid,  1 2.0  mg/dL;  and  PO4, 2.2 
mg/dL.  Initial  therapy  with  hydration, 
diuretics,  and  calcitonin  was  prescribed. 

A renal  ultrasound  was  obtained  and 
showed  an  incidental  finding  of  a large  pel- 
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vie  mass.  The  mass  measured  1 1 X 8.5  X 
7.5  cm  and  appeared  to  be  arising  from  the 
left  ovary.  A bone  scan  was  unremarkable, 
and  parathormone  levels  were  within  nor- 
mal limits.  A gynecologic  oncology  consul- 
tation was  obtained.  The  patient  underwent 
exploratory  laparotomy,  and  a left  12  X 18- 
cm  encapsulated,  ovarian  tumor  and  100  cc 
of  amber  ascitic  fluid  was  noted.  A left  sal- 
pingo-oophorectomy  and  surgical  staging 
were  performed. 

The  postoperative  course  was  unremark- 
able except  for  the  rapid  return  of  the  pa- 
tient’s calcium  to  within  normal  levels  (8.9 
mg/dL).  The  patient’s  family  refused  any 
adjuvant  treatment  despite  knowledge  of  the 
unusual  and  highly  aggressive  nature  of  this 
malignancy. 

Six  months  after  surgery,  disseminated 
recurrence  was  noted  on  computerized  axial 
tomographic  (CAT)  scan.  Metastases  were 
present  in  the  lung  parenchyma,  mediasti- 
num, paraaortic  nodes,  and  left  supraclavi- 
cular nodes.  The  serum  calcium  was  19.6 
mg/dL  at  the  time  of  the  recurrence.  The 
family  still  refused  treatment,  and  the  pa- 
tient died  eight  months  after  her  original 
surgery.  A request  for  an  autopsy  was  re- 
fused. 

The  gross  pathologic  examination  of  the 
ovary  showed  a solid,  encapsulated,  yellow, 
nodular  mass  with  focal  hemorrhagic  areas 
and  empty  cystic  spaces.  On  microscopic 
evaluation,  the  tumor  consisted  of  uniform 
cells,  with  vesicular  nuclei  arranged  in  nests 
or  trabecular  patterns.  These  cells  had  little 
cytoplasm  and  were  rounded  in  appearance. 
There  were  numerous  pseudofollicles 
present  (Fig  1).  The  tumor  was  actively  un- 
dergoing mitosis.  The  ascitic  fluid  contained 
malignant  cells;  all  other  staging  biopsies 
were  negative  for  metastatic  disease.  The 
patient  was  diagnosed  as  having  a Stage  IC 
small  cell  carcinoma  of  the  ovary. 

Discussion 

Small  cell  carcinoma  of  the  ovary  is  a 
rare  and  highly  malignant  tumor  fre- 
quently associated  with  paraendocrine 
hypercalcemia — in  70%  of  reported 
cases  when  calcium  was  measured.' 
This  patient  is  the  youngest  known  to  be 
reported.  Previous  reported  ages  have 


FIGURE  1.  Sheets  of  uniform  small  cells  ar- 
ranged in  nests  surrounding  a follicle-like  struc- 
ture with  eosinophilic  fluid  (hematoxylin-eosin 
stain;  original  magnification  X 200). 

ranged  from  12  to  35  years,  with  a me- 
dian age  of  20  years.  Presenting  symp- 
toms are  generally  nonspecific.  Rarely 
do  patients  present  with  symptomatic 
hypercalcemia  as  did  this  patient.  More 
commonly,  hypercalcemia  is  noted  on 
the  routine  admission  laboratory  data. 
Germ  cell  malignancies  are  the  most 
common  ovarian  neoplasm  seen  in  this 
young  population,  and  small  cell  carci- 
nomas must  now  be  added  to  the  list  of 
potential  malignancies,  especially  if 
there  is  associated  hypercalcemia.  The 
hypercalcemia  associated  with  this  neo- 
plasm is  relieved  by  surgery  in  two 
thirds  of  the  cases  and  becomes  elevat- 
ed with  tumor  recurrence.  This  makes 
the  serum  calcium  level  an  important 
marker  for  treatment  response  and 
identifying  potential  recurrence.  Pa- 
tients usually  experience  recurrence 
within  ten  months  and  die  from  the  dis- 
ease in  an  average  of  15  months.  Of  60 
patients  with  one  year  of  follow-up, 
only  seven  were  alive,  and  all  had  Stage 
I disease.^  This  disease  has  a propensity 
for  extensive  intra-abdominal  spread, 
retroperitoneal  spread,  and  distant  me- 
tastases. The  course  is  generally  rapid 
and  progressive  despite  therapy. 

Controversy  exists  over  the  cell  type 
of  origin  for  this  malignancy.  A germ 
cell  origin  has  been  suggested  by  Ul- 
bright  and  colleagues,^  with  the  recom- 
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mendation  that  this  tumor  be  recog- 
nized as  “poorly  differentiated  ovarian 
carcinoma  of  probable  germ  cell  type.” 
Dickersin  and  coworkers'  believe  that 
this  neoplasm  is  epithelial  in  nature. 
However,  they  were  unable  to  ascertain 
the  cell  type  of  origin  and  designated 
these  tumors  nonspecifically  as  small 
cell  carcinomas.'  In  a series  of  15  cases 
of  small  cell  carcinoma  incorporating 
histologic,  immunohistochemical  and 
electron  microscopic  investigations, 
Aquirre  et  al^  were  unable  to  evaluate 
the  cell  of  origin  of  this  neoplasm.  The 
term  “small  cell  carcinoma  of  the  ovary” 
adds  additional  confusion,  since  this 
neoplasm  is  unlike  small  cell  carcino- 
mas seen  in  other  sites.  On  histologic 
examination,  there  are  no  neurosecreto- 
ry granules,  and  consideration  of  better 
terminology  seems  appropriate. 

Multiple  treatment  regimens,  includ- 


ing radiation  therapy  and  chemothera- 
py, have  been  utilized  but  have  not  been 
successful.  Recently,  Senekjian  et  aF 
utilized  a six-  or  seven-drug  regimen 
(vinblastine,  cisplatin,  cyclophospha- 
mide, bleomycin,  doxorubicin,  etopo- 
side,  with  and/or  without  vincristine) 
in  five  patients  with  small  cell  carcino- 
ma of  the  ovary.  Three  had  no  evidence 
of  disease  after  six  courses,  and  two  had 
a partial  regression  of  their  tumor  re- 
currence. Despite  this  drug  combina- 
tion showing  some  activity  in  this  ma- 
lignancy, only  one  patient  remained  with- 
out evidence  of  disease  at  29  months.^ 
Even  though  the  patient  described 
here  refused  adjuvant  therapy,  it  ap- 
pears unlikely  that  her  prognosis  would 
have  been  altered  had  it  been  employed. 
At  the  present,  the  origin  of  this  malig- 
nancy remains  unknown,  and  there  ap- 
pears to  be  no  effective  treatment  regi- 


men even  in  early  stage  disease. 
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The  nonsteroidal  antiestrogen  agent  ta- 
moxifen is  commonly  employed  in  the 
treatment  of  breast  cancer.'  Patients 
whose  tumors  are  both  estrogen-  and 
progesterone-receptor  positive  have  a 
response  rate  of  almost  80%,  whereas 
only  a 5%  response  rate  is  seen  in  pa- 
tients with  negative  receptor  status.  Ta- 
moxifen has  been  associated  with  only 
minimal  side  effects;  these  include  nau- 
sea, vomiting,  hot  flushes,  and  visual 
disturbances.  Vaginal  bleeding  may 
also  result  from  tamoxifen’s  stimula- 
tory effect  on  the  endometrium  of  post- 
menopausal women.  Endometrial  can- 
cer has  been  reported  in  three  patients 
receiving  tamoxifen. We  report  here 
five  additional  cases  in  which  endome- 
trial cancer  developed  in  postmeno- 
pausal patients  with  breast  cancer  who 
were  treated  with  tamoxifen,  suggest- 
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ing  a possible  causal  relationship. 
Case  Report 

Case  1.  A single,  nulliparous,  hyperten- 
sive, 65-year-old  woman  underwent  a right 
modified  radical  mastectomy  in  February 
1978  for  adenocarcinoma.  Approximately 
one  year  later,  an  asymptomatic  nodular 
density  was  noted  in  the  right  lower  lobe  of 
her  lung  on  a chest  film.  A needle  aspiration 
biopsy  showed  clusters  of  atypical  cells.  Fur- 
ther tests  to  identify  metastases  were  nega- 
tive, and  the  patient  was  placed  on  tamoxi- 
fen, 10  mg  twice  a day,  in  January  1979.  A 
chest  radiograph  in  March  1979  revealed  a 
complete  disappearance  of  the  nodule,  and 
the  patient  was  maintained  on  the  tamoxifen 
regimen  for  almost  eight  years  with  no  evi- 
dence of  recurrent  carcinoma. 

In  October  1986,  at  the  age  of  73,  vaginal 
bleeding  led  to  a dilation  and  curettage  pro- 
cedure. The  endometrial  scrapings  showed 
an  infiltrating  adenocarcinoma  with  focal 
areas  of  squamous  differentiation.  Histoim- 
munologic  analysis  for  estrogen  receptors 
was  negative.  A total  abdominal  hysterecto- 
my with  bilateral  salpingo-oophorectomy 
was  performed  six  weeks  after  radiation  was 
administered  with  an  implant.  Residual  in- 
filtrating endometrial  adenocarcinoma  in- 


volving half  of  the  myometrial  wall  was 
found. 

Case  2.  A single,  nulliparous,  obese 
woman  who  had  diabetes  and  hypertension 
underwent  a right  modified  radical  mastec- 
tomy at  the  age  of  53  in  January  1 967.  Elev- 
en of  46  lymph  nodes  were  positive  for  tumor 
at  the  time.  Twelve  years  later,  in  June 
1979,  at  the  age  of  65,  low  back  pain  radiat- 
ing down  the  left  thigh  was  noted.  Radio- 
graphic  studies  revealed  blastic  metastases 
to  the  L3  lumbar  vertebra,  and  the  patient 
was  started  on  tamoxifen,  10  mg  orally, 
twice  a day.  Within  one  month  the  pain  dis- 
appeared entirely.  Four  and  a half  years  lat- 
er, at  the  age  of  70,  while  the  patient  was  still 
taking  tamoxifen,  vaginal  bleeding  led  to  a 
diagnosis  of  endometrial  adenocarcinoma. 
The  patient  had  a radiation  implant  fol- 
lowed by  a hysterectomy  in  November  1983. 
Pathologic  studies  revealed  well-differenti- 
ated adenocarcinoma. 

The  patient  was  continued  on  tamoxifen 
until  a recurrence  of  pain  at  L3  radiating 
down  both  legs  was  noted  in  October  1986. 
At  that  time,  megestrol  acetate,  40  mg  oral- 
ly four  times  a day,  was  substituted  for  ta- 
moxifen, and  the  pain  disappeared  entirely 
within  one  month.  She  continues  to  do  well 
on  this  medication. 

Case  3.  An  80-year-old  woman  who  had 
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two  children  underwent  a hysterectomy  in 
October  1987  for  well-differentiated  adeno- 
carcinoma of  the  endometrium.  The  patho- 
logic description  included  cystic  hyperpla- 
sia, squamous  metaplasia,  and  marked 
glandular  atypia  as  well.  Eight  years  previ- 
ously, the  patient  had  undergone  bilateral 
mastectomies  for  breast  carcinoma,  and  she 
had  received  tamoxifen,  10  mg  twice  a day, 
which  she  continued  to  take  until  June  1 987. 

Case  4.  An  80-year-old  married,  nulli- 
parous  woman  had  undergone  a modified 
radical  mastectomy  in  1980  and  had  been 
placed  on  tamoxifen  therapy.  Nearly  eight 
years  later,  a hysterectomy  revealed  endo- 
metrial carcinoma. 

Case  5.  A 72-year-old  woman  who  had 
two  children  had  undergone  a right  modified 
radical  mastectomy  in  1971  and  a left  modi- 
fied radical  mastectomy  in  1983.  She  was 
placed  on  tamoxifen  after  the  second  opera- 
tion; the  medication  was  continued  for  more 
than  four  years,  when  a hysterectomy  re- 
vealed endometrial  carcinoma. 

Discussion 

This  report  describes  five  postmeno- 
pausal women  with  breast  carcinoma  in 
whom  endometrial  carcinoma  devel- 
oped while  they  were  taking  tamoxifen. 
Three  other  cases  of  endometrial  can- 
cer that  developed  in  women  treated 
with  tamoxifen  for  metastatic  breast 
cancer  have  recently  been  reported. 

In  those  cases,  endometrial  carcinoma 
developed  1 2,  7,  and  1 4 months  after  ta- 
moxifen was  begun,  a much  shorter  du- 
ration of  treatment  than  in  the  patients 
reported  here. 


Superior  vena  cava 


Superior  vena  cava  (SVC)  syndrome  is 
usually  caused  by  the  local  effects  of  a 
tumor  of  the  mediastinum.  The  devel- 
opment of  this  syndrome  may  be  the 
presenting  feature  of  the  tumor.  It  is 
important  to  recognize  that  other 
causes  of  the  superior  vena  cava  syn- 
drome do  exist  and  may  confuse  man- 
agement, particularly  in  patients  with 
known  malignancies. 
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Three  of  the  five  patients  reported 
here  were  nulliparous,  a well-known 
risk  factor  for  endometrial  carcinoma. 
In  addition,  patient  2 was  obese,  diabet- 
ic, and  hypertensive  as  well.  Unfortu- 
nately, none  of  the  patients  discussed 
here  had  had  endometrial  sampling  pri- 
or to  the  diagnosis  of  endometrial  carci- 
noma, As  the  length  of  time  the  patients 
were  on  tamoxifen  before  the  diagnosis 
of  endometrial  cancer  was  made  varied 
from  four  to  eight  years,  perhaps  pre- 
malignant  changes  might  have  been  de- 
tected in  time  to  reverse  the  process.  If, 
indeed,  the  premalignant  changes  were 
reversible  by  discontinuing  tamoxifen, 
a strong  case  could  be  made  that  ta- 
moxifen induces  endometrial  carcinoma. 

The  mechanism  by  which  tamoxifen 
may  induce  endometrial  carcinoma  in 
some  women  is  not  clear.  In  one  study 
of  the  endocrine  effects  of  tamoxifen  in 
postmenopausal  patients  with  breast 
cancer,  the  drug  caused  a weak  stimula- 
tory effect  on  the  endometrium  as  well 
as  “estrogenization”  of  vaginal  smears, 
indicating  an  agonistic  effect  on  these 
targets.  Simultaneously,  levels  of  circu- 
lating estrogen  did  not  increase,  sug- 
gesting the  endometrial  changes  were 
not  caused  by  changes  in  estrogen  levels. 

An  alternative  possibility  that  ta- 
moxifen treatment  and  the  develop- 
ment of  endometrial  carcinoma  are  not 
related  causally  must  be  considered.  In 
a study  involving  60,065  women  in 
Sweden  with  breast  cancer,  there  was  a 
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Described  below  is  a patient  in  whom 
SVC  syndrome  developed  during  a one- 
week  period,  due  to  thrombus  associat- 
ed with  a Hickman  catheter. 

Case  Report 

A 58-year-old  man  came  to  the  emergen- 
cy department  complaining  of  a one-week 
history  of  intense  shortness  of  breath  each 
time  he  would  lie  down.  He  noted  that  after 
“finding  the  right  position”  (usually  decubi- 
tus), he  would  be  able  to  sleep  normally. 
There  had  been  no  orthopnea,  cough,  chest 
pain,  or  paroxysmal  nocturnal  dyspnea.  The 


significantly  increased  incidence  of  en- 
dometrial cancer  than  was  expected.  In 
the  patients  presented  here,  other  risk 
factors  were  present  as  well. 

Tamoxifen  is  widely  used  in  the 
treatment  of  metastatic  breast  cancer, 
and  the  drug  is  generally  well  tolerated 
with  minimal  side  effects.  It  is  now  rec- 
ommended in  the  adjuvant  setting  for 
postmenopausal  patients  as  well,  which 
will  probably  increase  its  use.  If  indeed 
it  stimulates  the  postmenopausal  endo- 
metrium and  at  times  may  induce  carci- 
noma, as  in  the  case  with  estrogens,  one 
should  observe  this  association  more 
frequently  in  the  next  few  years.  Physi- 
cians should  be  alerted  to  the  possibility 
of  endometrial  cancers  developing  in 
women  on  tamoxifen.  Endometrial 
screening  should  be  part  of  the  follow- 
up treatment  for  patients  on  tamoxifen. 
If  premalignant  changes  are  found,  it 
would  be  of  great  interest  to  know  if  the 
addition  of  progestins  can  reverse  the 
process. 
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episodes  also  occurred  in  daylight  hours. 
During  the  same  one-week  period,  he  also 
reported  dyspnea  on  exertion,  aching  in  both 
shoulders,  and  heaviness  in  his  arms,  neck, 
and  face.  He  and  his  wife  noted  swelling  of 
his  face  and  neck,  especially  in  the  morn- 
ing. 

Four  years  prior  to  admission,  carcinoma 
of  the  colon  had  been  diagnosed.  Metastases 
involving  the  peritoneum  had  been  discov- 
ered eight  months  prior  to  admission.  At 
that  time,  an  indwelling  silastic,  Hickman 
catheter  was  placed  in  order  to  administer  5- 
fluorouracil  infusions.  A dose  of  400  mg  dai- 
ly had  been  given  for  several  months  by  con- 


syndrome  associated  with  a Hickman 
catheter 
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slant  infusion,  with  heparin  added  to  the 
infusion. 

The  patient  had  never  smoked  and  had  no 
history  of  pulmonary  or  cardiac  diseases. 

Physical  examination  revealed  a well-de- 
veloped, well-nourished  man  in  no  distress. 
His  temperature  was  36.5°C;  pulse,  72/ 
min;  blood  pressure,  140/86  mm  Hg;  and 
respirations,  16/min  and  unlabored.  The 
chest  was  clear  to  auscultation  and  percus- 
sion. The  heart  examination  revealed  no 
murmurs  or  gallops,  and  no  rub.  The  point 
of  maximal  impulse  was  palpable  in  the  fifth 
intercostal  space,  9 cm  left  of  the  mid-ster- 
nal line.  The  abdominal  examination  was 
normal.  The  neck  was  enlarged,  and  the  face 
was  plethoric.  The  neck  and  arm  veins  were 
dilated  at  45°.  The  rectal  examination  was 
normal.  There  were  no  palpable  lymph 
nodes. 

While  supine  during  examination,  the  pa- 
tient developed  cyanotic  facial  coloration 
and  marked  dyspnea.  He  improved  immedi- 
ately on  assuming  the  left  lateral  decubitus 
position. 

The  chest  radiograph  was  normal  and 
showed  the  left-sided  Hickman  catheter 
with  the  tip  near  the  junction  of  the  left  in- 
nominate vein  and  the  superior  vena  cava. 
Prominence  of  the  right  paratracheal  area 
was  noted.  The  electrocardiogram  (ECG) 
showed  incomplete  right  bundle  branch 
block  and  normal  sinus  rhythm.  Arterial 
blood  gases  on  room  air  showed  a pH  of 
7.41 ; PCO2,  32  mm  Hg;  P02, 76  mm  Hg;  and 
oxygen  saturation,  95%.  The  hemoglobin 
was  1 1.8  g/dL;  hematocrit,  35%;  and  white 
blood  cell  count,  7,200/mm^  The  sodium 
was  140  mEq/L;  potassium,  4.2  mEq/L;  bi- 
carbonate, 21  mEq/L;and  glucose,  101  mg/ 
dL. 

A computed  tomographic  (CT)  scan  of 
the  chest  did  not  show  a mass  or  mass  com- 
pression of  the  SVC,  and  no  abnormal 
lymph  nodes  were  noted.  The  SVC  was 
opacified,  of  small  caliber,  and  appeared  pa- 
tent. Contrast  venography  revealed  exten- 
sive thromboses  involving  the  SVC  and  the 
right  and  left  innominate  and  subclavian 
veins.  The  azygos  vein  was  patent  and  unin- 
volved. 

Urokinase  was  infused  for  12  hours  at 
4,400  lU/kg/hr,  following  an  initial  2,000- 
lU  bolus.  Heparin  was  then  infused  to  pre- 
vent recurrent  thrombus  formation.  Nine 
days  later,  the  patient  was  discharged  on 
warfarin,  and  his  condition  was  markedly 
improved.  The  catheter  was  left  in  place, 
and  chemotherapy  was  continued. 

Discussion 

William  Hunter'  provided  the  first 
description  of  SVC  obstruction  in  1757 
in  a patient  whose  gigantic  aortic  aneu- 
rysm eventually  eroded  through  the 
chest  wall.  Aneurysms  prevailed  as  the 
most  common  cause  of  SVC  syndrome 
until  the  decline  of  syphilis  in  the  latter 
half  of  this  century.  Malignant  tumors 
are  now  responsible  for  the  majority  of 


cases,  the  most  common  being  broncho- 
genic carcinoma  (85%)  or  lymphoma 

(10%). 2 

The  patient  described  presented  with 
symptoms  typical  of  SVC  syndrome. 
Suffusion,  a feeling  of  fullness,  is  a 
commonly  associated  symptom,  as  is 
dyspnea.  Other  symptoms  may  include 
headache,  vertigo,  or  decreased  menta- 
tion. These  reflect  increased  intracrani- 
al pressure  due  to  obstruction  of  venous 
drainage.  Edema  of  the  head  and  neck 
may  also  result  in  laryngeal  edema  and 
airway  compromise.  Presentation  may 
be  subacute.  One  series  involving  107 
patients  noted  that  the  average  dura- 
tion of  symptoms  prior  to  presentation 
to  a physician  was  15  weeks. ^ 

Although  discussions  of  the  SVC 
syndrome  are  found  in  all  major  medi- 
cal and  surgical  textbooks,  the  disorder 
is  uncommon.  Only  86  cases  were  noted 
in  a 20-year  comprehensive  review  of 
all  cases  seen  at  the  Mayo  Clinic.''  Of 
those,  78%  were  due  to  malignancies, 
and  64%  of  the  patients  died.  Three 
cases  (4%)  resulted  from  thrombosis  as- 
sociated with  central  venous  catheters. 
A study  involving  66  patients  with  the 
syndrome  seen  at  the  University  of 
Iowa  over  a ten-year  period  noted  that 
97%  of  cases  were  due  to  a malignant 
tumor. ^ 

The  advent  of  the  silastic  rubber 
Hickman  catheter^  has  spared  many 
patients  with  malignancies  the  pain  of 
frequent  venipunctures  and  intravenous 
placements  for  medication  administra- 
tion. These  catheters  are  normally  left 
in  place  for  extended  periods  of  time  af- 
ter fluoroscopic  placement  in  the  lower 
superior  vena  cava. 

Overall  complications  with  the  Hick- 
man catheter  occur  at  a rate  of  about 
0.3  per  100  catheter  days,  with  the  in- 
fection rate  reported  as  0.14  per  100 
catheter  days.’  Complications  include 
infiltration  with  extravasation  of  infu- 
sate,  infections,  hemorrhage,  major 
thrombus  formation,  catheter  sever- 
ance, catheter  malfunction,  and  air  em- 
bolism. Thrombus  formation  within  the 
catheter  is  commonly  seen*  and  is  mini- 
mized by  the  addition  of  heparin  to  che- 
motherapy infusions  and  by  the  use  of 
fibrinolytic  enzymes  to  restore  catheter 
patency  if  occluded.^ 

SVC  syndrome  associated  with 
Hickman  catheters  has  rarely  been  re- 
ported.There  have  been  a number 
of  other  reports,  however,  of  thrombus 
formation  and  complications  involving 
other  major  veins  (especially  the  sub- 
clavian). Tricuspid  obstruction  and  pul- 
monary embolus  development  have  been 


noted.  A recent  report  noted  catheter 
related  thrombosis  in  17%  of  a series  of 
168  patients  with  solid  tumors.'*  In  ad- 
dition, SVC  thrombi  have  been  noted  in 
association  with  SVC  syndrome  caused 
by  tumor  compression  and  are  attribut- 
ed to  stasis  effects. However,  patients 
with  malignancies  are  at  increased  risk  of 
thrombus  formation  due  to  tumor  effects 
on  the  coagulation  system.'*  Chemo- 
therapeutic agents  can  irritate  vascular 
structures  and  result  in  thrombophlebi- 
tis and  thrombus  formation. 

Silastic  and  polyurethane  catheters 
are  much  less  thrombogenic  than  stiffer 
catheters  made  of  polyvinylchloride  or 
polyethylene.  Major  thrombus  forma- 
tion is  more  common  with  prolonged 
catheterization  and  when  very  hyperos- 
molar solutions  are  infused.  The  latter 
predisposes  to  intimal  damage. 

Superior  vena  cava  syndrome  re- 
quires urgent  diagnostic  studies  to  de- 
termine the  cause.  The  chest  radio- 
graph will  often  show  a mediastinal 
mass,  but  radiographic  studies  may  be 
normal.  For  example,  nine  (13%)  of  67 
patients  in  the  Mayo  Clinic  study  who 
had  malignant  tumor  compression  of 
the  SVC  presented  with  normal  chest 
radiographs.''  When  thrombus  is  sus- 
pected to  be  the  cause  of  SVC  syn- 
drome, contrast  venography  of  both  up- 
per extremity  venous  systems  will 
adequately  demonstrate  obstruction.'^ 

Palliative  radiation  is  usually  the 
treatment  of  choice  for  compression  by 
a malignant  tumor,"  but  chemotherapy 
may  be  preferred  for  some  lymphomas 
and  for  small  cell  carcinoma  of  the 
lung.*’  Patients  may  improve  within 
three  to  four  days  of  treatment.  The 
overall  prognosis  is  guarded  in  many 
patients  and  depends  on  the  cause  of  the 
syndrome.  Although  diuretics  and  ste- 
roids are  often  used,  no  controlled  trials 
have  established  the  efficacy  of  either 
of  these  agents.  Balloon  angioplasty  to 
maintain  SVC  patency  has  been  used  in 
a patient  with  critical  compression  due 
to  a tumor.'* 

In  patients  with  central  catheters,  es- 
pecially if  there  are  known  malignan- 
cies, it  is  essential  to  consider  thrombus 
formation  as  a possible  cause  of  the 
SVC  syndrome,  since  the  available 
treatment  is  effective,  and  the  patients 
will  likely  die  without  it.  In  the  few  re- 
ported cases  and  in  the  patient  de- 
scribed above,  thrombolytic  medica- 
tions and  heparin  have  been  used 
successfully  for  treatment.'""  '^  This 
underscores  the  importance  of  broaden- 
ing clinical  suspicions  regarding  the 
causes  of  this  syndrome. 
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Isolated  adrenocorticotrophic  hormone  deficiency  presenting 

as  chronic  hyponatremia 

Patricia  B.  Carroll,  md;  Lee  McHenry,  md;  Joseph  G.  Verbalis,  md 


We  report  a case  of  isolated  adrenocor- 
ticotrophic hormone  (ACTH)  deficien- 
cy associated  with  autoimmune  thyroid 
disease  that  was  undiagnosed  for  two 
years,  during  which  time  the  patient 
had  chronic  hyponatremia.  The  mani- 
festations of  isolated  ACTH  deficiency 
are  reviewed  and  are  compared  with 
those  of  primary  adrenal  insufficiency, 
and  the  mechanisms  that  cause  abnor- 
mal water  balance  in  this  disorder  are 
discussed.  This  case  emphasizes  the 
need  to  consider  disorders  of  pituitary 
ACTH  secretion  in  the  differential  di- 
agnosis of  unexplained  hyponatremia. 

Case  Report 

A 58-year-old  man  had  hypothyroidism, 
which  had  been  diagnosed  in  1976  by  a low 
serum  T4  level  and  elevated  thyroid  stimu- 
lating hormone  (TSH)  level.  He  was  given 
L-thyroxine,  50  p.g  daily,  but  was  lost  to  fol- 
low-up. For  two  years  prior  to  the  current 
presentation,  he  had  hyponatremia,  for 
which  he  was  treated  as  an  outpatient  and 
inpatient  with  serum  sodium  ranging  from 
124  mEq/L  to  134  mEq/L.  He  did  not  re- 
spond to  fluid  restriction  or  demeclocycline, 
and  no  specific  diagnosis  was  made. 
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Seven  months  prior  to  presentation,  he 
was  admitted  for  gangrene  and  underwent  a 
left  femoral  popliteal  bypass.  A rapid 
ACTH  stimulation  test  was  performed  to 
evaluate  the  hyponatremia.  This  was  inter- 
preted as  normal  based  on  doubling  of  the 
baseline  value  from  4 ^g/dL  to  a maximal 
stimulated  value  of  8 Mg/dL  30  minutes  af- 
ter ACTH  infusion.  The  graft  thrombosed, 
and  he  was  readmitted  for  amputation.  Both 
surgical  procedures  were  well  tolerated 
without  hypotension.  An  endocrine  consul- 
tation was  requested  for  the  chronic  hypona- 
tremia. 

The  review  of  systems  was  significant  for 
stable  angina,  chronic  fatigue,  and  general- 
ized weakness.  He  had  no  symptoms  of  hy- 
poglycemia, hypothyroidism,  sexual  dys- 
function, fever,  arthralgias,  abdominal  pain, 
nausea,  vomiting,  or  hyperpigmentation. 
The  family  history  was  positive  for  Addis- 
on’s disease  in  his  mother  and  Hashimoto’s 
thyroiditis  in  a sister.  His  medications  in- 
cluded nitrates,  thyroxine,  and  diltiazem. 
On  physical  examination  he  appeared  youn- 
ger than  his  stated  age,  with  nonhyperpig- 
mented,  somewhat  carotenemic  skin.  He 
was  neither  febrile  nor  hypothermic.  There 
were  no  orthostatic  changes  in  blood  pres- 
sure or  pulse,  and  perfusion  appeared  nor- 
mal. Axillary  and  pubic  hair  were  normal. 
The  testes  were  normal  in  size. 

The  laboratory  evaluation  included  sodi- 
um, 128  mEq/L;  potassium,  3.9  mEq/L; 
blood  urea  nitrogen  (BUN),  10  mg/dL;  ere- 
atinine,  0.6  mg/dL;  plasma  osmolality,  241 
mosm/kg  H2O;  urine  osmolality,  269 
mosm/kg  H2O;  urinary  sodium,  64  mEq/L; 
hemoglobin,  10  g/dL;  and  hematocrit,  30% 


with  normal  red  blood  cell  indices.  The  T4 
level  was  2.9  pg/dh  (normal  range,  4.9- 
10.1  pg/dh)-,  T3  resin  uptake,  0.82;  and 
TSH,  17  ^lU/mL.  A rapid  intravenous 
ACTH  stimulation  test  was  abnormal,  with 
a baseline  cortisol  level  of  4 pg/dL  and  a 
peak  of  only  14  pg/AL  at  30  minutes  after 
infusion  with  250  pg  synthetic  ACTH. 

Insulin-induced  hypoglycemia  was  not 
used  to  test  pituitary  function  because  of  the 
patient’s  eoronary  disease.  Pituitary  testing 
included  arginine  infusion,  standard  over- 
night metyrapone  test  (30  mg/kg  at  2400 
hours),  a combined  gonadotropin  releasing 
hormone  (GnRH)  and  thyrotropin  releasing 
hormone  (TRH)  infusion,  and  a three-day 
ACTH  stimulation  test.  Standard  water 
loads,  including  radioimmunoassay  of  plas- 
ma arginine  vasopressin  (AVP)  levels,  were 
performed  with  and  without  cortisol  re- 
placement and  were  repeated  after  the  pa- 
tient was  chemically  euthyroid. 

With  the  exception  of  the  pituitary-adre- 
nal axis,  pituitary  function  was  normal.  Bas- 
al TSH  was  elevated  to  17  p\J/mh,  with  a 
stimulated  level  of  54  pU/xnL  after  TRH.  A 
computed  tomographic  (CT)  scan  of  the 
head  demonstrated  a normal  pituitary  with- 
out sellar  or  suprasellar  lesions.  The  metyra- 
pone test  indicated  absent  ACTH  response, 
with  a baseline  plasma  compound  S level  of 
0.2  Mg/dL  and  a stimulated  value  of  only  0.8 
Mg/dL.  A three-day  ACTH  infusion  (250 
Mg  infused  over  eight  hours  on  each  day) 
showed  low  baseline  serum  and  urinary  cor- 
tisol values,  but  a normal  stepwise  increase 
during  the  infusion  (Table  I). 

Water  loads  were  performed  before  and 
after  acute  corticosteroid  replacement  (Fig 
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TABLE  I.  Three-Day  ACTH  Infusion  Test 


Study  Day 

8 AM  Plasma 
Cortisol 
(/ig/dL) 

Urinary 
17  Hydroxy- 
corticosteroids 
(mg/24h) 

Urinary 

Free 

Cortisol 

(Mg/24h) 

Urinary 
17  Keto- 
steroids 
(mg/24h) 

1 Baseline 

7.0 

1.2 

NDA 

4.8 

2 Baseline 

11.0 

1.0 

NDA 

4.4 

3 ACTH,  250  Mg 

19.0 

10.5 

490.0 

8.4 

4 ACTH,  250  Mg 

21.0 

23.4 

1188.0 

12.7 

5 ACTH,  250  Mg 

14.0 

22.6 

1196.0 

15.4 

NDA  = no  detectable  amount. 


1 , A).  The  patient  excreted  38%  of  the  water 
load,  with  maximum  urinary  dilution  to  275 
mosm/kg  HiO  and  a decrease  in  plasma  os- 
molality (posm)  from  279  to  269  mosm/kg 
H2O.  Basal  plasma  vasopressin  (AVP)  was 
elevated  at  2.2  pg/mL,  with  maximal  sup- 
pression to  only  1.6  pg/mL.  After  four  days 
of  corticosteroid  therapy  (hydrocortisone  30 
mg/day),  the  water  load  was  still  abnormal, 
with  49%  excretion;  maximal  urinary  dilu- 
tion was  272  mosm/kg  H2O,  and  there  was  a 
decrease  in  posm  from  282  to  275  mosm/kg 
H2O.  Plasma  AVP  suppression  was  still  in- 
complete— from  2.8  pg/mL  to  1.3  pg/mL. 

Four  months  after  thyroid  and  cortisol  re- 
placement therapy,  when  T4  and  TSH  levels 
were  within  normal  limits,  the  water  loads 
were  repeated  (Fig  1).  The  patient  was 
markedly  improved,  with  excretion  of  80% 
of  the  water  load,  and  urine  dilution  to  107 


mosm/kg  H2O.  Baseline  AVP  was  1.2  pg/ 
mL,  with  suppression  to  0.7  pg/mL  (limits 
of  assay  detection  = 0.5  pg/mL).  However, 
four  days  following  cortisol  withdrawal,  the 
water  load  was  again  markedly  abnormal, 
with  only  23%  total  excretion,  maximal  uri- 
nary dilution  to  only  270  mosm/kg  H2O, 
and  a decrease  in  posm  from  279  to  270 
mosm/kg  H2O.  Plasma  AVP  suppression 
was  noted,  though  less  than  initially,  from 
1.4  to  1.0  pg/mL.  Antithyroglobulin  and 
antimicrosomal  antibodies  were  positive  at 
1:1600  and  1:2500  dilutions,  respectively. 
Adrenal,  parietal  cell,  pancreatic  islet  cell, 
and  testicular  antibodies  were  all  absent. 

The  patient  was  maintained  on  30  mg/ 
day  of  hydrocortisone  and  100  ^xg/day  of 
thyroxine,  with  complete  resolution  of  hy- 
ponatremia and  anemia.  He  remains  well  af- 
ter more  than  one  year  of  medical  follow-up. 


Discussion 

Isolated  ACTH  deficiency  account- 
ed for  8%  of  adrenal  insufficiency  diag- 
noses for  a period  of  14  years  in  a gener- 
al hospital  population.'  Figure  2 
summarizes  the  signs  and  symptoms 
found  in  the  patient  described  here, 
along  with  the  characteristics  of  46  oth- 
er reported  cases  of  isolated  ACTH  de- 
ficiency,^’^^  and  contrasts  these  with 
signs  and  symptoms  of  264  reported 
cases  of  primary  adrenal  insufficien- 
cy 3s-4o  jjig  average  patient  age  was  48 
years  and  ranged  from  2 to  74  years. 
There  was  a male  to  female  ratio  of  2: 1 . 
The  clinical  presentation  varied  from 
asymptomatic  to  critically  ill.  The  clas- 
sical features  of  primary  adrenal  insuf- 
ficiency may  be  seen,  with  two  major 
exceptions:  hyperkalemia,  since  miner- 
alocorticoid  secretion  remains  intact 
with  ACTH  deficiency;  and  hyperpig- 
mentation, since  ACTH  is  absent  rath- 
er than  elevated.  The  most  common 
presentations  are  malaise,  lethargy, 
and  weakness  (54%),  and  hypoglyce- 
mia (including  fasting,  postprandial, 
and  alcohol  induced)  (57%).  Gastroin- 
testinal symptoms  are  also  fairly  com- 
mon (40-50%).  Hyponatremia  and 
anemia  are  less  common  (20-30%)  and, 
as  in  this  case,  when  these  have  been  the 
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FIGURE  1 . Water  load  tests  with  {+)  and  without  (-)  steroids.  Results  of  plasma  AVP  levels  (upper  panel)  and  urinary  osmolalities  (lower  panel)  during  20 
mL/kg  water  load  tests  are  plotted:  Left,  at  the  time  of  the  initiai  evaluation;  Right,  after  four  months  of  thyroid  and  hydrocortisone  replacement.  B 
represents  basal  values  before  water  loading.  The  shaded  areas  represent  the  minimum  detectable  plasma  AVP  in  the  assay  (upper  panels)  or  the  minimum 
urine  osmolality  required  for  classification  of  a normai  test  (<100  mosm/kg  H2O)  (lower  panels).  The  percentages  above  the  bars  represent  cumulative 
percent  excretion  of  the  water  load  after  each  hour.  Left,  open  circles  and  bars  represent  initial  values  and  filled  circles  and  bars  indicate  results  after  three 
days  of  hydrocortisone  replacement.  Right,  the  solid  circles  and  bars  represent  results  following  four  months  of  replacement  with  thyroid  hormone  and 
steroids  whereas  open  circles  and  bars  represent  results  of  a repeat  test  done  after  three  days  of  hydrocortisone  withdrawal. 
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FIGURE  2.  Comparison  of  frequency  of  re- 
ported symptoms  and  signs  of  isolated  ACTH 
deficiency  and  primary  adrenal  insufficiency. 
Reported  frequency  of  symptoms  (upper  panel) 
and  signs  (lower  panel)  of  isolated  ACTH  defi- 
ciency (solid  bars,  present  case  plus  46  report- 
ed cases)  and  Addison’s  disease  (open  bars, 
264  reported  cases)  are  shown. 

major  features,  the  diagnosis  has  fre- 
quently been  overlooked  for  a period  of 
time.  Hypotension,  commonly  seen  in 
primary  adrenal  insufficiency,  is  less 
frequent  with  isolated  ACTH  deficien- 
cy (22%). 

In  general,  the  manifestations  of  hy- 
pocortisolism  are  less  frequent  and  less 
severe  in  isolated  ACTH  deficiency 
than  with  primary  adrenal  insufficien- 
cy. Although  the  manifestations  should 
be  similar  in  panhypopituitarism,  the 
obvious  advantage  of  this  comparison  is 
its  focus  on  signs  and  symptoms  attrib- 
utable to  hypocortisolism  alone  in  the 
absence  of  contributions  from  other  an- 
terior pituitary  hormone  deficiencies. 

There  are  several  likely  reasons  for 
the  less  severe  symptoms  with  ACTH 
deficiency.  First,  mineralocorticoid  se- 
cretion remains  normally  regulated  by 
the  renin  angiotensin  system  even  in  the 
absence  of  ACTH,  thus  patients  are  not 
as  prone  to  marked  salt  and  volume  de- 
pletion. Indeed,  this  patient  underwent 
two  major  surgical  procedures  without 
crisis.  Second,  ACTH  deficiency 
causes  only  relative  hypocortisolism. 
Plasma  cortisol  levels  are  low  or  low 
normal,  but  still  measurable,  in  con- 
trast to  a total  absence  of  circulating 
cortisol  in  many  cases  of  Addison’s  dis- 
ease. 

When  ACTH  deficiency  is  suspect- 
ed, the  initial  screening  test  should  be  a 
standard  rapid  ACTH  stimulation 
test.'^’  While  criteria  for  normality 
vary,  an  absolute  plasma  cortisol  value 
greater  than  18  Mg/dL  at  30  minutes 


would  be  unequivocally  normal.  At- 
tempts to  interpret  the  relative  cortisol 
increment  (eg,  doubling  of  baseline  val- 
ues) in  patients  with  low  basal  values 
should  never  be  used  as  the  sole  criteri- 
on for  a normal  test.’’^  Subnormal  re- 
sponses require  further  study  via  a 
three-  to  five-day  ACTH  infusion.  A 
normal  or  stepwise  increment  in  uri- 
nary steroids,  as  demonstrated  in  this 
patient  (Table  I),  confirms  secondary 
rather  than  primary  adrenal  disease.  A 
low  ACTH  level  prior  to  the  infusion 
would  also  represent  supportive  evi- 
dence, but  was  not  done  in  this  case. 
Dynamic  pituitary  function  testing 
must  be  done  as  well  to  assess  secretion 
of  other  pituitary  hormones.  The  diag- 
nosis of  isolated  ACTH  deficiency  is  es- 
tablished by  a failure  to  stimulate  corti- 
sol or  ACTH  secretion  with  insulin- 
induced  hypoglycemia  or  metyrapone, 
as  in  the  present  case,  accompanied  by 
normal  adrenal  response  to  prolonged 
ACTH  infusion  and  intact  secretion  of 
other  pituitary  hormones. 

Proposed  mechanisms  for  the  defect 
include  reduced  hypothalamic  cortico- 
tropin releasing  factor  (CRF),  insuffi- 
cient ACTH  secretion  and  release,  se- 
cretion of  an  abnormal  ACTH 
molecule,  circulating  antibody  to 
ACTH,  and  ACTH  receptor  defect. 
In  cases  in  which  these  possibilities 
have  been  studied,  most  patients  have 
not  responded  to  CRF^^’^^’^^  or  arginine 
vasopressin,^®'^^"^'’  suggesting  complete 
pituitary  ACTH  deficiency.  However, 
this  area  remains  under  active  investi- 
gation. The  association  of  ACTH  defi- 
ciency with  autoimmune  thyroiditis,  as 
in  this  case,  has  been  reported,^^’^"^’^^  as 
has  TSH  deficiency,  pernicious  ane- 
mia, hypoparathyroidism,  diabetes 
mellitus,  and  lymphoid  hypophysi- 
tis.  10.14.21,24,28,32  jhere  have  similarly 
been  reports  of  other  isolated  pituitary 
hormone  deficiencies  with  polyglandu- 
lar autoimmune  disorders.  Such  pro- 
vocative findings  continue  to  suggest 
that  autoimmunity  may  contribute  to 
the  pathogenesis  of  some  cases  of  isolat- 
ed ACTH  deficiency. 

Hyponatremia  is  a common  electro- 
lyte disorder  in  the  United  States,  with 
incidences  of  15-22%  in  hospitalized 
patients  if  a criterion  of  plasma  sodium 
less  than  135  mEq/L  is  used,  although 
the  incidence  is  1-4%  if  only  patients 
with  plasma  sodium  less  than  130 
mEq/L  are  included. Hyponatre- 
mia is  a recognized  cause  of  morbidity 
and  mortality.’*^  While  severe  hypona- 
tremia may  cause  neurologic  dysfunc- 
tion and  seizures,  less  marked  degrees 


are  associated  with  as  much  as  60-fold 
higher  mortality  rates  when  compared 
to  normonatremic  hospitalized  pa- 
tients.'*^  Thus,  even  mild  hyponatremia 
should  be  investigated  in  order  to  treat 
potentially  correctable  causes,  as  well 
as  to  identify  occult  malignancies  asso- 
ciated with  ectopic  AVP  production 
and  the  syndrome  of  inappropriate  anti- 
diuretic hormone  secretion  (SIADH).’*’ 

Despite  the  well-known  association 
of  hypocortisolism  and  hyponatremia,’** 
this  diagnosis  was  missed  in  this  patient 
for  two  years.  Delay  in  diagnosis  is  un- 
fortunately not  uncommon  in  cases  of 
isolated  ACTH  deficiency.  The  pa- 
tients do  not  generally  have  a striking 
clinical  presentation,  and  the  recogni- 
tion of  hypocortisolism  is  more  diffi- 
cult. Additionally,  since  the  ACTH  de- 
ficiency is  “isolated”  with  otherwise 
normal  pituitary  function,  patients  do 
not  have  stigmata  of  panhypopituitar- 
ism such  as  growth  failure,  hypogona- 
dism, and  secondary  hypothyroidism; 
in  addition,  head  CT  scans  are  normal. 
Finally,  because  serum  and  urinary  cor- 
tisol levels  are  not  absent,  and  relative 
responses  to  rapid  ACTH  infusions  are 
not  uncommon,  clinicians  may  overlook 
the  diagnosis,  as  happened  in  this  case. 

Due  to  similar  fluid  and  electrolyte 
patterns,  patients  with  hypocortisolism 
are  frequently  diagnosed  as  having 
SIADH;  however,  it  should  be  remem- 
bered that  the  final  criterion  necessary 
to  establish  a diagnosis  of  SIADH  re- 
mains normal  renal  and  adrenal  func- 
tion.’*^ The  etiology  of  hyponatremia  in 
this  patient  was  likely  multifactorial. 
Hypothyroidism  has  been  the  sole 
cause  of  hyponatremia  in  many  pa- 
tients.^®  Although  this  may  be  caused 
by  abnormal  AVP  secretion,^'  impaired 
distal  delivery  of  glomerular  filtrate  ap- 
pears to  be  the  major  factor  causing  im- 
paired water  excretion  in  most 
cases. Hypothyroidism  may  have 
worsened  this  patient’s  hyponatremia 
initially,  however  it  clearly  was  not  the 
only  cause  of  water  retention,  since  the 
water  load  remained  abnormal  in  the 
euthyroid  cortisol  deficient  state. 

The  mechanism  of  abnormal  water 
excretion  in  the  cortisol  depleted  state 
has  been  controversial.  Previous  animal 
and  human  studies^'*'^^  have  empha- 
sized the  contributions  of  either  inap- 
propriate AVP  secretion  or  tubular  ef- 
fects of  cortisol.  It  is  significant  that  in 
this  case  the  data  clearly  support  the 
importance  of  both  AVP  excess  and  tu- 
bular effects  of  cortisol  in  maintaining 
impaired  water  excretion.  Further- 
more, these  data  also  demonstrate  that 
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these  mechanisms  are  not  immediately 
reversible,  since  four  days  of  corticoste- 
roid replacement  were  not  sufficient  to 
normalize  plasma  AVP  levels  and  wa- 
ter excretion.  In  addition,  it  is  apparent 
that  complete  absence  of  circulating 
cortisol  is  not  necessary  to  impair  free 
water  excretion  sufficiently  to  produce 
clinically  significant  hyponatremia, 
since  this  patient  manifested  significant 
hyponatremia  despite  only  relative  de- 
ficiencies in  cortisol  levels. 

In  summary,  isolated  ACTH  defi- 
ciency is  a rare  but  known  cause  of  cor- 
tisol deficiency  in  adults  and  children. 
Although  the  clinical  presentation  is 
not  dramatic,  as  in  primary  adrenal  in- 
sufficiency, the  presence  of  unex- 
plained hypoglycemia  or  hyponatremia 
should  always  warrant  consideration  of 
the  diagnosis.  As  in  this  case,  the  entity 
can  often  be  misdiagnosed  as  SIADH. 
Other  autoimmune  endocrine  disorders 
may  be  associated  with  this  disorder 
and  should  be  evaluated.  The  mecha- 
nism of  abnormal  water  balance  in  this 
disorder  appears  to  be  multifactorial, 
and  both  tubular  effects  of  cortisol  and 
abnormal  AVP  secretion  contribute  to 
hyponatremia.  Finally,  the  hyponatre- 
mia is  completely  correctable  with  glu- 
cocorticoid replacement,  but  periods  of 
treatment  greater  than  four  to  seven 
days  may  be  required  to  produce  a clini- 
cal response. 
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al:  Impaired  water  excretion  in  myxedema.  Am  J 
Med  1971;  51:41-53. 

53.  Robinson  AG,  De  Rubertis  FR:  Disorders  of 
sodium  and  water  balance  associated  with  adrenal, 
thyroid,  and  pituitary  disease,  in  Shrier  RW,  Gott- 
shalk  C (eds):  Diseases  of  the  Kidney.  Boston,  Little 
Brown  and  Company,  1988,  pp  2795-2822. 

54.  Kleeman  CR.  Czaczkes  JW,  Cutler  R.  Mech- 
anism of  impaired  water  excretion  in  adrenal  and  pi- 
tuitary insufficiency.  IV.  Antidiuretic  hormone  in  pri- 
mary and  secondary  adrenal  insufficiency.  J Clin 
Invest  1964;  43:1641-1648. 
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impaired  water  excretion  in  adrenal  insufficiency.  J 
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Role  of  plasma  vasopressin  in  impaired  water  excre- 
tion of  glucocorticoid  deficiency.  J din  Invest 
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LETTERS  TO  THE  EDITOR 


Address  correspondence  to  Editor,  New  Y ork  State  Journal  of  Medicine,  420  Lakeville  Road,  Lake  Success,  NY  11042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


Paraesophageal  hernia 

TO  THE  EDITOR:  I should  like  to  com- 

ment on  the  excellent  article  entitled 
“Paraesophageal  hernia,”  published  in 
the  December  1989  issue  of  the  Jour- 
nal.^ 

I would  like  to  elucidate  certain 
points  and  offer  certain  alternative  sug- 
gestions based  on  my  experience  and 
my  reading  of  the  current  literature. 

I agree,  based  on  the  long  experience 
of  Skinner  and  Belsey^  and  my  own  20 
years’  experience,  that  these  patients 
should  be  operated  on  as  soon  as  possi- 
ble after  discovery  of  a paraesophageal 
hernia  because  of  the  high  rate  of  com- 
plications. However,  I do  not  feel  that 
the  abdominal  approach  is  preferred. 
Four  things,  in  my  opinion,  favor  the 
thoracic  approach. 

First,  in  elective  reductions,  it  is  often 
necessary  to  mobilize  the  entire  distal 
esophagus,  which  is  more  easily  done 
through  a transthoracic  incision,  in  or- 
der to  do  an  appropriate  reduction  and 
antireflux  repair,  as  commented  on  in 
the  article  in  DeMeester’s  series.^  I con- 
cur that  one  can  prevent  the  conversion 
of  Type  II  to  a Type  I hernia.  One  can 
also  prevent  reflux  and  recurrence  by 
loosely  wrapping  the  esophagus  with 
cardia  and  anchoring  the  repair  in  the 
abdomen  to  avoid  the  high  incidence  of 
recurrence  when  a simple  Allison  repair 
is  done. 

Second,  the  procedure  from  below 
should  not  be  termed  a Mark  IV  Belsey 
since  the  repair  is  only  done  appropri- 
ately through  the  chest,  as  stated  by 
Belsey.'* 

Third,  in  an  acute  case,  the  incarcer- 
ated and  twisted  bleeding  organ  in  the 
chest  may  be  extremely  fragile  and  tear 
or  separate  on  pulling  down.  Further- 
more, previous  incarcerations  may  re- 
sult in  intense  inflammatory  reaction 
on  the  superior  surface  of  the  crus  fix- 
ing these  organs  in  the  chest  and,  again, 
making  blind  dissections  from  below 
quite  dangerous.  A simple  Nissen  re- 
pair which  is  a wrap  and  suturing  to  the 
junction  is  inadequate  when  there  is 
both  reduction  and  removal  of  the  in- 
trathoracic  sac.  This  is  not  a Nissen  but 
a modified  wrap.'**^^’^* 

Fourth,  in  struggling  with  an  acute 


situation  with  the  stomach  incarcerated 
with  or  without  the  colon  in  the  chest, 
there  is  an  extremely  good  chance  of  in- 
juring short  gastric  vessels  or  splenic 
vessels  in  the  dissection  from  below,  ne- 
cessitating splenectomy.  This  is  a major 
complication  of  the  abdominal  ap- 
proach. It  is  avoided  by  going  transtho- 
racically  where  all  the  structures  at  risk 
can  be  directly  visualized.  With  this  ap- 
proach the  spleen  is  protected  by  the  di- 
aphragm. Parenthetically,  with  current 
thoracic  anesthesia,  the  mortality  from 
a transthoracic  procedure  may  be  as 
low  as 

With  these  four  annotations,  I thor- 
oughly agree  with  the  basic  thrust  of 
this  article  and  commend  the  authors’ 
conclusions. 

ARTHUR  SICULAR.  MD 

800A  Fifth  Ave 
New  York,  NY  10021 


1.  Vitelli  CE.  Jaffe  BM,  Kahng  KU:  Paraesopha- 
geal hernia.  NY  Stale  J Med  1989;  89:654-657. 

2.  Skinner  DB.  Belsey  RH:  Surgical  management 
of  esophageal  reflux  and  hiatus  hernia.  Long  term  re- 
sults with  1,300  patients.  J Thorac  Cardiovasc  Surg 
1967;  53;33-54. 

3.  Walther  B.  DeMeester  TR,  Lafontaine  E.  et  al; 
Effect  of  paraesophageal  hernia  on  sphincter  function 
and  its  implication  on  surgical  therapy.  Am  J Surg 
1984;47:111-116. 

4.  Skinner  DB.  Belsey  RH:  Management  of 
Esophageal  Disease.  WB  Saunders  Co,  1988.  pp 
592-593. 

In  reply.  We  would  like  to  thank  Dr 
Sicular  for  his  comments.  His  points 
with  regard  to  a thoracic  rather  than  an 
abdominal  approach  all  merit  consider- 
ation in  the  repair  of  paraesophageal 
hernias.  In  situations  where  a long- 
standing, large,  strangulating  paraeso- 
phageal hernia  is  present,  a thoracic  ap- 
proach may  prove  to  be  advantageous. 
However,  in  our  own  limited  experi- 
ence, inability  to  reduce  the  hernia  has 
not  been  encountered.  Although  mor- 
tality rates  for  transthoracic  procedures 
may  be  as  low  as  that  cited  by  Dr  Sicu- 
lar, this  figure  reflects  mortality  in  the 
best  of  circumstances.  Since  the  typical 
presentation  of  a paraesophageal  her- 
nia is  in  the  older  patient,  often  after 
the  development  of  a life  threatening 
complication,  the  morbidity  of  a trans- 
thoracic approach  may  be  much  more 
significant. 


With  these  considerations  in  mind, 
the  selective  use  of  a transthoracic  ap- 
proach may  be  most  appropriate.  For 
smaller  paraesophageal  hernias  with- 
out evidence  of  strangulation,  the  rou- 
tine use  of  an  abdominal  approach  can 
be  recommended;  however,  for  those 
that  are  very  large  and  presenting  with 
strangulation,  a thoracic  approach 
should  be  strongly  considered  (TR  De- 
Meester, personal  communication, 
February  1990). 

KIM  U.  KAHNG,  MD 
BERNARD  M.  JAFFE,  MD 
Department  of  Surgery 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 

Animal  experimentation  for 
medical  research 

TO  THE  EDITOR:  The  attack  against 

antivivisectionists,  as  illustrated  in  the 
report  by  Rosner  et  al,'  represents  a 
“straw  man”  argument  that  avoids  the 
real  issues  regarding  animal  research. 
The  real  threat  to  animal  researchers 
has  never  been  antivivisectionists,  who 
have  never  had  the  numerical  and  fi- 
nancial strength  to  achieve  their  goals. 
The  real  danger  to  animal  researchers 
has  always  been  the  dissent  of  clinical 
physicians  who  challenge  the  scientific 
validity  of  animal  models.^ 

Today,  there  are  more  than  2,000 
physicians  in  the  Medical  Research 
Modernization  Committee  (MRMC) 
and  the  Physicians  Committee  for  Re- 
sponsible Medicine  who  are  highly  crit- 
ical of  animal  research  practices. 
Rosner  et  al,  dismissing  animal  re- 
search critics  as  “a  small  but  very 
vocal  and  energetic  minority  of  the  pub- 
lic,”' failed  to  acknowledge  that  many 
physicians  encourage  wider  use  of  non- 
animal methodologies,  particularly 
modern  clinical  research  technologies 
such  as  non-invasive  scanning,  epidemi- 
ology, and  post-marketing  surveil- 
lance. 

Before  accepting  the  call  of  Rosner  et 
al  to  join  the  campaign  of  the  Founda- 
tion for  Biomedical  Research  and  the 
American  Medical  Association,  doc- 
tors should  recall  their  own  experiences 
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involving  animal  research.  Were  the 
studies  scientifically  sound?  Were  ani- 
mals treated  in  a humane,  responsible 
manner?  Many  physicians,  such  as  my- 
self, were  troubled  by  personal  experi- 
ences, and  this  encouraged  a closer  ex- 
amination of  animal  research  practices. 
We  have  concluded  that  the  historical 
and  contemporary  value  of  animal  re- 
search has  been  grossly  overstated,  and 
we  will  gladly  supply  interested  physi- 
cians with  our  findings. 

STEPHEN  KAUFMAN,  MD 
Vice-Chair 

Medical  Research  Modernization 
Committee 

PO  Box  6036  Grand  Central  Station 
New  York,  NY  10163-6018 

1.  Rosner  F,  Bennett  AJ,  Cassell  EJ,  et  al:  Ani- 
mal experimentation  for  medical  research.  NY  State 
J Med  1989;  89:671-676. 

2.  A Critical  Look  at  Animal  Research.  New 
York,  Medical  Research  Modernization  Committee, 
1990. 

In  reply.  Dr  Kaufman  is  seriously 
mistaken  when  he  writes  that  antivivi- 
sectionists  “have  never  had  the  numeri- 
cal and  financial  strength  to  achieve 
their  goals.”  The  animal  rights  move- 
ment has  become  increasingly  vocal 
and  violent  during  the  past  decade,  with 
break-ins  at  research  institutions,  de- 
struction of  property,  and  the  stealing 
of  animals. 

On  August  15,  1988,  animal  rights 
activists  staged  a pre-dawn  raid  on  an 
animal  holding  facility  at  Loma  Linda 
University  and  stole  a variety  of  ani- 
mals and  records,  dumped  red  paint  on 
equipment,  smashed  television  sets,  and 
painted  graffiti  on  the  walls.  On  No- 
vember 11,  1988,  a long-time  animal 
rights  activist  was  arrested  while  in  the 
act  of  planting  a radio-controlled  pipe 
bomb  near  the  parking  place  of  the 
president  of  a company  involved  in 
medical  research.  A search  of  this  acti- 
vist’s apartment  yielded  three  more 
pipe  bombs,  a bazooka-like  weapon, 
and  ammunition.  A long  campaign  of 
protest  by  animal  rights  activists  forced 
a professor  at  Cornell  University  Medi- 
cal College  to  give  up  a $600,000  feder- 
al grant.  On  December  12,  1988,  sever- 
al groups  including  the  Physicians 
Committee  for  Responsible  Medicine 
held  a demonstration  at  Emory  Univer- 
sity to  kick  off  another  campaign 
against  the  use  of  animals  in  drug  ad- 
diction research. 

These  are  just  a few  examples  of  the 
power  of  the  extremely  well  financed 
and  politically  influential  animal  rights 
groups.  The  trend  is  so  alarming  that 
Nobel  laureates  are  speaking  out  on  the 


need  for  animals  in  research,'  and  the 
American  Medical  Association’s 
Group  on  Science  and  Technology^  and 
the  Council  on  Scientific  Affairs^  have 
recently  written  major  articles  in  de- 
fense of  animal  research.  There  is  no 
question  that  animal  experimentation  is 
being  threatened  by  animal  rights 
groups."* 

The  medical  community  is  always 
open  to  constructive  criticism  from  fel- 
low physicians  and  others.  Physicians 
and  scientists  are  also  dedicated  to 
treating  animals  in  a humane  and  re- 
sponsible manner.  A variety  of  safe- 
guards to  insure  ethical  conduct  in  the 
use  of  animals  for  medical  research  are 
in  place.  Let  us  reconfirm  our  commit- 
ment to  use  animals  in  a humane  and 
responsible  manner  in  the  achievement 
of  the  dual  goals  of  finding  cures  for  hu- 
man diseases  and  relieving  human  suf- 
fering. 

FRED  ROSNER,  MD 

Queens  Hospital  Center  Affiliation  of  the 
Long  Island  Jewish  Medical  Center 
82-68  164  St 
Jamaica,  NY  1 1432 

1 . Goldsmith  MF:  Nobel  laureates  call  for  speak- 
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1989;  262:2647-2648. 

2.  Loeg  JM,  Hendee  WR,  Smith  SJ,  et  al:  Hu- 
man vs  animal  rights:  In  defense  of  animal  research. 
JAMA  1989;262:2716-2720. 

3.  Animals  in  research:  Council  on  Scientific  Af- 
fairs. 7/1A//4  1989;261:3602-3606. 

4.  Rosner  F:  Is  animal  experimentation  being 
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1985;  254:1942-1943. 

Lead  poisoning  during  home 
renovation 

TO  THE  EDITOR:  The  case  report  by 

Drs  Curran  and  Nunez,  “Lead  poison- 
ing during  home  renovation”  was  inter- 
esting, but  unfortunately  not  unique.' 
Every  year,  some  children  develop  lead 
poisoning  from  renovations.  We  do  not 
know  how  many.  Since  most  of  these 
children  are  from  middle  class  families, 
their  physicians  usually  assume  that 
they  are  not  at  high  risk  of  developing 
lead  poisoning.  Thus,  they  are  not  test- 
ed. 

Questions  on  possible  renovations  at 
home  or  in  homes  visited  are  not  usually 
a part  of  the  pediatric  medical  history. 
Thus,  one  cannot  rely  on  data  from  the 
history  alone  to  determine  whether  a 
child  is  at  increased  risk  and  therefore 
in  need  of  screening. 

For  this  reason,  the  New  York  City 
Department  of  Health  recommends  an- 
nual lead  screening  for  all  children  up 
to  six  years  of  age,  regardless  of  social 
class  or  the  presence  (or  absence)  of 


data  on  specific  high  risk  exposure. 
Such  screening  is  now  required  for  chil- 
dren in  day  care,  nursery  school,  and 
kindergarten  in  New  York  City. 

Screening  is  no  substitute  for  proper 
precautions  during  renovations.  How- 
ever, it  can  pick  up  problems  and 
heighten  the  community’s  awareness  of 
the  hazard. 

MELISSA  M.  SEDLIS,  MD 
Director  of  Medical  Affairs 
Bureau  of  Lead  Poisoning  Control 
New  York  City  Department  of  Health 
65  Worth  St 
New  York,  NY  10013 

I.  Curran  JP,  Nunez  JR:  Lead  poisoning  during 
home  renovation.  NY  State  J Med  1 989;  89:679-680. 


An  alma  mater  by  any  other  name 
is  an  alma  mater 

TO  THE  EDITOR:  As  we  all  know,  the 

older  you  get,  the  more  attention  you 
pay  to  the  obituary  column.  This  is  natu- 
ral, because  this  is  where  many  of  one’s 
friends  and  classmates  of  bygone  years 
appear  from  time  to  time.  It  also  pro- 
vides an  answer  to  “the  question, 
“Whatever  happened  to  so-and-so?” 

As  a faithful  reader  of  the  column  I 
admit  to  being  disturbed  by  the  refer- 
ence to  the  medical  school  from  which  I 
graduated  (the  Long  Island  College  of 
Medicine,  Dec  ’43)  as:  the  “State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.”  Not  only  did  I not 
attend  the  latter  school,  I would  have 
never  applied  to  an  institution  with  a 
name  that  long. 

I also  wonder  what  two  physicians  re- 
cently featured  in  your  column,  ages  91 
and  92,  must  have  thought  on  reading 
their  obituaries  over  coffee  in  the  next 
world.  The  air  must  have  been  blue  as 
they  fumed  to  each  other. 

Enough  already  of  rewriting  history. 
We  all  know  that  the  former  Long  Is- 
land College  of  Medicine  was  taken 
over  and  is  now  that  other  place.  That 
does  not,  however,  alter  the  name  of  the 
school  from  which  many  of  us  graduat- 
ed. 

Long  Island  College  of  Medicine,  Sic 
Transit  Gloria  Mundi;  but  in  the  end, 
Vincit  Omnia  Veritas! 

N.  A.  HARVEY,  MD 
19  Broadacres  Rd 
Queensbury,  NY  12804 

In  reply.  Two  events  that  strike  at  the 
heart  of  alumni  are  when  an  alma  ma- 
ter closes  and  when  it  changes  its  name. 
Not  infrequently,  the  latter  is  also  ac- 


APRIL  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  215 


companied  by  a change  in  physical  lo- 
cation. For  some,  extinction  is  prefera- 
ble to  a change  in  name  because  one  is 
left  with  happy  memories  which  pro- 
vide comfort  in  place  of  the  steady  irri- 
tation of  a new  name  for  which  no  senti- 
ment can  be  aroused. 

Dr  Harvey’s  point  is  well  made. 
However,  there  is  no  easy  solution  to 
the  problem  he  presents.  His  alma  ma- 
ter has  had  five  different  names  in  the 
134  years  since  it  was  founded  in  1856. 
It  began  as  the  Long  Island  College 
Hospital  (1856-1930),  then  became 
the  Long  Island  College  of  Medicine 
(1930-1950),  and  in  1950  was  ab- 
sorbed by  the  State  University  of  New 
York  (SUNY)  as  the  College  of  Medi- 
cine at  New  York  City.  While  two 
names  spanned  the  school’s  first  94 
years  three  have  been  used  in  the  last 
40.  SUNY  College  of  Medicine  at  New 
York  City  soon  became  SUNY  Down- 
state  Medical  Center,  College  of  Medi- 
cine, which  was  replaced  in  1986  with 
the  longest  name  to  date:  SUNY 
Health  Science  Center  at  Brooklyn, 
College  of  Medicine. 

Although  this  medical  school  has  had 
five  name  changes,  from  the  legal  per- 
spective it  is  the  same  institution  be- 
cause it  has  consistently  functioned  un- 
der its  original  charter.  The  present 
SUNY  Health  Science  Center  at 
Brooklyn,  College  of  Medicine,  views 
itself  as  the  lineal  descendant  of  its  pre- 
decessors and  considers  their  histories 
its  own. 

The  issue  of  whether  or  not  one 
should  be  identified  as  a graduate  of  an 
institution  under  one  of  its  former 
names  can  be  cogently  argued  from  ei- 
ther side.  Sentiments  pull  to  one  side 
while  legal  arguments  and  common 
sense  persuade  otherwise.  It  would  be 
an  impossible  task  for  medical  directo- 
ries and  journals  to  identify  physicians 
by  the  names  by  which  their  medical 
schools  were  once  known.  This  would 
also  not  be  very  useful,  as  with  the  pas- 
sage of  time,  former  names  become  in- 
creasingly unfamiliar  to  successive  gen- 
erations of  both  physicians  and  the 
public  who  may  not  necessarily  link 
them  to  the  current  name. 

Dr  Harvey  might  take  heart  in  the 
knowledge  that  when  SUNY  Down- 
state  Medical  Center,  College  of  Medi- 
cine, changed  its  name  to  SUNY 
Health  Science  Center  at  Brooklyn, 
College  of  Medicine,  in  January  1986, 
the  graduating  class  insisted  that  the 
name  Downstate  Medical  Center  ap- 
pear on  their  diplomas.  The  remaining 
three  classes  also  made  this  request,  ar- 


guing that  they  had  entered  the  institu- 
tion when  it  was  known  as  Downstate 
Medical  Center.  However,  in  due 
course  they  will  be  listed  in  medical  di- 
rectories as  graduates  of  the  SUNY 
Health  Science  Center  at  Brooklyn, 
College  of  Medicine,  and  in  the  fullness 
of  time  their  obituaries  will  carry  the 
same  listing,  unless  of  course  the  name 
is  changed  again. 

PASCAL  JAMES  IMPERATO.  MD 
Editor 


Tumor  metastasis  to  an 
infusaport  site 

TO  THE  EDITOR:  Implantable  venous 

access  devices  have  become  a popular 
technique  for  providing  long  term  ve- 
nous access  for  the  oncology  patient. 
They  may  be  used  for  chemotherapy, 
antibiotic  infusion,  blood  component 
replacement,  and  sampling.  Since  they 
are  foreign  bodies,  complications  may 
arise  due  to  their  presence.  The  follow- 
ing is  a case  report  of  metastasis  to  an 
infusaport  site. 

Case  Reports.  The  patient  was  a 60- 
year-old  woman  who  underwent  a total  hys- 
terectomy and  bilateral  salpingo-oophorec- 
tomy  for  cervical  squamous  cell  carcinoma 
Stage  I in  December  1986.  In  August  1987, 
she  was  diagnosed  with  recurrent  cancer  in 
the  pelvis.  She  was  to  receive  5,000  CGy  of 
radiation  therapy,  but  the  radiation  therapy 
was  stopped  when  a rectovaginal  fistula  de- 
veloped. In  December  1987  she  had  a colos- 
tomy performed  for  bowel  obstruction  sec- 
ondary to  metastatic  disease  in  the  pelvis. 
Postoperatively,  she  received  a further  dose 
of  3,000  CGy.  An  infusaport  was  placed  un- 
der local  anesthesia  via  a right  cephalic  vein 
cutdown  in  February  1988  for  chemothera- 
py.' In  March  1988  cellulitis  developed 
around  the  infusaport  site  and  the  patient 
was  begun  on  oral  antibiotics.  Since  there 
was  no  response  to  antibiotic  therapy,  the  in- 
fusaport was  removed.  A mass  was  also  not- 
ed at  the  infusaport  site.  Biopsy  was  then 
taken  and  pathological  examination  demon- 
strated metastatic  squamous  cell  cancer  of 
cervical  origin  encasing  the  infusaport  site. 
The  tumor  was  not  removed.  Cultures  re- 
vealed Staphylococcus  aureus.  The  patient 
was  continued  on  chemotherapy  and  died 
two  months  later  from  metastatic  disease. 

Discussion.  Clinical  and  experi- 
mental data  provide  support  that  tissue 
trauma  and  inflammation  enhance  the 
ability  of  a tumor  to  be  metastatic  to  a 
given  site.^'"*  Fisher  et  aP  found  that 
when  rats  were  injected  with  tumor 
cells  and  subjected  to  mechanical, 
chemical,  and  surgical  trauma,  a signif- 
icantly greater  number  of  tumor  cells 
lodged  in  sites  of  trauma.  Inflamma- 


tory oncotaxis  has  been  proposed  as  the 
mechanism  by  which  tumor  cells  are  at- 
tracted to  a point  of  inflammation. 
Whether  there  is  an  actual  oncotaxic 
substance  similar  to  those  that  attract 
leukocytes,  or  whether  the  neoplastic 
cell  may  be  an  innocent  bystander 
brought  passively  to  these  sites  by  in- 
creased blood  flow  and  capillary  perme- 
ability, is  currently  purely  speculative.^ 
A review  of  the  literature  reveals  two 
other  reports  of  metastasis  to  implanta- 
ble venous  access  devices.  These  con- 
sisted of  metastasis  of  the  site  of  multi- 
ple myeloma  and  Burkitt’s  lymphoma 
to  broviac  catheter  sites.’  Both  patients 
in  this  series  died  from  metastasic  dis- 
ease. With  the  increasing  role  of  these 
access  devices  in  the  care  of  the  oncolo- 
gy patients,  further  clinical  presenta- 
tion of  this  complication  can  be  expect- 
ed in  the  future. 

Management  should  consist  of  biop- 
sy of  the  site,  if  tumor  implantation  is 
suspected.  When  tumor  is  found,  the 
venous  access  device  should  be  re- 
moved. The  patient  should  be  treated 
for  metastatic  disease  in  the  appropri- 
ate fashion. 

RONALD  ZELNICK.  MD 
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Oncology 
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Visual  hallucinations  as  grief 
reaction  without  the  Charles 
Bonnet  syndrome 

TO  THE  EDITOR:  Visual  hallucina- 

tions as  grief  reaction  can  occur  in  the 
absence  of  the  Charles  Bonnet  syn- 
drome. The  latter  involves  hallucina- 
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tions  in  the  elderly  with  sensory  depri- 
vation such  as  ocular  pathology  but 
without  indications  of  “a  dementiform 
process.”  Patel,  Keshavan,  and  Martin' 
described  the  Charles  Bonnet  syndrome 
in  an  86-year-old  woman.  Alroe  and 
McIntyre^  described  its  occurrence  in 
three  women,  two  of  whom  were  75  and 
one  60  years  old.  All  episodes  occurred 
following  the  death  of  the  patients’ 
spouses.  Adair  and  Keshavan^  noted  its 
appearance  in  an  85-year-old  woman 
after  the  death  of  her  son.  The  neurolo- 
gist and  neuropsychiatrist  S.  Weir 
Mitchell  (1829-1914)  described  his 
own  experience  at  age  63.  He  suffered 
no  cerebral  or  ocular  pathology.  He 
hallucinated  the  face  of  his  close  friend, 
clergyman  Philips  Brooks,  over  a ten- 
day  period  following  the  shock  of  sud- 
denly learning  about  his  death. The 
present  case  report  involves  a middle 
aged,  unmarried  woman  whose  visual 
hallucinations  as  grief  reaction  were 
not  associated  with  the  Charles  Bonnet 
syndrome. 


Case  Report.  A 41-year-old  woman  un- 
dergoing psychotherapy  for  panic  attacks 
occurring  during  travel  by  train  revealed 
that  her  father  had  suddenly  died  of  a heart 
attack  nine  months  previously.  She  had  been 
closely  attached  to  him  and  regretted  that 
their  contact  had  not  been  more  frequent  de- 
spite weekly  telephone  conversations.  She 
disclaimed  any  connection  between  her 
father’s  death  and  the  panic  attacks  that 
started  three  months  afterwards. 

During  the  six  weeks  following  the  death, 
when  walking  through  a park  her  father  had 
frequented,  she  suddenly  and  clearly  saw 
him  sitting  on  a bench  as  had  been  his  cus- 
tom. Three  such  episodes  occurred.  She 
stopped,  looked  at  him,  turned,  walked  away 
briefly,  looked  back,  and  found  him  gone. 
Her  reaction  was  one  of  “sadness.”  She  real- 
ized at  the  time  that  the  visions  were  halluci- 
natory and  avoided  that  path  thereafter. 
Two  months  prior  to  her  account  in  therapy 
she  had  had  a general  physical  examination 
with  normal  findings  and  a routine  ophthal- 
mological  examination  which  revealed  nor- 
mal visual  acuity  and  no  ocular  pathology. 
Her  visual  hallucinations  evidently  consti- 
tuted a compensatory  attempt  to  cope  with  a 
significant  sense  of  loss. 


Discussion.  This  clinical  observa- 
tion and  Mitchell’s  experience  probably 
indicate  more  widespread  occurrence  of 
visual  hallucinations  in  the  absence  of 
the  Charles  Bonnet  syndrome.  They 
raise  the  question  of  the  frequency  of 
such  hallucinatory  experience  in  indi- 
viduals, with  and  without  the  syn- 
drome, as  well  as  their  appearance  and 
significance  at  times  as  grief  reactions. 

JEROME  M.  SCHNECK,  MD 
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Center  of  New  York 
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Benzodiazepines:  Prescribing  declines 
under  triplicate  program 

The  addition  of  benzodiazepines  to  the  New  York  State 
Triplicate  Prescription  Program  has  resulted  in  a 27- 
53%  decrease  in  the  number  of  benzodiazepine  prescrip- 
tions written  since  the  law  took  effect  January  1,  1989. 
This  is  the  first  of  a two-part  series  describing  the  de- 
crease in  prescriptions,  as  well  as  the  effect  on  substitute 
drug  prescriptions,  physician  participation,  pharmacy 
practices,  drug  abuse  emergency  room  incidents  and  di- 
version. 

Triplicate  prescriptions  have  been  required  by  the  New 
York  State  Department  of  Health  (DOH)  for  the  past  1 1 
years  for  the  prescription  of  all  Schedule  II  drugs,  such  as 
narcotics,  barbiturates,  and  amphetamines.  These  drugs 
must  be  prescribed  on  a New  York  State  Triplicate  Pre- 
scription. One  copy  of  the  triplicate  prescription  is  for- 
warded to  DOH.  The  pharmacist  and  prescribing  physician 
retain  the  other  copies.  On  January  1, 1989,  benzodiazepines 
were  added  to  the  triplicate  program,  becoming  the  first 
Schedule  IV  drugs  to  be  added  to  the  program. 

Under  the  Triplicate  Prescription  Program,  except  for 
certain  approved  conditions,  prescriptions  can  only  be 
written  for  a maximum  30-day  supply;  refills  are  not  per- 
mitted. Patients  must  receive  a new  prescription  for  addi- 
tional drugs,  although  continued  office  visits  are  not  re- 
quired and  are  left  to  the  physician’s  judgment  in  accord 
with  sound  medical  practice. 

New  York  State’s  experience  with  the  program  has 
demonstrated  that  abuse  and  misuse  of  licit  controlled 
substances  are  reduced  and  prevented  while  appropriate 
use  remains  unaffected.  Analysis  of  the  program  informa- 
tion shows  physician  and  pharmacy  participation  has  in- 
creased. 

Benzodiazepines,  used  primarily  for  the  short  term 
treatment  of  anxiety,  insomnia,  and  muscle  spasms,  have 
also  been  found  to  produce  dependency  with  long  term 
therapeutic  use.  These  drugs  are  also  found  to  be  widely 
abused,  diverted  into  illicit  use  by  some  practitioners,  and 
involved  in  high  levels  of  overdose  emergency  room  admis- 
sions. Research  has  further  indicated  that  patients  taking 
benzodiazepine  experience  impaired  driving  skills,  are  at 
elevated  risk  for  accidents  and  increased  hip  fractures 
among  the  elderly  and,  for  long  term  users,  cognitive  im- 
pairment. 

Methodology 

The  primary  objectives  for  inclusion  of  the  benzodiaze- 


pines into  the  Triplicate  Prescription  Program  were  to  re- 
duce the  diversion  of  these  drugs  into  illicit  use  and  to 
reduce  inappropriate  prescribing  that  can  compromise  pa- 
tient well  being.  In  addition,  the  objectives  were  to  be  ac- 
complished without  interrupting  legitimate  use. 

In  order  to  measure  the  success  in  achieving  the  objec- 
tives, benzodiazepine  prescribing  practices  were  analyzed 
both  pre-  and  post-regulation  (January  1,  1989).  Benzo- 
diazepine prescribing  practices  were  evaluated  by  analyz- 
ing prescription  claims  and  payments  processed  through 
the  following  third  party  payor  sources: 

• Medicaid,  a federal,  state,  and  locally  supported 
program  that  provides  health  care  to  the  poor.  Ad- 
ministered by  the  New  York  State  Department  of 
Social  Services,  Medicaid  serves  1.2  million  New 
Yorkers  annually. 

• Empire  Plan,  which  provides  insurance  for  over 
423,000  state  and  local  government  employees,  re- 
tirees, and  dependents.  Administered  by  the  State 
Department  of  Civil  Service,  the  pharmacy  portion 
of  the  plan  is  carried  by  a private  company. 

• Elderly  Pharmaceutical  Insurance  Coverage 
(EPIC)  Program,  a relatively  new  and  growing 
state  cost-sharing  program  that  provides  prescrip- 
tion drug  insurance  to  more  than  70,000  low-  and 
moderate-income  individuals  aged  65  or  older. 

The  Medicaid,  Empire  Plan,  and  EPIC  programs  were 
used  to  provide  an  analysis  of  the  impact  of  the  regulation 
because  these  programs  offer  an  opportunity  to  compare 
prescribing  patterns  both  before  and  after  the  triplicate 
requirement  took  effect. 

In  the  Medicaid  and  Empire  Plan  analyses,  a quarterly 
claims  average  was  calculated  from  the  four  quarters  of 
1988  and  from  the  two  quarters  of  1989.  The  averaged 
quarter  of  1988  was  then  compared  to  the  averaged  quar- 
ter of  1989.  In  the  Medicaid  and  Empire  Plan,  first  and 
second  quarter  1989  data  include  claims  paid  for  prescrip- 
tions filled  prior  to  the  regulation’s  implementation  and 
claims  for  refills  of  prescriptions  written  in  1988.  Subse- 
quent quarters  will  be  less  affected  by  late  claims  and  re- 
fills. 

For  the  EPIC  program,  data  were  similarly  averaged 
from  three  quarters  in  1988,  but  compared  individually  to 
each  of  the  first  two  quarters  of  1 989.  Because  the  number 
of  EPIC  participants  has  been  growing  steadily,  changes 
in  the  percentage  of  participants  with  claims  and  the  per- 
centage of  all  claims  that  were  for  benzodiazepines  were 
assessed,  rather  than  comparing  numbers  of  claims. 

Findings 

Medicaid  claims  for  benzodiazepines  fell  55%,  from  the 
average  number  of  claims  in  1988  to  the  average  number 
of  claims  for  the  first  half  of  1 989.  The  average  number  of 
Medicaid  benzodiazepine  claims  per  quarter  in  1988  was 
389,250  as  compared  to  173,000  in  1989  (Fig  1). 

In  addition,  a special  review  was  conducted  of  all  Med- 
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FIGURE  1.  Prescriptions  for  benzodiazepines,  paid  by  New  York  State 
Medicaid  (data  derived  from  MR-53  Quarterly  Reports,  NYS  Department  of 
Social  Services). 

icaid  recipients  who  used  more  than  $500  in  pharmacy 
services  in  at  least  one  month  between  September  and  No- 
vember of  1988.  This  group  was  selected  and  monitored 
because  of  its  predisposition  to  divert  prescription  drugs 
into  illicit  use.  Of  the  approximately  6,000  people  in  this 
high  volume  pharmacy  use  group,  an  average  of  3,439  had 
benzodiazepine  prescriptions  filled  during  the  last  quarter 
of  1 988.  As  shown  in  Figure  2,  the  number  of  prescriptions 
j for  September  1988  for  these  benzodiazepine  users  was 
19,200.  This  number  increased  slightly  to  19,900  in  Octo- 
ber and  then  began  to  decrease.  By  May  1989,  the  number 
! of  monthly  prescriptions  had  declined  to  1,070,  a drop  of 
I 95%  from  the  number  in  October  1988.  In  addition,  the 
number  of  individuals  in  this  group  receiving  benzodiaze- 
pine prescriptions  declined  from  3,609  to  763,  a 79%  re- 
! duction  between  October  1988  and  May  1989. 

! The  average  number  of  benzodiazepine  prescriptions 
I written  for  participants  in  the  Empire  Plan  in  the  first  half 
j of  1989  decreased  by  27%  from  the  average  number  in 
I 1988  (Fig  3).  The  average  number  of  benzodiazepine  pre- 
scriptions written  quarterly  in  1 988  was  70,625  compared 
I to  51,450  in  1989  quarters. 

I 
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FIGURE  2.  Recipients  with  high  volume  of  pharmacy  services  benzodia- 
zepine prescriptions,  paid  by  New  York  State  Medicaid  (data  from  NYS 
Department  of  Social  Services). 
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FIGURE  3.  Prescriptions  for  benzodiazepines  under  the  Empire  Plan. 


While  the  total  number  of  program  participants  with 
drug  claims  in  the  EPIC  program  rose  by  47%  between  the 
second  quarter  of  1988  and  second  quarter  of  1989,  the 
number  of  participants  with  benzodiazepine  claims  fell  by 
23%.  As  a percent  of  all  claims,  benzodiazepines  fell  from 
5.4%  in  the  second  quarter  of  1988  to  a low  of  3.2%  in  the 
second  quarter  of  1989,  a 41%  decrease.  While  the  per- 
centage of  EPIC  participants  receiving  benzodiazepine 
prescriptions  each  quarter  had  remained  constant  at  21% 
throughout  1988,  it  dropped  to  13.8%  by  the  second  quar- 
ter of  1989  (Fig  4). 

Not  All  Benzodiazepines  Affected  Equally 

While  data  from  Medicaid  and  the  Empire  Plan  showed 
benzodiazepine  prescriptions  declined  overall,  not  all 
members  of  this  family  of  drugs  were  affected  equally. 
For  example,  the  drug  clonazepam,  which  is  used  to  treat 
epilepsy,  did  not  experience  the  declines  seen  in  other  ben- 
zodiazepines. Under  the  Medicaid  program,  clonazepam 
prescriptions  in  the  first  and  second  quarters  of  1989  were 
within  2%  of  the  average  quarter  for  1988.  In  the  Empire 
Plan,  the  quarterly  average  of  clonazepam  prescriptions 
increased  an  average  of  12.5%  compared  to  1988.  Howev- 
er, Medicaid  data  indicated  that  Valium  prescriptions 
were  reduced  since  January  1 , 1 989,  more  than  any  benzo- 
diazepine, down  65%  per  average  quarter  in  1989. 

Physician  Participation 

In  the  first  seven  months  of  1989,  data  indicate  that 
25,942  physicians  (of  the  approximately  30,000  physi- 
cians in  private  practice  in  New  York  City)*  actively  used 
the  Triplicate  Prescription  Program.  This  represents  an 
increase  of  approximately  50%  compared  to  all  of  1988. 
During  the  same  period,  the  number  of  health  care  institu- 
tions with  physicians  using  the  triplicate  prescription 
forms  rose  from  323  to  785,  a 41%  increase. 

Discussion 

Benzodiazepines  are  one  of  the  most  frequently  used 
groups  of  drugs  in  the  state  and  nation.  The  addition  of 
benzodiazepines  to  the  11 -year-old  Triplicate  Prescrip- 
tion Program  has  produced  a decrease,  ranging  from  27% 
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FIGURE  4.  EPIC  Program  participants  with  benzodiazepine  claims. 


to  55%,  in  benzodiazepine  prescriptions  from  state  and 
private  insurance  and  social  welfare  programs. 

Data  from  the  first  six  months  of  the  program  show  the 
most  sizable  drop  in  prescribing  within  the  Medicaid  pro- 
gram where  diversion  of  drugs  for  profiteering  and  drug 
abuse  has  long  been  suspected.  Benzodiazepine  prescrib- 
ing for  other  populations,  where  abuse  and  diversion  are 
considered  to  be  less  of  a problem,  also  declined.  Goals  of 
adding  the  benzodiazepines  to  the  triplicate  program  in- 
cluded not  only  cutting  diversion  and  abuse,  but  also  edu- 
cating physicians  and  patients  about  the  risks  associated 
with  these  drugs,  as  a means  of  reducing  unnecessary  and 
inappropriate  use.  The  decrease  in  prescribing  found  in 


the  three  groups  studied  may  reflect  decisions  by  patient 
and  physician  alike  that  other  modes  of  therapy  may  be 
preferable.  Medicaid  data  on  high-volume  users  of  phar- 
macy services  show  the  clear  impact  of  the  triplicate  pro- 
gram on  eliminating  diversion. 

While  EPIC  data  on  the  elderly’s  use  of  benzodiaze- 
pines are  limited,  they  do  offer  an  encouraging  picture  of 
what  may  be  happening  as  a result  of  the  new  regulation 
among  this  particularly  vulnerable  population.  Recent  ar- 
ticles have  indicated  that  as  a group,  seniors  face  special 
risks  from  these  drugs  and  may  often  receive  them  inap- 
propriately or  for  excessive  lengths  of  time,  increasing  the 
likelihood  of  dependence. ^ 

As  has  been  the  experience  with  other  drugs  on  the  pro- 
gram, there  has  not  simply  been  an  across-the-board  de- 
crease for  all  products.  Some  medications,  particularly 
those  known  to  be  diverted  or  abused,  such  as  Valium, 
have  been  more  dramatically  impacted  than  others  such 
as  clonazepam. 

While  anecdotal  reports  of  physicians  refusing  to  write 
benzodiazepine  prescriptions  have  been  received  by  the 
department,  the  data  suggest  that,  as  a group,  physicians 
have  responded  appropriately  to  the  new  regulation.  Prior 
to  the  addition  of  benzodiazepines  to  the  triplicate  system, 
only  Schedule  II  drugs,  with  limited,  specialized  medical 
uses,  required  a triplicate  form  and  only  58%  of  private 
practitioners  used  triplicates.  The  benzodiazepines. 
Schedule  IV  drugs,  have  a much  broader  medical  use  and 
the  data  indicate  86%  of  private  practitioners  are  now  us- 
ing triplicate  prescriptions. 

Early  data  on  the  impact  of  the  addition  of  benzodiaze- 
pines to  the  program  show  the  regulation  has  reduced  di- 
version and  abuse,  and  positively  affected  prescribing 
practices.  As  a public  health  initiative,  the  impact  of  those 
changed  prescribing  practices  on  reducing  abuse,  diver- 
sion, unnecessary  utilization,  and  iatrogenic  injury  must 
continue  to  be  followed  closely  in  the  months  and  years 
ahead. 

The  January  1990  issue  of  Epidemiology  Notes  will 
contain  information  on  the  effects  of  the  change  in  benzo- 
diazepine prescribing  practices.  Data  will  be  presented 
from  a survey  of  New  York  State  pharmacies  and  from  an 
analysis  of  drug  abuse-related  emergency  room  visits. 
Patterns  of  substitute  drug  prescriptions  pre-  and  post- 
regulation will  also  be  included. 

For  further  information  regarding  the  Triplicate  Pre- 
scription Program,  contact  the  Division  of  Public  Health 
Protection,  (518)  474-3276. 
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BOOK  REVIEWS 


M.D.:  ONE  DOCTOR’S  ADVENTURES 
AMONG  THE  FAMOUS  AND  INFAMOUS 
FROM  THE  JUNGLES  OF  PANAMA  TO  A 
PARK  AVENUE  PRACTICE 

By  B.  H.  Kean,  MD,  with  Tracy  Dahlby, 
403  pp.  New  York,  Ballantine  Books, 
1990.  $19.95  (hardcover) 

B.  H.  Kean  is  the  doyen  of  clinical 
tropical  medicine  in  America.  That 
alone  should  alert  readers  that  his  auto- 
biography stands  well  apart  from  others 
of  the  medical  autobiography  genre. 
However,  it  is  not  only  the  specialty  of 
tropical  medicine  that  sets  Dr  Kean 
apart,  but  more  importantly  the  man 
and  physician  he  is.  He  would  be  a dis- 
tinguished medical  figure  against  the 
canvas  of  any  age  because  of  his  intel- 
lectual curiosity,  insights,  dedication, 
scientific  acumen,  and  sense  of  caring. 
He  is  the  type  of  physician  many  young 
medical  students  dream  of  becoming, 
the  doctor  most  of  us  would  like  to  have 
at  our  bedside  in  a time  of  serious  ill- 
ness. That  his  specialty  brings  him  into 
contact  with  unusual  problems  and 
famous  people  adds  to  the  lure  of  his 
tale.  But  it  is  the  persona  of  Dr  Kean, 
the  man  and  doctor,  which  makes  the 
book  rise  into  a special  class  occupied 
by  Victor  Heiser’s  An  American  Doc- 
tor’s Odyssey  and  Milton  Slocum’s 
Manhattan  Country  Doctor. 

Dr  Kean  was  trained  in  both  patholo- 
gy and  tropical  medicine  at  the  Gorgas 
Hospital  in  the  Canal  Zone  after  gradu- 
ating from  Columbia  University’s  Col- 
lege of  Physicians  and  Surgeons.  He 
eventually  returned  to  New  York  City, 
began  private  practice,  and  became  af- 
filiated with  Cornell  University  Medi- 
cal Center-New  York  Hospital  where 
he  is  currently  Clinical  Professor  Emer- 
itus of  Tropical  Medicine  and  Public 
Health.  Over  the  years  he  not  only  built 
up  a practice  but  also  distinguished 
himself  in  his  specialty  as  a clinical  sci- 
entist and  medical  educator. 

Tropical  medicine  is  often  viewed  as 
irrelevant  and  boring  to  some  medical 
students  and  confusing  to  many  be- 
cause it  is  easy  to  become  muddled  in 
parasitic  life  cycles.  That  it  became  one 
of  the  most  popular  courses  for  stu- 
dents at  Cornell  reflects  on  Dr  Kean’s 
skills  as  a teacher.  His  lectures  are  leg- 
endary to  those  who  have  heard  them. 
Thousands  of  physicians  have  been 
taught  by  him  and  have  carried  away 


vital  knowledge  of  unusual  infections 
which  they  might  otherwise  overlook. 

The  scientist  and  teacher  do  not  fig- 
ure in  this  autobiography.  Yet  they 
prominently  define  Dr  Kean  to  his  col- 
leagues and  students.  What  is  high- 
lighted are  Dr  Kean’s  experiences  as  a 
clinical  practitioner  managing  unusual 
medical  problems  and  equally  unusual 
people.  Readers  are  treated  to  exciting, 
page-turner  accounts  of  a number  of  his 
patient  encounters.  Among  his  patients 
were  both  the  famous  and  the  infamous 
as  stated  in  the  subtitle  of  the  book. 
The  celebrities  include  Oscar  Hammer- 
stein,  Gertrude  Lawrence,  Edna  Ber- 
ber, and  Salvador  Dali,  who  expecto- 
rated with  panache  on  the  waiting  room 
carpet.  Four  chapters  are  devoted  to 
the  Shah  of  Iran  who  was  Dr  Kean’s  pa- 
tient during  his  final  illnesses. 

Dr  Kean  is  a wonderful  raconteur 
who  leavens  his  tales  with  humor,  sea- 
soned insight,  and  a scientist’s  bent  for 
fascinating  detail.  His  stories  are 
sometimes  humorous,  at  times  sad,  and 
always  spellbinding.  Woven  through 
them  all  as  subtle  nuances  are  the  auth- 
or’s humanity,  dedication,  and  dogged 
determination  to  find  both  cause  and 
cure.  There  are  enough  experiences  in 
this  book  to  sustain  several  autobiogra- 
phies. Yet  readers  like  this  reviewer  will 
hope  that  Dr  Kean  will  provide  more. 

PASCAL  JAMES  IMPERATO,  MD 

Editor 


ILLUSTRATED  GUIDE  TO  THE 
CENTRAL  NERVOUS  SYSTEM 

By  Kazuaki  Sugiura,  MD,  Grant  A. 
Robinson,  PhD,  and  Douglas  G.  Stuart, 
PhD.  160  pp,  illustrated.  St  Louis,  Mo, 
Ishiyaku  EuroAmerica,  Inc,  1989. 
$24.50  (softcover) 

This  book  by  Sugiura,  Robinson,  and 
Stuart  was  originally  designed  by  the 
senior  author  as  a refresher  and  primer 
for  medical  students  of  the  brain’s 
structural  and  functional  relationships. 
Overall  it  is  a concise,  general  text  with 
easily  interpretable  figures.  The  illus- 
trations in  the  initial  chapters  are  sim- 
ple and  effective.  Particularly  useful 
are  figures  which  correlate  osseus  and 
vascular  anatomy  with  radiologic  im- 
ages, such  as  Figures  11-18  and  32- 
41.  Chapter  6,  “Cranial  Nerves  and 
Their  Functions,’’  provides  a concise 


introduction  to  the  cranial  nerves,  al- 
though Figure  95  would  benefit  from  a 
figure  legend.  Figures  98A  and  B are 
praiseworthy  attempts  to  understand 
the  rostro-caudal  relationships  of  vari- 
ous cranial  nerve  nuclei. 

Unfortunately,  an  inordinately  long 
(pp  52-65)  discourse  on  pneumoence- 
phalography is  included.  It  is  fair  to  say 
that  this  information  belongs  in  the  ar- 
chives of  the  history  of  neurology  and 
not  in  an  up-to-date  compendium  of 
clinical  neuroanatomy.  Conspicuously 
absent  in  the  section  on  the  spinal  cord 
is  any  mention  of  myelography.  Al- 
though computerized  axial  tomogra- 
phy is  nicely  correlated  with  brain 
topography  and  representative  patholo- 
gy, magnetic  resonance  images  are  ab- 
sent. It  is  unfortunate  that  the  translat- 
ing and  editorial  efforts  that  went  into 
this  publication  were  eclipsed  by  the 
fast  paced  technological  changes  in  di- 
agnostic neurology.  Systems  neuroan- 
atomy is  treated  superficially,  with  only 
three  diagrams  (Figures  121,  124,  and 
125)  of  major  descending  and  ascend- 
ing pathways. 

The  only  true  error  I found  in  the 
text  related  to  the  description  of  Hoff- 
man’s sign  (p  128)  as  being  a “patho- 
logic sign.’’  This  is  a sign  of  hyperre- 
flexia,  but  not  pathologic  hyperreflexia. 
Section  II,  “Pathologic  Physiology,”  is 
scant,  minimally  discussing  intracrani- 
al pressure  and  the  assessment  of  level 
of  consciousness  and  coma.  This  section 
provides  no  rationale  or  motivation  for 
laboring  through  the  topographic  and 
systems  organization  of  the  brain  and 
spinal  cord. 

New  students  of  neuroanatomy  will 
easily  grasp  the  major  concepts  of  brain 
organization,  but  will  be  shortchanged 
in  the  understanding  of  systems  neur- 
oanatomy and  pathways.  Experienced 
students  and  neurology  house  officers 
will  be  frustrated  by  the  numerous  gaps 
in  detailed  neuroanatomy  required  for 
accurate  neurologic  diagnoses. 

This  book  should  be  compared  with 
Manter  and  Gatz’s  Essentials  of  Clini- 
cal Neuroanatomy  and  Neurophysiol- 
ogy and  Alpers  and  Mancall’s  Essen- 
tials of  the  Neurologic  Examination. 
The  former  provides  clinically  useful 
neuroanatomy  and  physiology  and  cor- 
relates pathology.  The  latter  teaches 
the  reader  to  conduct  a neurologic  ex- 
amination and  correlates  signs  of  dys- 
function with  neuroanatomy.  My  mon- 


APRIL  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  221 


ey  would  go  toward  the  purchase  of 
either  or  both  of  these  books  to  replace 
my  aging  editions. 

GEORGE  M.  DMYTRENKO,  MD,  PhD 
Department  of  Neurology 
University  of  Maryland  School  of 
Medicine 
Baltimore,  MD  21201 


DRUGS  AND  THE  ATHLETE 

By  Gary  I.  Wadler,  MD,  and  Brian 
Mainline,  MD.  353  pp,  illustrated.  Phil- 
adelphia, Pa,  F.  A.  Davis  Company, 
1989.  $45.00  (hardcover);  $29.95 
(softcover) 

This  book  is  a largely  successful  at- 
tempt to  provide  physicians  with  a 
comprehensive  but  readily  digestible 
text  on  drug  abuse  in  athletics.  Both  of 
the  physician-authors  are  affiliated 
with  Cornell  University  Medical  Col- 
lege, and  Dr  Wadler  is  Tournament 
Physician  for  the  US  Open  Tennis 
Championships  and  a Fellow  of  the 
American  College  of  Sports  Medicine. 
The  style  of  writing  is  concise  and 
straightforward,  and  the  numerous  case 
studies  that  are  included  give  the  text  a 
distinctly  “clinical”  taste  that  will  ap- 
peal to  most  physicians. 

The  book  is  divided  into  three  main 
sections  plus  an  extensive  appendix  (83 
pages)  that  reviews  the  drug  policies 
and  position  statements  of  a wide  vari- 
ety of  sports  organizations.  The  initial 
three  chapters  (52  pages)  of  the  book 
are  devoted  to  a general  discussion  of 
the  history  of  drug  abuse  by  athletes 
and  the  societal,  psychological,  physio- 
logical, and  performance-related  fac- 
tors that  can  lead  to  drug  problems. 
This  is  the  weakest  section  of  the  book, 
because  it  is  the  most  superficially 
treated.  The  next  13  chapters  (125 
pages)  of  the  text  provide  succinct  re- 
views of  specific  drugs  abused  by  ath- 
letes, and  the  final  four  chapters  (66 
pages)  provide  a unique  and  helpful 
overview  of  how  clinicians  can  recog- 
nize, detect,  and  manage  drug  abuse  by 
athletes  in  their  care  while  minimizing 
potential  litigation. 

The  main  strength  of  this  text  is  that 
it  is  written  for  the  busy  physician  who 
wants  a comprehensive  clinical  ap- 
proach to  the  topic.  It  provides  few  de- 
tails of  original  papers  on  drug  use  and 
relies  quite  heavily  on  references  from 
medical  newsletters,  newspapers,  and 
news  magazines.  These  characteristics 
will  be  seen  as  shortcomings  for  those 
who  seek  a more  exhaustive  and  careful 


scientific  analysis  of  the  original  re- 
search. As  one  example  of  what  might 
be  viewed  as  superficial  treatment  of  a 
topic,  less  than  one  full  page  of  text  is 
devoted  to  the  use  of  vitamins  and  min- 
erals by  athletes.  To  their  credit,  the 
authors  have  included  in  their  reference 
lists  many  citations  as  recent  as  1988. 
They  have  also  chosen  an  effective  or- 
ganizational structure  for  each  of  the 
review  chapters  on  individual  drugs  or 
drug  classes.  These  chapters  begin 
with  historical  comments  and  proceed 
through  drug  chemistry,  physiology, 
and  clinical  pharmacology,  to  use  of  the 
drug  in  sports  and  its  adverse  effects. 

This  book  will  be  especially  valuable 
to  those  physicians  who  have  had  little 
exposure  to  sports  medicine  and  need  a 
concise  and  well-written  overview  of 
drug  abuse  in  athletics  to  better  address 
the  needs  of  their  patients. 

DAVID  R.  LAMB.  PhD 
Ohio  State  University 
Columbus,  OH  43210 


EXERCISE  AND  SPORT  SCIENCES 
REVIEWS 

Volume  17.  Edited  by  Kent  B.  Pandolf, 
PhD.  569  pp,  illustrated.  Baltimore, 
Md,  Williams  & Wilkins,  1989.  $46.95 
(hardcover) 

This  book  is  an  annual  publication  of 
the  American  College  of  Sports  Medi- 
cine which  reviews  current  research  in 
the  fields  of  behavior,  biomechanics, 
clinical  issues,  physiology,  and  rehabili- 
tation as  they  pertain  to  exercise  sci- 
ence. The  editorial  board  is  made  up  of 
12  well-known  authorities,  each  of 
whom  is  responsible  for  a topic.  The  ob- 
jective of  the  college  is  to  provide  re- 
views of  the  latest  investigations  in 
broad  areas  of  interest  to  clinicians, 
educators,  exercise  scientists,  and  stu- 
dents. 

The  editor  of  the  book,  Kent  B.  Pan- 
dolf, PhD,  has  impeccable  credentials, 
as  do  the  members  of  the  editorial 
board.  They  are  all  distinguished,  well- 
published  scientists  who  have  made 
many  contributions  to  their  fields. 

This  book  is  a recommended  addition 
to  the  medical  literature  for  several 
reasons.  First,  it  is  written  for  the  clini- 
cian and  the  research  scientist  alike. 
The  topics  are  chosen  and  presented  in 
a format  that  has  wide  variety  and  ap- 
peal, and  can  be  applied  in  private  prac- 
tice or  serve  as  a catalyst  for  further 
investigation.  It  also  allows  the  busy  cli- 
nician the  opportunity  to  expand  his 


knowledge  in  exercise  science. 

The  book  opens  with  a chapter  on  the 
application  of  molecular  biology  in  ex- 
ercise physiology.  The  first  section  pro- 
vides some  background  and  defines 
some  technical  terms  used  in  molecular 
biology.  The  second  section  gives  the 
results  of  research  employing  molecu- 
lar biological  technique  questions  in 
exercise  physiology.  The  third  section 
discusses  potential  future  applications 
of  molecular  biology  within  exercise 
physiology.  The  second  chapter,  “Met- 
abolic and  Physiological  Factors  in  Fa- 
tigue,” examines  and  discusses  many 
studies  reported  in  the  literature  on 
factors  contributing  to  human  skeletal 
muscle  fatigue.  Chapter  3,  “Skeletal 
Muscle  Disorders  and  Associated  Fac- 
tors That  Limit  Exercise  Performan- 
ce,” primarily  deals  with  the  general 
metabolic  and  physiologic  factors 
which  set  an  upper  limit  to  performance 
in  patients  with  a variety  of  specific 
disorders  affecting  the  metabolism  or 
structure  of  skeletal  muscle.  Chapters 
4,  5,  and  6 address  three  key  areas  of 
muscle  physiology:  lactate  uptake,  ec- 
centric action  of  muscle,  and  determin- 
ing muscle’s  force  and  action  in  multi- 
articular  movement. 

In  chapters  7 and  8,  two  aspects  of 
hemodynamics  and  exercise  are  pre- 
sented. They  deal  with  impedance  car- 
diology: non-invasive  assessment  of 
human  central  hemodynamics  at  rest 
and  during  exercise,  and  acute  polycy- 
themia and  human  performance  dur- 
ing exercise  and  exposure  to  extreme 
environments.  The  next  chapter, 
“Physiological  Interactions  Between 
Pregnancy  and  Aerobic  Exercise,”  is  a 
popular  subject,  and  it  is  increasingly 
important  for  clinicians  to  have  the  lat- 
est up-to-date  information.  Many  of  to- 
day’s young  women  and  soon-to-be 
mothers  have  been  brought  up  with  ex- 
ercise and  wish  to  continue  it  through 
their  pregnancy.  Physicians  must  have 
a good  understanding  of  the  effects  of 
exercise  on  these  women,  and  this  chap- 
ter does  a good  job  of  presenting  some 
of  the  key  issues  within  this  topic. 
Chapter  10  addresses  growth  hor- 
mone, its  therapeutic  use,  and  the  po- 
tential for  abuse.  Chapter  1 1 reviews 
exercise-induced  stress  fractures  and 
stress  reactions  of  bone.  It  discusses 
epidemiology,  etiology,  and  classifica- 
tions. 

Chapter  12  discusses  physical  activi- 
ty, exercise,  and  epidemiology;  giving 
epidemiology  as  part  of  exercise  sci- 
ence. Chapter  13  is  a review  of  motor 
skill  acquisition  and  performance.  The 
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book  concludes  with  a chapter  titled 
“The  Tradition  of  the  ‘Six  Things  Non- 
Natural’:  Exercise  and  Medicine  from 
Hippocrates  through  Ante-Bellum 
America.” 

The  quality  of  the  book  is  excellent. 
It  is  highly  accurate,  with  information 
being  drawn  from  the  latest  literature. 
In  addition,  it  is  very  well  organized 
and  presented  in  a clear  and  concise 
manner.  As  a part  of  the  American 
College  of  Sports  Medicine  series,  this 
book’s  style  and  technical  features 
meet  very  high  standards. 

KEVIN  D.  STEELE,  PhD 
Director  of  Education,  Research  and 
Member  Services 
Health  and  Tennis  Corporation  of  America 
Los  Angeles,  CA  90067 


MODERN  PERSPECTIVES  IN  THE 
PSYCHIATRY  OF  THE  NEUROSES 

Edited  by  John  G.  Howells,  MD.  384  pp. 
New  York,  Brunner/Mazel  Publish- 
ers, 1989.  $50.00  (hardcover) 

This  book,  according  to  its  editor, 
John  G.  Howells,  MD,  former  director 
of  the  Institute  of  Family  Psychiatry 
and  Professor  of  Psychiatry  at  Cam- 
bridge University,  “is  planned  to  bring 
the  facts  from  the  growing  points  of 
psychiatry... to  the  attention  of  the  clini- 
cian.” In  his  attempt  to  do  this  Dr 
Howells  has  assembled  a prestigious 
group  of  MDs  and  PhDs  who  have,  for 
the  most  part,  done  a very  worthy  job  in 
summarizing  recent  information  on 
the  neuroses. 

The  book  contains  19  chapters  with 
very  creditable  bibliographies  that  dis- 
cuss various  aspects  of  neurotic  illness, 
including  eating  disorders,  panic  at- 
tacks, sleep  disorders,  post-traumatic 
stress  disorder,  and  various  treatment 
strategies  in  addition  to  other  topics.  A 
number  of  well-respected  authors  were 
I assembled  to  present  specific  topics.  Dr 
John  Oldham,  Associate  Chairman, 
Department  of  Psychiatry  at  Columbia 
University  College  of  Physicians  and 
Surgeons,  presents  a chapter  on  the 
“Diagnosis  of  the  Neuroses,”  in  an  ex- 
ceedingly clear  and  precise  manner.  His 
expertise  in  this  area  of  psychiatry  and 
his  very  effective  writing  skills  help  the 
reader  to  gain  an  appreciable  knowl- 
, edge  of  this  subject  area, 
j Dr  Peter  Buckley,  Professor  of  Psy- 
chiatry at  Albert  Einstein  College  of 
j Medicine,  has  written  a chapter  on  an 
' often  neglected  area  of  psychiatry, 
“Supportive  Psychotherapy.”  The 


chapter,  although  short,  presents  a 
great  deal  of  pertinent  information 
that  the  clinician  should  find  helpful  in 
his  therapeutic  endeavors. 

Dr  Walter  V.  Flegenheimer,  of  the 
Beth  Israel  Medical  Center  in  New 
York,  has  written  a very  worthwhile 
chapter  on  “Brief  Psychotherapy.”  He 
very  aptly  summarizes  present  think- 
ing in  this  treatment  area. 

Other  prominent  figures  who  have 
written  excellent  chapters  include 
D.  P.  T.  Brown,  Director  of  the  Mary- 
lebone  Consultancy  Unit,  London,  who 
has  co-authored  “Psychological  and 
Organic  Factors  in  Sexual  Dysfunc- 
tion,” and  James  C.  Ballenger,  MD, 
Chairman  of  the  Department  of  Psychi- 
atry at  the  Medical  College  of  South 
Carolina,  who  co-authored  the  chapter 
on  “Psychopharmacology  of  the  Neur- 
oses.” Both  of  these  scientists,  in  addi- 
tion to  the  other  authors,  have  done  an 
admirable  job  in  clearly  summarizing 
the  cutting  edge  issues  concerning  neu- 
roses for  the  clinician. 

Clinicians  who  wish  to  update  them- 
selves on  the  new  therapeutic  strategies 
concerning  the  neuroses,  and  to  obtain 
a clear  and  basic  understanding  of 
them,  would  very  much  benefit  by  hav- 
ing a book  of  this  caliber. 

ALAN  B.  HERTZ,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


A HANDBOOK  OF  PSYCHIATRIC 
NURSING 

Edited  by  Lloyd  A.  Wells,  MD.  423  pp. 
St  Louis,  Mo,  Warren  H.  Green,  Inc, 
1989.  $47.50  (hardcover) 

This  book  is  an  unmemorable  addi- 
tion to  the  medical  literature  in  general, 
and  to  the  psychiatric  nursing  literature 
in  particular.  Doctors  interested  in  un- 
derstanding a nurse’s  perspective  as 
well  as  nursing  students  and  practicing 
nurses  will  be  much  better  served  by 
other  competent  books  available.  Es- 
sential Psychopathology  by  Jerrold 
Maxmen  (Norton  Press,  1986);  Prin- 
ciples and  Practice  of  Psychiatric 
Nursing  by  Gail  Stuart  and  Sandra 
Sundeen  (Mosby,  1987);  and  Psychiat- 
ric Nursing  by  Holly  Wilson  and  Carol 
Kneisl  (Addison-Wesley,  1988)  are  all 
good  bets. 

A Handbook  of  Psychiatric  Nursing 
has  many  problems.  The  first  is  the 
self-declared  mission  of  the  book.  Al- 
though Dr  Wells’  introduction  states 


that  the  book  is  not  a text,  the  structure 
of  the  book’s  32  chapters  suggests  oth- 
erwise. Some  of  these  chapters,  includ- 
ing two  entitled  “Neuroses”  and 
“Nurses  and  Psychoses,”  are  reminis- 
cent of  textbooks  from  an  earlier  era. 
Others  dealing  with,  for  example,  psy- 
chopharmacology, electroconvulsive 
therapy,  schizophrenia,  psychoanalytic 
theory,  and  emergencies  are  standard 
textbook  fare.  Although  the  book  pur- 
ports to  be  interdisciplinary,  90%  of  the 
authors  are  either  physicians  or  nurses. 
Dr  Wells  wrote  17  of  the  chapters  and 
his  wife  was  the  author  of  three. 

The  book  falls  short  in  treating  topics 
it  has  chosen  to  address  and  much  of 
the  material  is  dated.  Dr  Leonard 
Stein’s  classic  article  “The  Nurse-Doc- 
tor Game”  was  first  published  in  1967 
and  is  reprinted  with  permission  from 
the  Archives  of  General  Psychiatry.  It 
is  still  fun  to  read,  but  23  years  later 
the  acute  nursing  shortage  and  the  wo- 
men’s movement  have  changed  some 
elements  of  the  “game.”  An  update 
would  have  been  welcome  and  more 
than  justified.  Instead,  the  chapter 
leaves  the  reader  without  any  new  in- 
sights into  the  problem. 

Dr  Wells  also  clearly  disagrees  with 
the  new  classification  of  schizophrenia 
that  came  with  the  1980  edition  of 
DSM  III  and  prefers  Bleuler’s  “four 
A’s.”  While  Dr  Wells  is  not  alone  in  his 
position  on  DSM  III  or  DSM  IIIR,  he 
does  not  present  any  good  rationale  for 
his  disagreement. 

Lack  of  clarity  is  another  failing.  For 
example,  the  essential  elements  of  sui- 
cidal assessment  are  not  clearly  delin- 
eated. And  frequently  when  the  basics 
of  some  aspect  of  practice  are  present- 
ed, the  book’s  treatment  remains  far  too 
simplistic.  Although  the  principles  of 
beginning  safe  practice  are  critical,  es- 
pecially for  nursing  students  and  recent 
nursing  graduates,  the  book  fails  to 
provide  enough  detail  to  be  helpful. 

Equally  or  perhaps  more  glaring 
among  the  book’s  deficiencies  are  its 
omissions.  With  substance  abuse  in  the 
United  States  at  epidemic  levels,  the 
book  devotes  a mere  three  and  a half 
pages  to  chemical  dependency,  consti- 
tuting for  the  most  part  a few  kind 
words  about  Alcoholics  Anonymous. 
Also,  other  current  issues  are  nowhere 
to  be  found.  For  example,  no  material 
appears  on  AIDS  dementia,  eating  dis- 
orders, the  homeless  mentally  ill,  dual 
diagnosis,  cognitive  therapy,  or  multi- 
ple family  therapy.  Missing  from  an 
otherwise  well-written  chapter  on  the 
role  of  the  nurse  in  community  mental 
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health  is  any  mention  of  deinstitution- 
alization’s impact  on  the  chronically 
mentally  ill. 

In  summary,  the  book  has  few  re- 
deeming characteristics  and  therefore 
readers  are  advised  to  look  elsewhere. 

MARGARET  RAFFERTY.  RN,  MA.  MPH 
Long  Island  College  Hospital 
School  of  Nursing 
Brooklyn,  NY  11201 


BLACK  FAMILIES  IN  CRISIS:  THE 
MIDDLE  CLASS 

Edited  by  Alice  F.  Coner-Edwards, 
DSW,  and  Jeanne  Spurlock,  MD.  320  pp. 
New  York,  Brunner/Mazel  Publishers, 
1988.  $30.00  (hardcover) 

The  goal  of  this  book  is  to  point  out 
particular  issues  that  negatively  affect 
the  mental  health  of  the  black  middle 
class  family.  The  book  grew  out  of  a dis- 
cussion group  of  black  psychiatrists 
who  were  involved  in  a symposium  at 
Howard  University  in  1985  entitled 
“The  Black  Families  in  Crisis.”  The  au- 
thors include  physicians,  social  work- 
ers, and  a medical  student,  who  contrib- 
ute experiences  from  their  professional 
lives. 

The  book  focuses  on  some  of  the 
characteristic  experiences  and  prob- 
lems of  the  black  family.  It  also  points 
out  how  the  change  to  so-called  “black 
middle  class”  has  its  own  sets  of  prob- 
lems and  how  stress  and  racial  preju- 
dice are  perceived  from  a black  per- 
spective. 

I found  this  book  to  be  very  informa- 
tive and  believe  it  should  be  included  in 
the  libraries  of  physicians  who  care  for 
black  patients.  For  physicians  with  dif- 
ferent racial  and  cultural  backgrounds, 
this  book  offers  an  insight  into  the  black 
family.  The  book  covers  many  issues, 
including  problems  encountered  in  the 
workplace,  male/female  relationships, 
parenting,  care  of  the  elderly  parent, 
educational  and  health  issues,  and 
treatment.  The  book  is  very  well  writ- 
ten. However,  I found  that  it  was  too 
superficial  in  its  coverage.  The  book 


was  not  written  with  the  purpose  of  giv- 
ing in-depth  insight  into  the  topics  dis- 
cussed, although  there  is  an  extensive 
bibliography  at  the  end  of  each  chapter. 
However,  each  chapter  provides 
enough  information  so  that  any  physi- 
cian working  with  black  families  would 
be  made  cognizant  of  issues  that  impact 
upon  a black  person. 

The  book  is  well  organized,  concise, 
and  gives  statistical  data  to  support  the 
issues  discussed.  It  quotes  many  nation- 
ally known  authors  and  reports.  Each 
chapter  opens  with  an  overview  on  the 
objectives  to  be  met  or  points  to  be  ex- 
plored. It  is  straightforward  reading, 
easily  understood  by  professionals  and 
lay  persons. 

I am  not  aware  of  any  other  publica- 
tion that  presents  the  black  middle  class 
of  the  1980s  in  the  same  context  as  this 
book  does.  I believe  the  book’s  authors 
have  achieved  their  objective  of  show- 
ing that  economic/financial  stability  is 
not  without  emotional  problems.  The 
authors  also  emphasize  the  need  for 
families  to  utilize  therapeutic  interven- 
tion when  problems  are  recognized. 

LORETTA  PATTON-GREENIDGE,  MD 
Catholic  Medical  Center  of  Brooklyn 
Brooklyn,  NY  11217 


LEGAL  ASPECTS  OF  MEDICINE 

Edited  by  James  R.  Vevaina,  MD,  Rog- 
er C.  Bone,  MD,  and  Edwin  Kassoff. 
340  pp.  New  York,  Springer-Verlag, 
Inc,  1989.  $73.00  (hardcover) 

Drs  Vevaina  and  Bone  have  impres- 
sive credentials  in  the  fields  of  pulmo- 
nary and  critical  care  medicine.  While 
this  book  is  intended  to  be  of  interest  to 
all  who  work  in  the  fields  of  law  and 
medicine,  particular  emphasis  is  given 
to  the  fields  of  cardiology,  pulmonary 
medicine,  and  critical  care  medicine. 
The  third  coeditor,  Edwin  Kassoff,  is  a 
presiding  justice  of  the  appellate  term, 
2nd  and  1 1th  Judicial  Districts,  of  the 
Supreme  Court  of  the  State  of  New 
York;  and  is  an  experienced  justice, 
writer,  and  lecturer.  Dr  Vevaina 


sparked  the  creation  of  the  book  be- 
cause almost  all  physicians  appear  to  be 
“deeply  troubled  by  legal  problems, 
professionally,  economically,  and  most 
important  of  all,  psychologically.”  His 
objective  is  to  make  every  doctor  better 
equipped  to  deal  with  medicolegal 
problems  by  being  exposed  to  a “blend” 
of  great  minds  in  law  and  medicine. 

The  text  is  not  a comprehensive  or 
encyclopedic  approach  to  law  and 
medicine  and  by  design  was  not  intend- 
ed to  be.  For  the  most  part,  each  chap- 
ter is  a succinct  discussion  designed  to 
help  physicians  become  more  comfort- 
able with  the  interface  between  law 
and  medicine.  The  book  contains  35 
chapters  written  by  various  experts  in 
both  law  and  medicine,  and  covers  a 
multitude  of  subjects  ranging  from  the 
evolution  of  medical  malpractice  law, 
discussed  by  Melvin  M.  Belli,  to  the  le- 
gal aspects  of  intensive  care,  airway  dis- 
orders, lasers,  HIV  testing,  respiratory 
therapy,  lung  disease,  cancer,  arterial 
catheterization,  heart  and  lung  trans- 
plantation, withholding  and  withdraw- 
ing life  support,  and  finally  the  psycho- 
logical effects  of  medical  malpractice. 

While  the  overall  quality  of  the  writ- 
ing is  good,  in  my  opinion,  certain 
chapters  are  noteworthy;  eg,  “Regula- 
tory Law  as  It  Affects  Physicians” 
(S.  A.  Robert),  “Risk  Management 
for  the  Physician  (M.  S.  Kaminski,  et 
al),  “Ethics,  Medicine  and  the  Law” 
(G.  A.  Kanoti),  “Mysteries  Unraveled 
by  Postmortem  Examination”  (C.  H. 
Wecht),  and  “Legal  Aspects  of  Human 
Immunodeficiency  Virus  (HIV)” 
(H.  M.  Ginzburg,  M.  J.  Rosen).  In 
conclusion,  even  though  this  book  is 
heavily  weighted  toward  the  legal  as- 
pects of  cardiopulmonary  and  critical 
care  medicine,  physicians  who  read  it 
will  be  better  informed  about  overall 
legal  aspects  of  medicine,  and  ultimate- 
ly will  recognize  that  good  medicine  is 
good  law. 

EMIDIO  A.  BIANCO.  MD,  JD 
Assistant  Chairman  for  Professional 
Affairs 

Department  of  Legal  Medicine 
Armed  Forces  Institute  of  Pathology 
Washington,  DC  20306 


224  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/APRIL  1990 


NEWS  BRIEFS 


Report  of  a specific  and  sensitive  test  for  Lyme  disease: 
Detection  of  a singie  organism  is  possibie 

Lyme  disease  is  a multisystemic,  potentially  debilitat- 
ing illness  caused  by  the  spirochete  Borrelia  burgdorferi 
and  transmitted  by  infected  ticks  of  the  species  Ixodes  ric- 
inus.  In  some  persons,  the  initial  sign  of  a bite  by  an  infect- 
ed tick  is  a skin  rash,  erythema  migrans.  However,  in 
many  cases  the  bite  goes  undetected,  and  subsequent 
diagnosis  of  Lyme  disease  is  difficult,  as  its  symptoms  are 
common  to  a broad  spectrum  of  ailments.  Identification  of 
Borrelia  spirochetes  has  been  an  obstacle  in  rapid  diagno- 
sis because  infection  can  occur  with  the  presence  of  only  a 
few  organisms. 

Rosa  and  Schwan  have  reported  their  success  in  using 
the  polymerase  chain  reaction  (PCR)  to  amplify  and  de- 
tect a small  amount  of  B burgdorferi  DNA  in  human  tis- 
sue {J  Infect  Dis  1989;  160:1018-1028).  Theoretically, 
this  technique  could  detect  a single  organism.  In  PCR, 
DNA-specific  enzymes  copy  a target  DNA  sequence, 
achieving  amplification  of  more  than  one  million  times 
within  several  hours. 

The  initial  goal  of  Rosa  and  Schwan  was  “to  identify  a 
sequence  of  DNA  present  in  all  strains  of  B.  burgdorferi 
but  not  conserved  in  the  most  closely  related  member  of 
the  genus,  Borrelia  hermsii."  They  then  amplified  this 
DNA  sequence  to  detectable  levels.  Further  testing  dem- 
onstrated that  a small  amount  of  B burgdorferi  DNA  was 
identifiable  even  “in  the  presence  of  a large  excess  of  hu- 
man DNA.” 

Although  the  initial  studies  were  performed  with  puri- 
fied DNA,  the  authors  showed  that  the  PCR  assay  worked 
effectively  with  crude  lysates  of  B burgdorferi,  thereby 
eliminating  the  need  for  labor  and  time  intensive  sample 
preparation.  Rosa  and  Schwan  do  emphasize  the  impor- 
tance of  using  appropriate  negative  controls  when  per- 
forming this  highly  sensitive  assay. 

Use  of  multivitamin/folic  acid  supplements  during  first 
weeks  of  pregnancy  can  help  prevent  neural  tube  defects 

A startling  conclusion:  “We  believe  that  the  combined 
data  from  this  and  other  studies  provide  good  evidence 
! that  folic  acid-containing  MVs  [multivitamins]  taken 
' during  the  first  6 weeks  of  pregnancy  will  prevent,  by 
more  than  50%,  the  occurrence  of  NTDs  [neural  tube  de- 
fects]” {JAMA  1989;262:2847-2852).  Milunsky  et  al 
based  this  statement  on  data  accumulated  from  previous 
studies  and  their  own  study,  which  involved  a prospective 
evaluation  of  the  relationship  between  maternal  multivi- 
tamin usage  and,  specifically,  folic  acid  intake  from  multi- 
vitamin and  dietary  sources,  and  the  risk  of  neural  tube 
defects  among  the  children  of  22,776  women. 

All  of  the  women  who  participated  in  the  study  under- 
; went  amniocentesis  or  serum  alpha-fetoprotein  determi- 
I nation  at  about  the  16th  week  of  pregnancy.  All  partici- 
I pants  also  completed  an  interview  that  produced 
information  on  “family,  medical,  and  genetic  history  with 
special  emphasis  on  diet,  medication,  and  illness  during 
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the  first  trimester  of  pregnancy.  Questions  also  covered 
environmental  and  occupational  exposures  prior  to  con- 
ception.” The  women  reported  on  their  use  of  vitamins 
and  other  nutritional  supplements.  Pregnancy  outcome 
information  was  obtained  from  either  the  delivering  phy- 
sician or  the  woman  herself. 

For  the  purposes  of  this  study,  neural  tube  defects  in- 
cluded spina  bifida,  anencephaly,  or  encephalocele.  A de- 
ficiency of  folic  acid  has  been  suspected  as  a contributing 
factor  in  the  development  of  neural  tube  defects  for  many 
years.  Previous  research  has  demonstrated  reduced  levels 
of  folic  acid  at  term  in  the  blood  of  women  who  had  babies 
with  NTDs.  Furthermore,  aminopterin,  which  is  an  an- 
tagonist of  folic  acid,  is  known  to  be  teratogenic  in  humans 
and  has  been  shown  to  cause  NTDs  in  animals. 

Forty-nine  of  the  22,776  women  in  this  study  had  babies 
with  NTDs.  The  authors  found  a substantially  reduced 
risk  of  NTDs  among  the  women  who  took  multivitamin/ 
folic  acid  supplements,  at  standard  prescribed  doses,  and 
this  protective  effect  appeared  to  be  limited  to  use  of  the 
supplements  during  the  first  six  weeks  of  pregnancy. 

Milunsky  et  al  support  their  belief  that  NTDs  result 
from  a genetic  predisposition  in  combination  with  a defi- 
ciency of  an  essential  nutrient,  quite  possibly  folic  acid, 
with  the  following  finding:  “the  strikingly  higher  preva- 
lence of  NTDs  in  women  with  a positive  family  history 
who  did  not  take  supplements  (13.0  per  1000)  compared 
with  those  with  a family  history  who  did  (3.5  per  1000).” 
The  authors  point  out  that  the  results  of  this  study  do  not 
eliminate  a role  in  NTDs  for  vitamins  A,  C,  D,  or  E,  either 
alone  or  in  combination  with  folic  acid,  because  most  pre- 
natal multivitamin  preparations  provide  all  these  nutri- 
ents. 

Computers  aid  in  record  keeping  and  can  lower  insurance 

costs 

In  Louisville,  Kentucky,  one  malpractice  underwriter 
rewards  emergency  room  physicians  who  use  computers 
for  documenting  patient  information  with  a 5-40%  reduc- 
tion in  their  malpractice  insurance  premiums  {Wall 
Street  Journal,  December  8,  1989,  p Bl).  According  to 
the  company,  lack  of  complete  and  accurate  patient  re- 
cords in  support  of  a physician’s  actions  are  an  important 
problem  when  taking  a malpractice  case  to  court.  One 
emergency  physician  has  estimated  that  “about  35%  of 
malpractice  costs  result  from  people  whose  heart  attacks 
weren’t  diagnosed  by  emergency  room  doctors.” 

When  used  properly,  computers  can  assure  adequate 
record  keeping.  Products  now  available  include  computer 
software  that  rechecks  the  records  of  emergency  room  pa- 
tients to  determine  whether,  based  on  the  presenting 
symptoms,  the  doctor  asked  each  patient  all  the  necessary 
and  relevant  questions.  Another  data  management  system 
evaluates  all  charts  before  patients  are  discharged. 

Furthermore,  computers  can  save  physicians  valuable 
time  spent  on  record  keeping  and  chart  preparation.  With 
one  system,  which  incorporates  speech-recognition  com- 
puters, “a  doctor  dictates  information  that  appears  on  the 
computer  screen  and  prompts  the  machine  to  ask  ques- 
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tions  about  a patient’s  symptoms.  The  computer  then 
makes  a chart  from  the  doctor’s  responses.” 

Health  problems  of  the  homeless 

The  Baltimore  Homeless  Study  evaluated  the  health 
and  mental  health  care  needs  of  the  homeless  population 
in  Baltimore,  Md,  during  1986  and  1987.  This  study  dif- 
fered from  much  of  the  previous  literature  in  that  the  sam- 
pling method  yielded  a population  of  homeless  persons 
from  various  settings.  The  more  than  20  sampling  sites, 
from  which  the  subjects  were  randomly  selected,  included 
missions,  shelters,  and  jails — “all  the  facilities  serving 
homeless  adults  that  were  in  operation  in  Baltimore  dur- 
ing the  period  of  the  study.”  According  to  the  authors, 
“. . . in  the  main,  investigations  of  the  physical  health  of 
the  homeless  have  been  based  on  treated  populations, 
mostly  users  of  clinics  and  emergency  services,  and  thus 
may  not  describe  the  homeless  in  general.” 

The  three-stage  design  of  the  Baltimore  Homeless 
Study  consisted  of  a baseline  survey,  a clinical  evaluation, 
including  physical  and  psychiatric  evaluations  of  half  of 
the  baseline  survey  group,  and  a six-month  follow-up  of 
one  third  of  the  participants  who  underwent  clinical  evalu- 
ations. In  a recent  issue  of  JAMA  (1989;  262:1352-1357), 
the  authors  reported  their  findings  from  the  first  two 
stages  of  this  study. 

The  baseline  survey,  given  to  528  homeless  adults,  col- 
lected information  on  demographic  variables,  personal, 
health  and  occupational  history,  substance  abuse,  pat- 
terns of  health  services  utilization,  and  barriers  to  care. 
The  results  of  the  survey  indicated  that  one  third  of  men 
and  less  than  half  of  the  women  had  graduated  from  high 
school.  Most  were  unemployed  at  the  time  of  the  survey, 
and  about  two  fifths  of  the  men  and  half  of  the  women 
were  receiving  some  form  of  public  support.  Arrest  histor- 
ies were  present  for  more  than  two  fifths  of  the  women  and 
four  fifths  of  the  men. 

Mouth  and  teeth  problems  accounted  for  the  greatest 
number  of  problems  among  participants.  For  women,  gy- 
necologic problems  were  common — found  in  two  thirds  of 
the  homeless  women  examined — with  42%  having  men- 
strual or  menopausal  symptoms,  and  34%  with  genital  in- 
fections. More  than  half  of  the  men  and  women  had  vari- 
ous skin  conditions.  The  fourth  most  prevalent  health 
problem  affected  the  cardiovascular  system,  with  approxi- 
mately one  fifth  of  men  and  one  eighth  of  women  exhibit- 
ing evidence  of  hypertension,  and  15%  having  cardiac  ar- 
rhythmias. One  fourth  of  the  homeless  population 
examined  displayed  peripheral  vascular  problems,  includ- 
ing varicose  veins,  venous  stasis,  ulceration,  and  inflam- 
mation of  the  lower  extremities.  Thirty-two  percent  of 
women  and  26%  of  men  suffered  some  type  of  arthritis. 
Anemia  was  present  in  18%  of  men  and  35%  of  women. 

Both  men  and  women  reported  heavy  smoking,  and  sub- 
stance abuse,  primarily  of  alcohol,  was  a prominent  find- 
ing in  the  medical  histories  of  85%  of  men  and  67%  of 
women.  The  Short  Michigan  Alcoholism  Screening  Test 
identified  69%  of  men  and  38%  of  women  as  probable  or 
definite  alcoholics. 

With  regard  to  the  psychiatric  evaluations,  91%  of  the 
men  and  80%  of  the  women  were  found  to  suffer  some 


form  of  mental  illness  or  substance  use  disorder.  The  au- 
thors emphasized,  however,  that,  “Contrary  to  stereotype, 
the  majority  do  not  have  illnesses  such  as  schizophrenia  or 
bipolar  disorder.”  Twelve  percent  of  men  and  17%  of 
women  were  diagnosed  with  schizophrenia,  while  19%  of 
men  and  24%  of  women  were  found  to  have  affective  dis- 
orders. Less  severe  mental  disorders,  such  as  phobias,  pan- 
ic or  anxiety  disorders,  and  personality  disorders  pre- 
vailed. 

When  asked  to  name  their  usual  source  of  health  care, 
only  47%  of  men  and  30%  of  women  could  comply.  Simi- 
larly, there  was  no  third-party  payer  for  health  care  for 
52%  of  the  men  and  30%  of  the  women. 

The  authors  concluded  that  “.  . . most  of  the  general 
health  problems  of  the  homeless  could  be  addressed 
through  satisfying  basic  public  health  needs:  clean  and 
safe  living  conditions,  adequate  nutrition,  primary  care 
for  common  conditions,  and  dental  hygiene  and  routine 
dental  care.”  Substance  abuse,  and  primarily  that  of  alco- 
hol, is  the  basis  for  the  majority  of  disorders  among  the 
homeless.  The  availability  of  substance  abuse  treatment 
services  does  not  begin  to  meet  the  growing  need.  Further- 
more, “. . . improving  the  accessibility  and  availability  of 
community  mental  health  services  for  the  homeless  is 
more  appropriate  than  advocating  reinstitutionalization.” 

For  every  suture,  a silver  lining 

Men  and  women  undergoing  surgery  in  the  next  decade 
may  find  themselves  bejeweled  with  silver  sutures.  Re- 
searchers at  Cornell  University  have  developed  a suture  of 
metallic  silver  chemically  bonded  to  nylon  thread,  which 
demonstrates  bactericidal  activity  against  seven  types  of 
cultured  bacteria  that  frequently  cause  wound  infections 
{Science  News  1989:  136:223). 

Passage  of  a small  current,  of  a few  millionths  of  an 
amp,  through  the  silver  coating  enhances  the  sutures’  anti- 
bacterial effect.  Patients  could  receive  the  comparable  ef- 
fect of  a continual  release  antibiotic  through  a small  di- 
rect-current generator  worn  near  the  body  like  a portable 
radio.  The  next  step  in  product  development  will  be  ex- 
perimentation in  mice,  with  clinical  trials  in  humans  an- 
ticipated within  about  five  years. 

Recall  of  about  ten  million  generic  estrogen  tablets 

Duramed  Pharmaceuticals  (Cincinnati,  Oh)  has  re- 
called a large  quantity  of  its  generic  conjugated  estrogen 
tablets,  citing  inconsistencies  in  tablet  formulations  {Wall 
Street  Journal,  December  13, 1989).  Duramed,  one  of  the 
largest  manufacturers  of  generic  estrogens  in  the  US,  is 
trying  to  determine  the  cause  of  the  inconsistencies  and 
has  broached  the  possibility  of  an  additional  recall.  It  is 
unlikely  that  the  drug’s  therapeutic  activity  or  safety  was 
compromised,  according  to  the  company. 

In  1988,  Duramed  applied  to  the  FDA  for  a bioequiva- 
lence rating  for  its  product  with  Premarin™  (Wyeth- 
Ayerst  Laboratories),  the  brand-name  conjugated  estro- 
gen with  an  annual  market  of  approximately  $400  million. 
Pursuit  of  a bioequivalence  rating,  which  implies  that  the 
generic  estrogen  is  absorbed  into  the  body  at  about  the 
same  rate  as  Premarin,  will  now  be  put  on  hold. 
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OBITUARIES 


Eric  G.  Altschul,  MD,  Woodside.  Died 
December  27,  1989;  age  78.  Dr  Alt- 
schul was  a 1938  graduate  of  Middlesex 
University  School  of  Medicine,  Wal- 
tham, Massachusetts.  He  was  a Fellow 
of  the  American  Academy  of  Family 
Practice.  He  was  a member  of  the  Med- 
ical Society  of  the  County  of  Queens 
and  the  Medical  Society  of  the  State  of 
New  York. 

Robert  Augenfeld,  MD,  Palm  Beach, 
Florida.  Died  December  13,  1989;  age 
80.  He  was  a 1933  graduate  of  the  Uni- 
versitaet  Wien,  Medizinische  Fakul- 
taet,  Wien,  Austria.  He  was  a Diplo- 
mate  of  the  American  Board  of  Family 
Practice.  His  memberships  included 
the  American  Academy  of  Family 
Practice,  the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Giovanni  Autuori,  MD,  Ridgefield,  Con- 
necticut. Died  October  29,  1989;  age 
93.  Dr  Autuori  was  a 1920  graduate  of 
Facolta  di  Medicina  e Chirurgia  dell’ 
Universita  di  Palermo,  Palermo,  Italy. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

Delmer  E.  Batcheller,  MD,  Phelps.  Died 
November  15,  1989;  age  62.  Dr  Bat- 
cheller was  a 1 95 1 graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine,  Buffalo.  He  was  a 
Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Ontario  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Arthur  Biezunski,  MD,  Rego  Park.  Died 
December  12,  1989;  age  78.  Dr  Bie- 
zunski was  a 1939  graduate  of  the  Uni- 
versite  de  Paris  VI,  Paris,  France.  He 
was  a Diplomate  of  the  American 
Board  of  Anesthesiology  and  a Fellow 
of  the  American  College  of  Anesthesi- 
ologists. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Society  of  Anesthesiologists, 
Inc,  the  Medical  Society  of  the  County 
of  Queens,  and  the  Medical  Society  of 
the  State  of  New  York. 

Angelo  Robert  Bologna,  MD,  Cranston, 


Rhode  Island.  Died  November  19, 
1989;  age  84.  Dr  Bologna  was  a 1933 
graduate  of  the  Washington  University 
School  of  Medicine,  St  Louis,  Missouri. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Queens  and  the 
Medical  Society  of  the  State  of  New 
York. 

Gerald  Brill,  MD,  New  York.  Died  No- 
vember 21,  1989;  age  62.  Dr  Brill  was  a 
1949  graduate  of  Columbia  University 
College  of  Physicians  and  Surgeons, 
New  York.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
His  memberships  included  the  Clinical 
Society  of  the  New  York  Diabetes  As- 
sociation, the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Leonard  Burness,  MD,  New  York.  Died 
November  29, 1989;  age  79.  Dr  Burness 
was  a 1936  graduate  of  the  Georgetown 
University  School  of  Medicine,  Wash- 
ington, DC.  He  was  a Fellow  of  the 
American  College  of  Angiology.  His 
memberships  included  the  New  York 
State  Society  of  Internal  Medicine,  the 
American  Public  Health  Association, 
the  American  Geriatrics  Society,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Seymour  Harvey  Cagan,  MD,  Mineola. 
Died  November  25,  1989;  age  61.  Dr 
Cagan  was  a 1 965  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Radi- 
ology. He  was  a member  of  the  Nassau 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Joseph  T.  Chiaramonte,  MD,  Rockville 
Centre.  Died  December  19,  1989;  age 
67.  Dr  Chiaramonte  was  a 1945  gradu- 
ate of  the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.  He  was  a 
member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

David  N.  Chwatsky,  MD,  Oceanside. 
Died  December  25,  1989;  age  36.  Dr 
Chwatsky  was  a 1980  graduate  of  the 
Facultad  de  Medicina  de  la  Universi- 
dad  Autonoma  de  Guadalajara,  Gua- 


dalajara, Jalisco,  Mexico.  He  was  a 
member  of  the  Suffolk  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Nicholas  Robert  Codik,  MD,  Bayside. 
Died  December  17,  1989;  age  82.  Dr 
Codik  was  a 1934  graduate  of  the  Fa- 
colta di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Modena,  Modena,  Italy.  He 
was  a Fellow  of  the  American  Academy 
of  Family  Practice.  He  was  a member 
of  the  Bronx  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Jeff  Joseph  Coletti,  MD,  Old  Bethpage. 
Died  December  9,  1989;  age  79.  Dr  Co- 
letti was  a 1 939  graduate  of  the  Univer- 
sity of  Cincinnati  College  of  Medicine, 
Cincinnati,  Ohio.  His  memberships  in- 
cluded the  New  York  Academy  of 
Medicine,  the  American  Academy  of 
Family  Practice,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Francis  Place  Coombs,  MD,  Old  West- 
bury.  Died  January  21,  1990;  age  75. 
Dr  Coombs  was  a 1940  graduate  of  the 
Cornell  University  Medical  College, 
New  York.  He  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc. 
His  memberships  included  the  New 
York  State  Dermatological  Society,  the 
American  Academy  of  Dermatology, 
the  Pan  American  Medical  Associa- 
tion, the  Nassau  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

William  McIntosh  Coon,  MD,  New 
York.  Died  January  25,  1990;  age  69. 
Dr  Coon  was  a 1945  graduate  of  the 
University  of  Illinois  at  Chicago  Health 
Sciences  Center,  Chicago,  Illinois.  He 
was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc.  His  mem- 
berships included  the  New  York  State 
Dermatological  Society,  the  American 
Academy  of  Dermatology,  the  Society 
for  Investigative  Dermatology,  the  Pan 
American  Medical  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Emanuel  de  Lalla,  MD,  Utica.  Died  No- 
vember 13,  1989;  age  85.  Dr  de  Lalla 
was  a 1 932  graduate  of  the  McGill  Uni- 
versity Faculty  of  Medicine,  Montreal, 
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Canada.  He  was  a Diplomate  of  the 
American  Board  of  Radiology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Radiologi- 
cal Society  of  New  York  State,  the  Ra- 
diological Society  of  North  America, 
Inc,  the  Medical  Society  of  the  County 
of  Oneida,  and  the  Medical  Society  of 
the  State  of  New  York. 

Eugenio  de  Marchis,  MD,  New  York. 
Died  October  17,  1989;  age  43.  Dr  de 
Marchis  was  a 1 97 1 graduate  of  the  Fa- 
colta  di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Roma,  Rome,  Italy.  His 
memberships  included  the  American 
Society  of  Anesthesiologists,  Inc,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Skottowe  W.  de  Pass,  MD,  Ridgewood. 
Died  January  8,  1990;  age  62.  Dr  de 
Pass  was  a 1954  graduate  of  the  Duke 
University  School  of  Medicine,  Dur- 
ham, North  Carolina.  He  was  a Fellow 
of  the  American  College  of  Radiology 
and  a Diplomate  of  the  American 
Board  of  Radiology.  His  memberships 
included  the  Radiological  Society  of 
North  America,  Inc,  the  Medical  Soci- 
ety of  the  County  of  Queens,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Selden  Jerome  Dickinson,  MD,  New 

York.  Died  January  24,  1990;  age  63. 
Dr  Dickinson  was  a 1953  graduate  of 
the  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Pediatrics,  a Fellow  of  the 
American  College  of  Surgeons,  and  a 
Diplomate  of  the  American  Board  of 
Surgery.  His  memberships  included  the 
New  York  Pediatric  Society,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Joel  DIugash,  MD,  Long  Beach.  Died 
December  2,  1989;  age  51.  Dr  DIugash 
was  a 1967  graduate  of  the  Chicago 
Medical  School,  Chicago,  Illinois.  His 
memberships  included  the  New  York 
Cardiological  Society,  the  Nassau 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Diana  Olga  Duszynski,  MD,  Buffalo. 
Died  December  5,  1989;  age  72.  Dr 
Duszynski  was  a 1942  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo.  She  was 
a Diplomate  of  the  American  Board  of 


Radiology.  Her  memberships  included 
the  Society  of  Nuclear  Medicine,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  E.  Dygert,  MD,  Pittsford.  Died 
November  17,  1989;  age  69.  Dr  Dygert 
was  a 1958  graduate  of  the  University 
of  Rochester  School  of  Medicine-Den- 
tistry, Rochester.  He  was  a Fellow  of 
the  American  College  of  Angiology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Medi- 
cal Society  of  the  County  of  Monroe, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Walter  F.  Ehrlich,  MD,  Baldwin.  Died 
December  25,  1989;  age  96.  Dr  Ehrlich 
was  a 1921  graduate  of  the  Friedrich- 
Wilhelms  Universitaet  Medizinische 
Fakultaet,  Berlin,  Berlin,  Germany. 
His  memberships  included  the  Ameri- 
can Academy  of  Family  Practice,  the 
Nassau  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Matthew  Elmer  Fairhank,  MD,  Roches- 
ter. Died  November  25,  1989;  age  83. 
Dr  Fairbank  was  a 1 935  graduate  of  the 
University  of  Rochester  School  of 
Medicine-Dentistry,  Rochester.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Academy  of  Occupational  Medicine, 
the  American  Occupational  Medical 
Association,  the  Medical  Society  of  the 
County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

James  Howard  Finkelstein,  MD,  New 

York.  Died  July  22,  1989;  age  59.  Dr 
Finkelstein  was  a 1955  graduate  of  the 
New  York  University  School  of  Medi- 
cine, New  York.  He  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and 
Neurology.  His  memberships  included 
the  American  Psychiatric  Association, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  D.  Foster,  MD,  Binghamton. 
Died  December  2,  1989;  age  65.  Dr 
Foster  was  a 1 949  graduate  of  the  Tufts 
University  School  of  Medicine,  Boston. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Marcel  Friedman,  MD,  New  Port  Ri- 


chey, Florida.  Died  September  11, 
1989;  age  88.  Dr  Friedman  was  a 1931 
graduate  of  the  Institutul  de  Medicina 
si  Farmacie,  Bucuresti,  Romania.  He 
was  a member  of  the  Dutchess  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

lago  Galdston,  MD,  Brooklyn.  Died  De- 
cember 19,  1989;  age  94.  Dr  Galdston 
was  a 1921  graduate  of  the  Fordham 
University  School  of  Medicine,  New 
York.  His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Psychiatric  Association,  the 
Academy  of  Psychoanalysis,  the  Amer- 
ican Public  Health  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

William  John  Garvin,  MD,  Shoreham. 
Died  December  9,  1989;  age  72.  Dr 
Garvin  was  a 1943  graduate  of  the 
Temple  University  School  of  Medicine, 
Philadelphia.  He  was  a Diplomate  of 
the  American  Board  of  Ophthalmology 
and  a Fellow  of  the  American  College 
of  Surgeons.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  New  York  State  Surgical  Society, 
the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmolo- 
gy, the  Medical  Society  of  the  County 
of  Westchester,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Sidney  S.  Goldensohn,  MD,  New  York. 
Died  December  21,  1989;  age  69.  Dr 
Goldensohn  was  a 1944  graduate  of  the 
George  Washington  University  School 
of  Medicine,  Washington,  DC.  He  was 
a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  His  mem- 
berships included  the  American  Psychi- 
atric Association,  the  Academy  of  Psy- 
choanalysis, the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Carl  Goldmark,  MD,  New  York.  Died 
January  1 9, 1 990;  age  8 1 . Dr  Goldmark 
was  a 1933  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Fellow  of 
the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists,  and  a 
Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  Pan  American 
Medical  Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 


228  NEW  YORK  STATE  JOURNAL  OF  MEDICINE/APRIL  1990 


cal  Society  of  the  State  of  New  York. 

Arthur  Gordon,  MD,  Flushing.  Died 
January  17,  1990;  age  81.  Dr  Gordon 
was  a 1932  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New 
York. 

John  Francis  Grady,  MD,  Greenwich, 
Connecticut.  Died  November  28,  1989; 
age  87.  Dr  Grady  was  a 1929  graduate 
of  the  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York. 
He  was  a Fellow  of  the  American  Col- 
lege of  Surgeons.  He  was  a member  of 
the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Milton  J.  H.  Grand,  MD,  Bronx.  Died 
December  29,  1989;  age  85.  Dr  Grand 
was  a 1928  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Fellow  of  the  American 
Academy  of  Pediatrics,  a Fellow  of  the 
American  College  of  Physicians,  and  a 
Diplomate  of  the  American  Board  of 
Pediatrics.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Esther  Greenhaum,  MD,  Forest  Hills. 
Died  December  6,  1989;  age  80.  Dr 
Greenbaum  was  a 1935  graduate  of  the 
Universite  de  Paris  VI,  Paris,  France. 
Her  memberships  included  the  Ameri- 
can Psychiatric  Association,  the  Acad- 
emy of  Psychoanalysis,  the  Medical  So- 
ciety of  the  County  of  Queens,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Paul  Hecht,  MD,  Wyndmoor,  Pennsyl- 
vania. Died  May  1989;  age  80.  Dr 
Hecht  was  a 1934  graduate  of  the  New 
York  Medical  College,  New  York.  He 
was  a Fellow  of  the  American  Psychiat- 
ric Association.  His  memberships  in- 
cluded the  American  Geriatrics  Soci- 
ety, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Walter  T.  Heldmann,  MD,  Staten  Is- 
land. Died  January  1,  1990;  age  86.  Dr 
Heldmann  was  a 1928  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Surgeons  and  a Diplomate  of  the  Amer- 


ican Board  of  Otolaryngology.  His 
memberships  included  the  American 
Academy  of  Otolaryngology,  the  Rich- 
mond County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Lewis  Jacob  Herold,  MD,  Neponsit. 
Died  December  4,  1989;  age  87.  Dr 
Herold  was  a 1928  graduate  of  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine, Baltimore.  His  memberships  in- 
cluded the  American  Academy  of 
Family  Practice,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical 
Society  of  the  State  of  New  York. 

Anthony  J.  Izzo,  MD,  Rochester.  Died 
December  3,  1989;  age  70.  Dr  Izzo  was 
a 1945  graduate  of  the  University  of 
Rochester  School  of  Medicine-Dentist- 
ry, Rochester.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medi- 
cine. His  memberships  included  the  En- 
docrine Society,  the  Medical  Society  of 
the  County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

A.  Wilmot  Jacobsen,  MD,  Buffalo.  Died 
December  17,  1989;  age  91.  Dr  Jacob- 
sen was  a 1923  graduate  of  the  Johns 
Hopkins  University  School  of  Medi- 
cine, Baltimore,  Maryland.  He  was  a 
Fellow  of  the  American  Academy  of 
Pediatrics  and  a Diplomate  of  the 
American  Board  of  Pediatrics.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Erie,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Abraham  Kahane,  MD,  Bronx.  Died  De- 
cember 20,  1989;  age  78.  Dr  Kahane 
was  a 1936  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a Diplomate  of 
the  American  Board  of  Surgery.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Bronx 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Alexander  A.  Katz,  MD,  Cutchogue. 
Died  December  8,  1989;  age  81.  Dr 
Katz  was  a 1933  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Ob- 
stetrics and  Gynecology  and  a Fellow  of 
the  American  College  of  Surgeons.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 


Joseph  F.  Kenzie,  MD,  Zephyrhills, 
Florida.  Died  November  4,  1989;  age 
84.  Dr  Kenzie  was  a 1929  graduate  of 
the  University  of  Western  Ontario  Fac- 
ulty of  Medicine,  London,  Ontario, 
Canada.  He  was  a member  of  the  Steu- 
ben County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Mansho  Tolaram  Khilnani,  MD,  Scars- 
dale.  Died  January  4,  1990;  age  71.  Dr 
Khilnani  was  a 1949  graduate  of  the 
Calcutta  Medical  College,  Calcutta 
University,  Calcutta,  West  Bengal,  In- 
dia. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology.  His  member- 
ships included  the  New  York  Roentgen 
Society,  the  Radiological  Society  of 
New  York  State,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Rolf  Kroll,  MD,  Bronxville.  Died  De- 
cember 22, 1989;  age  76.  Dr  Kroll  was  a 
1 940  graduate  of  the  Columbia  Univer- 
sity College  of  Physicians  and  Sur- 
geons, New  York.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Westchester  and  the  Medical  Society  of 
the  State  of  New  York. 

Anthony  E.  Maniscalco,  MD,  Green- 
wich, Connecticut.  Died  December  25, 
1989;  age  78.  Dr  Maniscalco  was  a 
1940  graduate  of  the  Facolta  di  Medi- 
cina  e Chirurgia  dell’Universita  di  Bo- 
logna, Bologna,  Italy.  He  was  a Fellow 
of  the  American  Psychiatric  Associa- 
tion and  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Medi- 
cal Society  of  the  County  of  Westches- 
ter, and  the  Medical  Society  of  the 
State  of  New  York. 

Philip  Marshall,  MD,  Harrisburg,  Penn- 
sylvania. Died  January  1,  1990;  age  84. 
Dr  Marshall  was  a 1 934  graduate  of  the 
Hahnemann  Medical  College  of  Phila- 
delphia, Philadelphia,  Pennsylvania. 
He  was  a Qualified  Fellow  of  the  Inter- 
national College  of  Surgeons  and  a Dip- 
lomate of  the  American  Board  of  Sur- 
gery. His  memberships  included  the 
American  Society  of  Abdominal  Sur- 
geons, the  Medical  Society  of  the  Coun- 
ty of  Queens,  and  the  Medical  Society 
of  the  State  of  New  York. 

Philip  Menter,  MD,  Syracuse.  Died  De- 
cember 22,  1989;  age  80.  Dr  Menter 
was  a 1 936  graduate  of  the  Universitaet 
Innsbruck,  Medizinische  Fakultaet, 
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Innsbruck,  Austria.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  American  Occupational 
Medical  Association,  the  Onondaga 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Israel  Miller,  MD,  Brooklyn.  Died  Au- 
gust 27,  1989;  age  83.  Dr  Miller  was  a 
1929  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a Fellow  of  the 
American  Academy  of  Pediatrics  and  a 
Diplomate  of  the  American  Board  of 
Pediatrics.  His  memberships  included 
the  American  Public  Health  Associa- 
tion, the  Medical  Society  of  the  County 
of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Paul  Munteanu,  MD,  Huntington. 
Died  January  28,  1990;  age  41.  Dr 
Munteanu  was  a 1973  graduate  of  the 
Institutul  de  Medicina  si  Farmacie, 
Cluj,  Romania.  He  was  a member  of 
the  Suffolk  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  Norman  Nathanson,  MD,  New 
Y ork.  Died  December  18,  1989;  age  94. 
Dr  Nathanson  was  a 1919  graduate  of 
the  McGill  University  Faculty  of  Medi- 
cine, Montreal,  Quebec,  Canada.  He 
was  a Fellow  of  the  American  College 
of  Surgeons  and  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology. His  memberships  included 
the  New  York  Obstetrical  Society,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Leonard  Rack,  MD,  New  York.  Died 
January  15,  1990;  age  62.  Dr  Rack  was 
a 1950  graduate  of  the  University  of  Il- 
linois at  Chicago  Health  Sciences  Cen- 
ter, Chicago,  Illinois.  He  was  a Diplo- 
mate of  the  American  Board  of 
Psychiatry  and  Neurology.  His  mem- 
berships included  the  American  Psychi- 
atric Association,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Harold  L.  Rakov,  MD,  Kingston.  Died 
December  24,  1989;  age  88.  Dr  Rakov 
was  a 1925  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Fellow  of 
the  American  College  of  Cardiology,  a 
Fellow  of  the  American  College  of  Phy- 
sicians, and  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  He 
was  a member  of  the  Medical  Society  of 


the  County  of  Ulster  and  the  Medical 
Society  of  the  State  of  New  York. 

Sidney  Rosenfeld,  MD,  New  York.  Died 
January  8,  1990;  age  82.  Dr  Rosenfeld 
was  a 1932  graduate  of  the  New  York 
Medical  College,  New  York.  He  was  a 
Fellow  of  the  American  College  of  Phy- 
sicians, the  American  College  of  Cardi- 
ology and  the  American  College  of 
Chest  Physicians.  He  was  a Diplomate 
of  the  American  Board  of  Internal 
Medicine.  His  memberships  included 
the  New  York  State  Society  of  Internal 
Medicine,  the  American  Geriatrics  So- 
ciety, the  American  Society  of  Internal 
Medicine,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Sidney  Hugh  Saffer,  MD,  Charlottes- 
ville, Virginia.  Died  December  29, 
1989;  age  78.  Dr  Saffer  was  a 1937 
graduate  of  the  Faculte  de  Medecine  de 
rUniversite  de  Geneve,  Geneva,  Swit- 
zerland. His  memberships  included  the 
New  York  State  Urological  Society, 
the  Suffolk  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Anthony  Adolf  Scimeca,  MD,  West  Is- 
lip.  Died  January  24,  1990;  age  90.  Dr 
Scimeca  was  a 1924  graduate  of  the 
University  of  Maryland  School  of 
Medicine,  Baltimore,  Maryland.  He 
was  a Diplomate  of  the  American 
Board  of  Ophthalmology.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Oph- 
thalmology, the  Pan  American  Medical 
Association,  the  Nassau  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Vladimir  L.  Shusterov,  MD,  Forest 
Hills.  Died  January  25,  1990;  age  39. 
Dr  Shusterov  was  a 1977  graduate  of 
the  Jawanatak  Nehru  Medical  College, 
Karnatak  University,  Belgaum,  My- 
sore, India.  His  memberships  included 
the  American  Academy  of  Otolaryn- 
gology, the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Shirley  R.  Snow,  MD,  Rochester.  Died 
October  4, 1989;  age  92.  Dr  Snow  was  a 
1923  graduate  of  Columbia  University 
College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology 
and  a Fellow  of  the  American  College 


of  Surgeons.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Mon- 
roe and  the  Medical  Society  of  the 
State  of  New  York. 

Simon  Stein,  MD,  Boca  Raton,  Florida. 
Died  December  16,  1989;  age  93.  Dr 
Stein  was  a 1917  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Rudolf  H.  Steinharter,  MD,  Fairborn, 
Ohio.  Died  January  6,  1990;  age  80.  Dr 
Steinharter  was  a 1936  graduate  of  the 
Medizinische  Fakultaet  der  Universi- 
taet  Bern,  Bern,  Switzerland.  He  was  a 
Fellow  of  the  American  Academy  of 
Family  Practice.  His  memberships  in- 
cluded the  New  York  State  Society  of 
Occupational  Medicine,  the  New  York 
Academy  of  Medicine,  the  American 
Occupational  Medical  Association,  the 
American  Academy  of  Occupational 
Medicine,  the  Nassau  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Nathan  Turner,  MD,  Plainview.  Died 
January  7, 1990;  age  56.  Dr  Turner  was 
a 1960  graduate  of  the  Faculte  de  Me- 
decine de  rUniversite  de  Geneve,  Gene- 
va, Switzerland.  He  was  a Fellow  of  the 
American  Academy  of  Family  Practice 
and  a Diplomate  of  the  American 
Board  of  Family  Practice.  He  was  a 
member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Greta  Herta  Van  Fenema,  MD,  New 
York.  Died  September  23,  1989;  age 
82.  Dr  Van  Fenema  was  a 1937  gradu- 
ate of  the  Universitaet  Wien,  Medizin- 
ische Fakultaet,  Wien,  Austria.  Her 
memberships  included  the  American 
Psychiatric  Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Rodney  Thorp  Wood,  MD,  Southamp- 
ton. Died  December  7,  1989;  age  6 1 . Dr 
Wood  was  a 1953  graduate  of  the  Ox- 
ford University  Medical  School,  Ox- 
ford, England.  He  was  a Diplomate  of 
the  American  Board  of  Anesthesiology 
and  a Fellow  of  the  American  College 
of  Anesthesiologists.  His  memberships 
included  the  New  York  State  Society  of 
Anesthesiologists,  the  American  Soci- 
ety of  Anesthesiologists,  Inc,  the  Suf- 
folk County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 
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YOCON* 

YOHIMBINE  HCI 


DescripUofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxy lie  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3. 4 i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.^ 

How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


ment  of  the  Difficult  Airway.  8 Cat  I 
Credits.  May  14-18.  Temporal  Bone 
Dissection.  25  Cat  I Credits.  May  18- 
19.  Diagnostic  and  Operative  Sinus  En- 
doscopy. 13  Cat  I Credits.  May  19-20. 
Computers  and  Nursing  Practice.  NYU 
Medical  Center.  Contact:  NYU  Medi- 
cal Center,  Post-Graduate  Medical 
School,  550  First  Ave,  New  York,  NY 
10016.  Tel;  (212)  340-5295. 

May  20.  Department  of  Anesthesiology 
Centennial  Program.  Beth  Israel  Medi- 
cal Center.  Contact:  Administrator, 
Department  of  Anesthesiology,  Beth 
Israel  Medical  Center,  First  Ave  at 
16th  St,  New  York,  NY  10003.  Tel: 
(212)  420-2385. 

May  24.  Cytokines  and  Cell  Motility.  7 
Cat  I Credits.  New  York  Hilton.  Con- 
tact: Ann  J.  Boehme,  Associate  Direc- 
tor for  Continuing  Education,  Long  Is- 
land Jewish  Medical  Center,  New 
Hyde  Park,  NY  11042.  Tel;  (718)  470- 
8650. 

NEW  HYDE  PARK 

May  9.  Psychotropic  Drug  Use  in  the 
Elderly:  Current  Concepts  for  Appro- 
priate Management  of  Neuropsychiat- 
ric  Disorders.  7 Cat  I Credits.  The 
Parker  Jewish  Geriatric  Institute.  May 
18.  Third  Annual  Sam  Stein  Memorial 
Lecture,  Low  Oxygen.  5 Cat  I Credits. 
Long  Island  Jewish  Medical  Center. 
May  23.  A Clinical  Day  in  Ophthalmol- 
ogy, Ocular  & Orbital  Trauma.  7 Cat  I 
Credits.  Garden  City  Hotel.  Contact: 
Ann  J.  Boehme,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  1 1042.  Tel;  (718)  470-8650. 

SOUTHAMPTON 

May  15.  Update:  Asthma  1990.  Con- 
tact: Charlotte  Henry-Sullivan,  Medi- 
cal Staff  Office,  Southampton  Hospi- 
tal, 240  Meeting  House  Lane, 
Southampton,  NY  11968.  Tel;  (516) 
283-2600,  ext  519. 

STONY  BROOK 

May  30- June  3.  16th  Annual  Family 
Medicine  Update.  37'/2  Cat  I Credits. 
State  University  of  New  York  at  Stony 
Brook.  Contact:  Dorothy  S.  Lane,  MD, 
Associate  Dean  for  CME,  School  of 

{continued  on  p 19 A) 
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Entire  11th  floor- 
approx.  4,700  sq.ft. 

Part  10th  floor- 
approx.  4,500  sq.  ft. 

Unusually  high  ceilings. 


Outstanding  location, 
bet.  Lexington  <Sc  Park 
Steps  from  buses  and  subway. 
Possession  Early  1990 


AKE  THE  MOST 
OF  YOUR  PRACTICE. 


Introducing  Commercial  Reserve,  a new 
commercial  loan  that  helps  you  use  your 
present  assets  to  finance  your  future  plans. 

Security  Pacific  Healthcare  Professional  Funding  is  pleased 
to  introduce  Commercial  Reserve  — a new  loan  that  helps 
you  use  your  present  assets,  like  equipment  or  accounts 
receivable,  to  get  additional  funds  for  business  growth. 

And  because  your  time  is  important,  you  can  apply  for 
Commercial  Reserve  quickly  and  easily.  In  fact,  the  whole 
process  can  be  handled  through  the  mail. 

How  to  get  more  information. 

Call  us  toll-free  at  (800)  365-6161.  You’ll  discover  that 
Commercial  Reserve  is  a loan  plan  that  truly  helps  you 
make  the  most  of  your  practice. 


SECURITY  PACIFIC 
Healthcare  Professional  Funding,  Inc. 

250-A  West  Arrow  Highway  • San  Dimas,  CA  91773 

141511-0290 
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1 toss  dozens 
of  journals. 
Senior  Patient 
is  one  I keep." 


SENIOR 

PATIENT 


4530  W.  77th  Street  • Minneapolis,  MN  55435  • (612)  835-3222 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


Consistency 


stable  rates,  respensive 
service,  excellence  In 
less  centreL.anil  the 
prePIctablllly  that 
makes  our  valueil 
Insurers  feel  cenflilenl. 


That’s... 


MED  PRO 


• y:'. 


,•  ■'  .O;-. .•••  ..  ■■  . •■•■•I 

. . --.v  . --.-.y} 

. V . - • ■ ' - . ■cR 


Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Ml.  Kisco,  NY  10549 

Call  tor  a ouote  on  your 
modlcal  malpractico  losuranco: 

800-822-8260 


Exclusive  Agent  For... 


INSURANCE  CO. 


A.M.  Best  Rated  B-i- 


Attention  New  Doctors:  Sign  Up  With  MED  PRO  And  Receive  A 50%  Discount!!! 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


GREAT  NECK — Office  space  for  sale  or  rent  in 
luxury  Coop.  1325  sq.ft.  Private  entrance  on 
main  thoroughfare.  PM  mortgage  negotiable. 
516-741-2024. 

LARGE  SINGLE  FAMILY  DWELLING  ON  HUGE 
PLOT.  Beautiful  five  towns  location.  Perfect 
for  residence  with  in  home  office,  with  room  for 
plenty  of  on  premises  parking.  Purchase  price 
$350,000  (negotiable).  Please  call  Haim 
Yuzary  at  (718)  934-2227  or  Goldman  & Rio, 
Esqs.  at  (212)  545-9011. 

OFFICE  SPACE  TO  SUBLET,  Manhasset,  Plan- 
dome  Road.  Hours  flexible.  Available  Imme- 
diately. Professional  Medical  office:  Tele- 

phone (516)  365-8825. 

FOR  SALE  LARGE  CUSTOM  HOME/6  ROOM  OF- 
FICE located  New  York,  Western  Suffolk,  North 
Shore.  Suitable  for  Medical/Dental.  Air  con- 
ditioned, one  acre,  landscaped,  prestigious 
area.  4 bedrooms,  3)4  baths,  finished  base- 
ment, 2 car  garage.  P.O.B.  #299,  Huntington, 
NY  11743. 

NASSAU  NORTH  SHORE— Glen  Cove  Medical 
Condo  4,216  Sq.  Ft.  Fully  finished  with  new 
above  standard  installation.  Indoor  parking 
garage  attached  to  building.  Taxes  abated. 
Immediate  occupancy.  For  sale  or  lease  at  be- 
low owner’s  cost.  Aquest  exclusive  (516)  921- 
2000. 

PORT  JEFFERSON— HARBOR  HILLS.  Pan- 
oramic waterviews  of  Conn.,  Mt  Sina  Harbor. 
Contemporary  4 bedroom.  3)4  baths,  Jacuzzi 
great  room,  black  marble  fireplace,  vaulted  ceil- 
ings, skylights.  Ceramic  tile  in  foyer,  kitchen, 
breakfast  room,  wall  to  wall  carpeting.  30  X 30 
entertainment  room  with  wet  bar,  sliding  glass 
doors  to  IGHP.  Pvt.  beach,  country  club,  3 
decks.  $529,000.00  Cwner  (516)  331-6578. 

HUNTINGTON  HOME/OFFICE  Physician's  home 
with  attached  professional  suite.  Prestigious 
North  Shore  Huntington.  Ideal  location  tor 
both  family  living  and  medical  practice.  Beauti- 
ful residential  neighborhood.  North  of  25A,  near 
Long  Island  Sound  and  convenient  to  Main 
Street  and  Huntington  Hospital.  Call  (516) 
427-4071. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher.  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.  Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary.  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 

TAX  SPECIALIST— CPA /Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning,  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA,  JD.  LLM,  488  Madison  Avenue, 
New  York,  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 
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MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road.  Great  Neck,  New  York  11021 
(516)  773-3322. 


GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  P.C.  set-ups  & 
dissolutions,  legal  representation  on  practice 
transfers,  employment  and  partnership  agree- 
ments. Manhattan  & Long  Island  Offices  (212) 
967-1404  & (516)  565-6260. 


EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid. workers  compensation,  and  no  fault.  Sec- 
ondary insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N Y.  11788(516)436-7776. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typicaily,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N Y.  10010. 
212-213-8484. 
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MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 


COLLECTION  PROBLEMS?  Call  the  New  York 
Professional  Bureau  (A  Subsidiary  of  the  New 
York  County  Medical  Society)  for  information, 
(212)  268-1580.  Serving  Doctors  in  New  York 
State  for  over  37  years. 


BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE”, 

to  be  mailed  from  March  to  August  1 990.  For  a 
free  sample  copy,  mail  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Crange,  New  Jersey,  07052. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum.  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/ bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  in  your  plans,  please  call:  Dilip 

Khetani,  Pension  Actuary,  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 


{continued  from  p 14 A) 

Medicine,  Health  Sciences  Center,  4L, 
Room  170,  SUNY  at  Stony  Brook, 
Stony  Brook,  NY  11794-8437. 


AROUND  THE  NATION 


CALIFORNIA 

May  17-19.  23rd  Annual  Advances  & 
Controversies  in  Clinical  Pediatrics.  1 6 

Cat  I Credits.  Fairmont  Hotel,  San 
Francisco.  May  24-25.  Sixth  Annual 
Current  Issues  in  Anatomic  Pathology: 
1990.  12  Cat  I Credits.  Union  Square 
Holiday  Inn,  San  Francisco.  Contact: 
Extended  Programs  in  Medical  Educa- 
tion, Registration  Office,  Room  C-124, 
University  of  California,  San  Francis- 
co, CA  94132.  Tel:  (415)  476-5808. 

May  22-25.  CT  and  MR  in  Body  Imag- 
ing: A Comprehensive  Course.  Monte- 
rey. Contact:  Radiology  Postgraduate 
Education,  University  of  California, 
Room  C324,  San  Franciso,  CA  94142. 
Tel:  (415)  476-5731. 

May  29- June  1.  Perspectives:  Clinical 
Trade-Offs  in  Critical  Care.  34  Cat  I 

Credits.  San  Francisco  Marriott.  Con- 
tact: Lisa  Parks,  Director  of  Communi- 
cations, Society  of  Critical  Care  Medi- 
cine, 251  E Imperial  Highway,  Suite 
480,  Fullerton,  CA  92635.  Tel:  (714) 
870-5243. 

FLORIDA 

May  16-18.  Pulmonary  Emphysema: 
The  Rationale  for  Therapeutic  Interven- 
tion. Grosvenor  Resort,  Orlando.  Con- 
tact: Conference  Director,  The  New 
York  Academy  of  Sciences,  2 E 63rd 
St,  New  York,  NY  10021.  Tel:  (212) 
838-0230. 

ILLINOIS 

May  3-6.  Spring  Symposium  on  Back 
Pain.  I8V2  Cat  I Credits.  Fairmont  Ho- 
tel, Chicago.  Contact:  American  Back 
Society,  2647  E 14  St,  Suite  401,  Oak- 
land, CA  94601.  Tel:  (415)  536-9929. 

MARYLAND 

May  2-4.  Hyperlipidemia  in  Childhood 
and  the  Development  of  Atherosclerosis. 

Hyatt  Regency,  Bethesda.  Contact: 
Conference  Director,  The  New  York 


Academy  of  Sciences,  2 E 63rd  St,  New 
York,  NY  10021.  Tel:  (212)  838-0230. 

SOUTH  CAROLINA 

May  3-5.  Emergency  Medicine  and 
Toxicology  1990.  20  Cat  I Credits. 
Sheraton  Ashley  Hotel,  Charleston. 
May  24-26.  Annual  Spoleto  Course, 
Update  in  Geriatrics.  24  Cat  I Credits. 
Omni  Hotel  Charleston  Place,  Charles- 
ton. Contact:  Gerri  LaVia,  Department 
of  Family  Medicine,  Medical  Universi- 
ty of  South  Carolina,  Charleston,  SC 
29425.  Tel:  (803)  792-2426. 


AROUND  THE  WORLD 


CANADA 

May  4-5.  Toronto  Neurology  Update. 
15  Cat  I Credits.  Hotel  Admiral,  To- 
ronto. Contact:  Dr  M.  J.  Gawel,  Uni- 
versity of  Toronto.  Tel:  (416)  480- 
4959. 


May  5.  Eighth  Annual  Can- Am  Clinical 
Anaesthesia  Conference.  Prince  of 
Wales  Hotel,  Niagara-On-The-Lake, 
Ontario.  Contact:  Richard  Ament,  MD, 
Vice  Chairman  & Director  of  Educa- 
tional Programs,  Department  of  Anes- 
thesiology, SUNY  at  Buffalo,  3 Gates 
Circle,  Buffalo,  NY  14209.  Tel:  (716) 
887-5330. 

ITALY 

May  7-10.  Clinical  Applications  of 
Flow  Cytometry— An  International 
Course.  23  Cat  I Credits.  Stresa.  Con- 
tact: Dawne  Ryals,  Ryals  & Associates, 
PO  Box  1925,  Roswell,  GA  30077- 
1925.  Tel:  (404)  641-9773.  □ 

We’re  here  to  help. 


AMERICAN 
^CANCER 
f SOCIETY® 


If  your  budget  isn't  feeling  well,  the  Air  Force 
Reserve  can  help  it  recover  Add  the  extra  earn- 
ings from  a weekend  to  your  regular  take  home 
pay  Get  extra  money  plus  low  cost  insurance 
and  a solid  retirement  plan  Prior  military  ex- 
perience will  enable  you  to  sharpen  an  old  skill  or 
learn  a new  one.  if  you've  never  been  in  the  ser- 
vice, the  training  could  help  you  in  civilian  life  it 
all  adds  up  to  a healthy  situation,  with  your  local 
Air  Force  the  Air  Force  Reserve. 

Needed  Now:  Aeromedlcal  Tech 

Plus  Many  More  Exciting  Jobs 


Call:  (718)  745-6270 

Or  Fin  Out  Coupon  and  Mail  Today! 

To:  USAFR  Recruiting  Office 
9807  4th  Avenue 
Brooklyn,  NY  11209 

Name^ Adaress_ 


\IR  FOBCE 

Reserve 


otv,  state,  ziD- 
pnone 


. Prior  Service.- 


. ivesi . 


iNO- 


Date  of  Birtn. 


AIR  FORCE  RESERVE 


14-007-0014 


A GREAT  WAY  TO  SERVE 
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MISCELLANEOUS— CONT’D 


LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder/partnership  agreements,  buy  and 
sell  agreements.  ACCOUNTING/C. P. A.  Tax 
returns  (corporate  and  individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  Issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois.  Esq., 
former  Acting  Justice.  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue.  Suite  2830.  New  York,  New  York 
10169,  Telephone  2 1 2-66 1-8070. 


Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 


SEEKING  AN  ASSOCIATE? 
LOOK  TO  MSSNY  MEMBERS  FIRST 

Whether  you  are  searching  for  a partner  in  a private  prac- 
tice, or  looking  for  a colleague  in  a particular  specialty  for 
your  hospital  or  community,  the  Medical  Society  of  the 
State  of  New  York  can  help. 

As  a special  membership  benefit,  MSSNY  is  introducing  the 
“Resident  Placement  Service.”  This  new  program  was  de- 
signed to  assist  our  members  in  locating  physicians  to  fill 
available  positions. 

We  know  how  important  and  valuable  your  time  is,  and  we 
know  how  difficult  and  expensive  it  can  be  to  find  just  the 
right  physician  for  your  needs.  So  why  not  give  this  free 
service  a try? 

Upon  your  request,  we  will  identify  and  send  you  CVs  of  our 
resident  members  who  are  seeking  positions  in  your  geo- 
graphical area  and  in  the  specialty  you  designate. 

Please  help  us  to  select  appropriate  candidates  for  you  by 
providing  a brief  description  of  the  available  position,  in- 
cluding whether  salaried  or  private  practice,  solo  or  group 
practice,  etc.,  and  a few  details  about  the  geographic  loca- 
tion of  the  position. 

Before  Contacting  a Costiy  Professional  Placement  Ser- 
vice, Investigate  Our  Alternative.  Call  or  Write  to: 

Patricia  Mouquin,  Manager 
Student  and  Resident  Services 
MSSNY  Division  of  Membership 
420  Lakeville  Road,  Lake  Success,  NY  11042 
(516)  488-6100,  Ext.  283  or  (800)  523-4405,  Ext.  283 


Telephone:  800338-1833. 
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Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 
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• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 
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Minima!  potentiai  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage;  LAcwe  duodenal  uicsr-loi  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -for  healer)  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
lor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  pahents  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  Geneial-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  In  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  pahents  with  normal  renal  function  and  uncomplicated  hepahc 
dysfunchon,  the  disposihon  of  nizahdine  is  similar  to  that  in  normal 
subiects. 

Laboratory  Tests -False-posihve  tests  lor  urobilinogen  with  Mulhsbx* 
may  occur  during  therapy. 

Drug  Interacbons-No  interachons  have  been  observed  with  theophyl- 
line. chlordlazepoxide,  lorazepam,  lidocalne.  phenytoln,  and  warfarin.  Axid 
does  not  Inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interachons  mediated  by  Inhibition  of  hepahc  metabolism  are  not  expected 
to  occur.  In  pahents  given  very  high  doses  (3,900  mg)  of  aspinn  daily, 
increased  serum  salicylate  levels  were  seen  when  nizahdine,  150  mg 
b.i.d.,  was  adminislered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Ferbtity-h  two-year  oral 
carcinogenicity  study  In  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  hmes  the  recommended  dally  therapeuhc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  In 
the  density  ol  enterochromaftin-llke  (ECL)  cells  In  the  gastnc  oxynhc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  ot  a 
carcinogenic  effect  In  male  mice,  although  hyperplashc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  wrth  placebo. 
Female  mice  given  the  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepahc  carcinoma  and  hepahc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  ol 
hepahc  carcinoma  in  the  high-dose  animals  was  within  the  histoncal 
conhol  limits  seen  for  the  strain  ol  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated 
by  excessive  (30%)  weight  decrement  as  compared  wiffi  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevahons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  In  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic 
potenhal  for  Axid. 

Axid  was  not  mutagenic  In  a battery  of  tests  performed  to  evaluate  Its 
potenhal  genehc  toxicity.  Including  bacterial  mutahon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberrahon  tests,  and  a micronucleus  test 

In  a two-generahon,  perinatal  and  postnatal  terhiity  study  In  rats,  doses 
of  nizahdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproduchve  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duchon  studies  In  rats  at  doses  up  to  3W  hmes  the  human  dose  and  In 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  times  the  human  dose,  heated  rabbits  had  aborhons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  Intra- 
venous administrahon  to  pregnant  New  Zealand  White  rabbits,  nizahdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aorhc 
arch,  and  cutaneous  edema  In  one  fetus,  and  at  50  mg/kg.  It  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-conholled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizahdine  can  cause  fetal  hamt  when  administered  to  a pregnant  woman 
or  can  affect  reproduchon  capacity.  Nizahdine  should  be  used  dunng 
pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  In  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  Is  seaeted  In  human  milk  In  proporhon  to  plasma 
concentrahons.  Because  of  growth  depression  In  pups  reared  by  heated 
lactahng  rats,  a decision  should  be  made  whether  to  disconhnue  nursing 
or  the  drag,  taking  into  account  the  Importance  of  the  drug  to  the  mother. 

Pediatric  Ose-Satety  and  eftectrveness  In  children  have  not  been 
established. 

Use  in  Bderty  Ttatrenfs-Healing  rates  in  elderiy  pahents  were  similar 
to  those  In  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormallhes.  Age  alone  may  not  be  an  Important  factor 
In  the  disposition  ol  nizatidine.  Elderly  patients  may  have  reduced 
renal  funchon. 

Adverse  Reactions:  Clinical  hials  of  varying  durahons  Included  almost 
5,000  pahents.  Among  the  more  common  adverse  events  in  domeshc 
placebo-conholled  tnals  ol  over  1,900  nizahdine  pahents  and  over  1,300 
on  placebo,  sweahng  (1%  vs  0.2%),  uihcana  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizahdine.  It  was  not  possible  to  determine  whether  a vanety  of  less 
common  events  was  due  to  the  drag. 
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//epafiC-Hepatocellular  Injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizahdine  occuned  In  some 
pahents.  In  some  cases,  there  was  marked  elevahon  (>500  lU/L)  in  SCOT 
or  SGI’T  and,  in  a single  Instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevahons  of  up  to  three  hmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
In  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormallhes  were  reversible  after  disconhnuahon  of  Axid. 

Cardiovascular -in  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  In  two  Individuals 
administered  /Vxld  and  In  three  untreated  subjects. 

CAIS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Bidocrine-Ctmical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antlandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pahents  on  nizahdine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-fatai  thrombocytopenia  was  reported  in  a pahent 
treated  with  nizahdine  and  another  Hj-receptor  antagonIsL  This  patient 
had  previously  expenenced  thrombocytopenia  while  taking  other  drags. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nfegumenfaf-Sweatlng  and  urticaria  were  reported  significantiy 
more  frequently  In  nizahdine-  than  In  placebo-treated  pahents.  Rash  and 
exfoliative  dermahhs  were  also  reported. 

Hypersensitivity -As  wrth  other  H,-receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-senslhvity  among  this  class  has  been  observed,  H;-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassoclated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizahdine  have  been 
reported. 

Overdosage:  Overdoses  ol  Axid  have  been  reported  rarely.  It  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  tor  four 
to  six  hours  Increased  plasma  clearance  by  approximately  84%. 
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Teaches  you  how  to  treat  trauma  patients  during 
the  critical  first  hour  of  injury.  Sponsored  by  the 
American  College  of  Surgeons. 

ADVANCED  BURN  LIFE  SUPPORT  Teaches 


you  how  to  treat  and  manage  the  unique 
characteristics  of  the  bum  patient.  Sponsored  by 
the  American  Bum  Association. 


ADVANCED  CARDIAC  LIFE  SUPPORT 


ARMY  RESERVE  MEDICINE. 

beallyoucanbe: 


Centers  upon  the  treatment  and  life-saving 
intervention  associated  with  the  acute  cardiac 
patient.  Sponsored  by  the  American  Heart 
Association. 


TROPICAL  MEDICINEProvides  you  with 

advanced  in-depth  training  in  parasitology, 
infectious  diseases  occurring  in  tropical  and 
other  areas  of  the  world,  and  other  related 
topics. 


FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a course  that 
offers  opportunities  for  frequent  operational 
flights. 


AVIATION  MEDICINE  Offers  you  a follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year. 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 


SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 

The  Army  Reserve  offers  a number  of 
highly  specialized  medical  courses  you  can't 
always  get  in  civilian  hospitals — with  the  kind 
of  flexibility  your  busy  schedule  demands.  Here 
is  just  a sampling  of  the  unique  training 
programs  available  to  you  in  the  Army  Reserve: 

COMBAT  CASUALTY  CARE  Prepares  you 
for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  and  function 
in  challenging  environments. 
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Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 

An  approved  vendor  benefit  program. 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1-800-333-0301 


MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

JUNE  1990 


AROUND  THE  STATE 


ALBANY 

June  8-9.  Radiation  Oncology  1990. 
Desmond  Americana.  Contact:  Diane 
Martin,  Conference  Coordinator,  Of- 
fice of  Continuing  Medical  Education, 
Albany  Medical  College,  47  New  Scot- 
land Ave,  Administration  Bldg,  Room 
217,  Albany,  NY  12208.  Tel:  (518) 
445-5828. 

COOPERSTOWN 

June  13.  Common  ENT  Problems.  3 

{continued  on  p 7 A) 


AKE  THE  MOST 
OF  YOUR  PRACTICE. 

Introducing  Commercial  Reserve,  a new 
commercial  loan  that  helps  you  use  your 
present  assets  to  finance  your  future  plans. 

Security  Pacific  Healthcare  Professional  Funding  is  pleased 
to  introduce  Commercial  Reserve  — a new  loan  that  helps 
you  use  your  present  assets,  like  equipment  or  accounts 
receivable,  to  get  additional  funds  for  business  growth. 

And  because  your  time  is  important,  you  can  apply  for 
Commercial  Reserve  quickly  and  easily.  In  fact,  the  whole 
process  can  be  handled  through  the  mail. 

How  to  get  more  information. 

Call  us  toll-free  at  (800)  365-6161.  You’ll  discover  that 
Commercial  Reserve  is  a loan  plan  that  truly  helps  you 
make  the  most  of  your  practice. 


SECURITY  PACIFIC 
Healthcare  Professional  Funding,  Inc. 

250-A  West  Arrow  Highway  • San  Dimas,  CA  91773 

141511-0290 
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PHYSICIANS  WANTED— CONT’D 


Physicians 

Occupational  Medicine 

Bring  your  medical  expertise 
to  a dynamic  organization. 

The  nation’s  largest  urban  transit  system  reqtiires  a comprehen- 
sive and  visible  medical  program.  New  opportunities  have  been 
created  for  New  York  State  licensed  Physicians  to  become  part  of 
our  medical  team.  As  a physician  at  the  Transit  Authority,  you’ll 
perform  physical  examinations  for  a variety  of  assessment  pur- 
poses. A minimum  of  two  years’  medical  practice  with  either 
training  or  experience  in  occupational  medicine  is  required. 

In  addition  to  a competitive  salary  and  benefits  program,  we  offer 
you  the  opportunity  to  make  important  contributions  in  a dynamic 
environment.  For  consideration,  please  send  your  c.v.  or  letter  of 
introduction  in  confidence  to:  Recruitment,  NYC  Transit  Authority, 
Department  WL590-NYSJM,  370  Jay  Street,  Room  620,  Brooklyn, 
New  York  11201.  We  are  an  equal  opportunity  employer  m/f/h/v. 


A GREAT  PLACE 


New  York  City 

Transit 

Authority 


T O 


Classified 

Advertising 


PHYSICIANS  WANTED 


AIM  HIGH— Be  an  Air  Force  physician  in  a so- 
phisticated medicai  environment.  The  bene- 
fits are  excelient  and  vacation  consists  of  30 
days  \A/ith  pay  per  year.  Talk  to  an  Air  Force 
medicai  program  manager  about  quality  life- 
style and  quality  practice  with  a non-contribut- 
ing retirement  plan  if  you  qualify.  Learn  more 
about  becoming  an  Air  Force  physician.  Call: 
USAF  HEALTH  PROFESSIONS,  1-800-423- 
USAF,  AIR  FORCE. 

DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact;  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Karen 

Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


PHYSICIANS  WANTED— CONT’D 


WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
malpractice  insurance.  Benefit  package  avail- 
able to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  T raverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

FULL  TIME  TRAVEL  REQUIRED  (one  year  mini- 
mum). Health  research  organization  needs 
Physicians  for  National  Health  and  Nutrition  Ex- 
amination Survey  sponsored  by  the  U.  S.  Public 
Health  Service.  Individuals  will  be  part  of  a 
large  medical  team  conducting  health  examina- 
tions in  government  examination  centers  travel- 
ing to  88  areas  of  the  U.  S.  through  1993.  Phy- 
sicians must  be  licensed  in  one  state  and 
specialized  in  internal  or  family  medicine. 
Competitive  salaries,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat.  Inc.,  Rockville,  Mary- 
land. EOE/M/F/V/H. 


THERE’S  A JOB  FOR  YOU  IN  A SUMMER 
CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  12  West  31  St.,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 

EDWARD  JOHN  NOBLE  HOSPITAL  of  Alexandria 
Bay  N.  Y.  seeks  an  Internist.  Ideal  location  in 
the  1000  Islands  resort  area  on  the  St.  Law- 
rence river.  This  50  bed  facility  is  well  endowed 
and  well  staffed.  Education  loan  forgiveness, 
income  guarantee,  excellent  office  facilities  and 
other  benefits  available.  Call  3 1 5-686-2434  or 
send  resume  to  Joseph  Kehoe,  RR1,  Box  363, 
Clayton,  N.  Y.  13624. 

INTERNAL  MEDICINE/FAMILY  PRACTICE  PHY- 
SICIAN. Busy  ambulatory  health  care  facility 
seeks  additional  physician  to  begin  immediately. 
Wide  variety  of  adult  and  pediatric  patients. 
Guaranteed  salary  with  incentive  bonus.  Mal- 
practice insurance  plus  excellent  benefits. 
Practice  high  quality  care  in  a community  ideal 
for  family  living.  Please  send  current  c.v.  to  S. 
M.  Pepper,  Executive  Director,  Groton  Commu- 
nity Health  Care  Center,  Inc.,  120  Sykes  Street, 
Groton,  NY  13073. 

CALIFORNIA.  Many  locum  tenens  and  perma- 
nent positions  available  now.  Western  Physi- 
cians Registry,  California's  oldest  and  most  suc- 
cessful physicians  placement  service,  offers 
information  and  assistance  at  no  cost.  If  you 
have  a California  license,  contact  Jim  Ellis, 
Director,  710  Van  Ness  Avenue,  San  Francisco, 
CA  94102,  (415)  673-7676. 

ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  is  offering  a generous 
financial  package  for  Internists,  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Lyn  I.  Kucij,  Di- 
rector of  Marketing  & Development,  Nathan 
Littauer  Hospital,  99  East  Street,  Gloversville, 
NY  12708  (518)  725-8621. 

ANESTHESIOLOGIST — Vibrant  college  town  in 
northern  New  York  State  has  opening  for  BC/ 
BE  anesthesiologist.  Friendly  community  hos- 
pital near  Montreal  and  Adirondacks.  Conge- 
nial associates.  Expanding  anesthesia  prac- 
tice. Send  curriculum  vitae  to:  Allan  Jacobs, 
M.D..  Market  Street  Anesthesia  Associates,  63 
Market  Street,  Potsdam,  NY  13676  or  call  (315) 
265-1721. 

OB/GYN,  NEW  YORK.  32-member  multi-spe- 
cialty group  adding  third  member  to  its  depart- 
ment of  Obstetrics  and  Gynecology.  First 
year,  6-figure  salary,  four-weeks’  vacation, 
other  benefits.  Call:  Wanda  M.  Parker,  Sr. 
Associate,  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017.  Toll  free:  (800)  221-4762,  Collect: 

(212)  599-6200. 

WESTERN  PENNSYLVANIA  practice-solo,  with 
4 other  Family  Practitioners  for  call.  High  cash 
collected  first-year  minimum  income  guaran- 
tee, first  6 months'  office  overhead  fully  paid. 
104-bed  hospital,  43,000  annual  admissions, 
37-member  staff.  Call:  Wanda  Parker  at 

(800)  221-4762,  or  collect,  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 
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Extra  Strength 

PAIN  REUEF 
WITHOUT 

fXTRA 

PRESCRIBING 

\ REsmcnoNS 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN" 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


^ (hydroccxlone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


i \ Tablet  for  tablet, 

x.  T the  most  potent  ana Igesi c you  can  phone  in 
daytime,  nighttime,  weekends.  " ^ ;= 


••(hydrocodone  bitartrate  5 mg  (Warning:  fflay  be  habit  forming]  and  acetaminophen  500 

1.  Data  on  file.  Knoll  Pharmaceuticals  sy 

2.  Standard  industry  new  prescription  audit.  , v : 


c 1989.  BASF  K&F  Corporation 


5825'5-89 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information, 


~vicoaii 

(rtyarocooooe  Dttortrote  5mg  (Wornirtg  Ma 
ono  OC^tominoa^eft  500  a>g) 

"vicodin^ 


(hya'ocooone  utortrote  7£mg  rwarning  Mov  De  robit  torming) 
and  ocetaminopr>en  7^  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 

hydrocodone 

WARNINGS: 

Allergic-Type  Reactions : VICODIN/VICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINAfICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease. prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINAfICOOIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effeas:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  anrJ  well-controlled  studies  in 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System;  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression : Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochlonde  /kpply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore. VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms : In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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PHYSICIANS  WANTED— CONT’D 


32-MEMBER  MULTI-SPECIALTY  GROUP,  Long 
Island,  NY,  adding  third  to  surgery  department. 
Practice  will  build  to  approximately  40%  tho- 
racic surgery;  balance  combination  Vascular/ 
General:  emphasis  on  general.  Excellent  sala- 
ry, benefits.  Call:  Wanda  Parker,  (800)  221- 
4762,  or  collect,  (212)  599-6200.  E.G.  Todd 
Associates,  535  Fifth  Avenue,  New  York,  NY 
10017. 

85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  general  surgeon. 
Excellent  salary,  office  overhead,  malpractice, 
other  benefits.  Call:  Wanda  Parker,  at  (800) 
221-4762,  or  collect,  (212)  599-6200.  E.G. 
Todd  Associates,  535  Fifth  Avenue,  New  York. 
NY  10017. 

85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  additional  orthopedic 
surgeon  for  rapidly  growing  practice.  Excellent 
salary,  malpractice,  other  benefits.  Call: 
Wanda  Parker,  at  (800)  221-4762,  or  collect 
(212)  599-6200,  E.G.  Todd  Associates,  535 
Fifth  Avenue,  New  York,  NY  10017. 

85-BED  HOSPITAL  IN  RURAL  NORTHWESTERN 
PENNSYLVANIA  seeking  additional  Pedia- 
trician. Excellent  salary,  office  overhead,  mal- 
practice, other  benefits.  Call:  Wanda  Parker 
at  (800)  221-4762,  or  collect  (212)  599-6200. 
E.G.  Todd  Associates,  535  Fifth  Avenue,  New 
York,  NY  10017. 

177-BED,  SOUTH  CENTRAL  PENNSYLVANIA 
HOSPITAL  seeking  board  certified/eligible 
emergency  physician.  21,000  ED  visits/year. 
Excellent  salary,  4 weeks'  vacation,  2 weeks’ 
CME.  Call:  Wanda  Parker  at  (800)  221-4762, 
or  collect,  (212)  599-6200.  E.G.  Todd  Asso- 
ciates, 535  Fifth  Avenue,  New  York,  NY  10017. 

102-BED  HOSPITAL  IN  WESTERN  NEW  YORK, 

offering  high  cash  collected  first-year  minimum 
income,  6 months’  office  overhead,  and  mal- 
practice. OB/GYNs  provide  subspecialty 
backup.  Possible  University  affiliation.  Call: 
Wanda  Parker  at  (800)  221-4762,  or  collect 
(212)  599-6200.  E.G.  Todd  Associates,  535 
Fifth  Avenue,  New  York,  NY  10017. 

INTERNIST — Third  Internist  to  join  very  busy  pro- 
gressive 20  man  multi-specialty  group  in  historic 
midwest  community.  Fully  equipped  120  bed 
hospital  with  plans  for  new  facility,  excellent 
school  system,  many  recreational  and  civic  ac- 
tivities. Competitive  starting  salary  and  bene- 
fits package  with  productivity  bonus  and  part- 
nership potential.  Call  Cheryl  Broderick,  E.G. 
Todd  Associates,  (800)  762-9213  or  collect 
(508)  688-9063. 

ORTHOPEDIC  SURGEON— Second  orthopedic 
surgeon  sought  to  join  very  busy  20  man  multi- 
specialty group  in  Midwest  community.  Inter- 
est in  back  surgery  a plus.  Fully  equipped  pro- 
fessionally staffed  P.T.  department  at  120  bed 
hospital;  excellent  school  system,  many  recre- 
ational and  civic  activities.  Competitive  start- 
ing salary  and  benefits  package  with  productivi- 
ty bonus  and  partnership  potential.  Call  Cheryl 
Broderick,  E.G.  Todd  Associates,  (800)  762- 
9213  or  collect  (508)  688-9063. 

OB/GYN — Fourth  OB/GYN  to  join  very  busy  20 
man  multi-specialty  group  in  a historic  midwest- 
ern  town.  Birthing  rooms  and  24  hour  anesthe- 
sia availability.  Fully  equipped  120  bed  hospi- 
tal, many  recreational  and  civic  activities. 
Competitive  starting  salary  and  benefits  pack- 
age with  productivity  bonus  and  partnership  po- 
tential. Call  Cheryl  Broderick,  E.G.  Todd  Asso- 
ciates, (800)  762-9213  or  collect  (508)  688- 
9063. 


PHYSICIANS  WANTED— CONT’D 


FAMILY  PHYSICIAN.  Fifth  FP  sought  to  join  pro- 
gressive 20  man  multi-specialty  group  in  historic 
midwest  community.  Fully  equipped  120  bed 
hospital  with  plans  for  new  facility,  excellent 
school  system,  many  recreational  and  civic  ac- 
tivities. Competitive  starting  salary  and  bene- 
fits package  with  productivity  bonus  and  part- 
nership potential.  Full  range  of  sub-specialists 
available.  Call  Cheryl  Broderick,  E.G.  T odd  As- 
sociates, (800)  762-9213  or  collect  (508)  688- 
9063. 

GENERAL  SURGEON  needed  for  growing  North- 
east Indiana  town  40  miles  from  Fort  Wayne. 
Join  existing  practice  or  enjoy  coverage  ar- 
rangement only.  Excellent  income  and  bene- 
fits package,  office  subsidy,  low  malpractice. 
Small  town  living  with  big  city  advantages. 
Contact  Cheryl  Broderick  at  1-800-221-4762  or 
collect  at  508-688-9063. 

FAMILY  PHYSICIAN  needed  for  lovely  Northeast 
Indiana  town.  Large  coverage  group,  low  mal- 
practice: OB  optional.  Excellent  income  guar- 
antee and  benefits  combined  with  bucolic  life- 
style and  modern  progressive  hospital  make 
this  a unique  opportunity.  For  more  informa- 
tion contact  Cheryl  Broderick:  1-800-221- 

4762  or  collect  212-599-6200. 


PRACTICES  AVAILABLE 


FOR  SALE;  WOODSTOCK,  NY.  Exceptional 
opportunity:  retiring  OB/GYN  physician  and 
midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

FOR  SALE  LARGE  CUSTOM  HOME/6  ROOM  OF- 
FICE located  New  York,  Western  Suffolk,  North 
Shore.  Suitable  for  Medical/Dental.  Air  con- 
ditioned, one  acre,  landscaped,  prestigious 
area.  4 bedrooms,  3)4  baths,  finished  base- 
ment. 2 car  garage.  P.O.B.  #299,  Fluntington, 
NY  11743. 

IDEAL  PROFESSIONAL  LOCATION  in  Setauket, 
Long  Island.  Large  contemporary  home. 
Ground  level  first  floor  area  31  X 40,  could  easi- 
ly be  converted  to  offices.  Area  now  consists 
of  one  bedroom,  full  bath,  eat  in  kitchen,  living 
room,  large  closets,  mud  room,  laundry  room, 
oversized  garage.  Second  floor,  two  bedroom, 
has  totally  separate  entrance,  ceramic  tile  en- 
trance, living  room,  wall  to  wall  carpet,  cathe- 
dral ceilings,  ceiling  fan,  dining  room,  eat  in 
kitchen,  skylight,  vertical  blinds,  central  air.  68 
feet  of  decking,  heavily  wooded  half  acre,  6 foot 
stockade  fence,  ample  off  road  parking.  Two 
miles  to  three  local  hospitals.  Three  Village 
School  District.  Taxes  $4,100.00.  asking 
$310,000.00,  (516)  689-7291  after  5 P.M. 


Free 

Automatic 

Transmission. 


Fora  limited  time,  every  Medical  Manager®  system 
from  MedPlus  will  include  the  Electronic  Claims 
Submission  Module  (up  to  an  $800  value) 
absolutely  FREE. 

Reclaim  the  time,  energy  and  money  lost  billing 
and  rebilling  Blue  Cross,  Medicare  and 
commercial  insurance  claims  by  hand.  Speed  up 
cash-flow,  cut  down  on  paperwork  and  reduce  lost 
charges. 


Innovative  Healthcare  Solutions 


1326  55th  Street  Brooklyn.  New  York  11219 

(800)  637-PLUS 


With  a MedPlus  system  billing  is  instant  and 
automatic. 

As  one  of  the  largest  Medical  Manager®  dealers  in 
the  nation,  MedPlus  can  automate  as  much  of 
your  practice  as  you  like-  no  matter  what  the  size 
or  specialization. 

Put  your  practice  into  overdrive. 

Call  us  while  this  free  offer  lasts. 


Med  Plus 


Creators  of  FormFree^ 


{continued  from  p 3A) 

Cat  I Credits.  Bassett  Hall  Conference 
Center.  Contact;  Charlotte  L.  Hoag, 
Medical  Education  Coordinator,  Of- 
fice of  Medical  Education,  The  Mary 
Imogene  Bassett  Hospital,  One  Atwell 
Rd,  Cooperstown,  NY  13326.  Tel: 
(607)  547-3926. 

MANHATTAN 

June  2.  Issues  in  Pediatric  Otology.  7 
Cat  I Credits.  NYU  Medical  Center. 
June  2-3.  Hand  and  Wrist  Injuries 
Among  Professional  Athletes.  1 1 V2 
Cat  I Credits.  NYU  Medical  Center. 
June  8-9.  Vascular  Lesions  of  the  Head 
and  Neck.  1 1 Cat  I Credits.  NYU  Med- 
ical Center.  June  18-21.  Annual  Re- 
view: Selected  Topics  in  Pediatrics.  20 
Cat  I Credits.  NYU  Medical  Center. 
Contact:  NYU  Medical  Center,  Post- 
Graduate  Medical  School,  550  First 
Ave,  New  York,  NY  10016.  Tel:  (212) 
340-5295. 

June  8-9.  Masters  of  Cataract  Surgery. 
Waldorf  Astoria  Hotel.  Contact:  Fran- 
cine  Leinhardt,  Course  Coordinator, 


Manhattan  Eye,  Ear  & Throat  Hospi- 
tal, 210  E 64th  St,  New  York,  NY 
10021.  Tel:  (212)  838-9200,  ext  2776. 

June  11-15.  Update  Your  Medicine 
1990.  36  V2  Cat  I Credits.  New  York 
Hospital-Cornell  University  Medical 
College.  Contact:  Office  of  Continuing 
Medical  Education,  1330  York  Ave,  D- 
115,  New  York,  NY  1 002 1 . Tel:  (2 1 2) 
746-4752. 


AROUND  THE  NATION 


CALIFORNIA 

June  8-9.  The  Threat  to  the  Cosmic  Or- 
der: Psychological,  Social,  and  Health 
Implications  of  Richard  Wagner’s  Ring 
of  the  Nibelung.  University  of  Califor- 
nia School  of  Medicine,  San  Francisco. 
June  8-9.  Advances  in  Skin  Cancer 
Management.  10  Cat  I Credits.  Port- 
man  Hotel,  San  Francisco.  Contact: 
Extended  Programs  in  Medical  Educa- 
tion, Room  C-124,  University  of  Cali- 
fornia School  of  Medicine,  San  Fran- 
cisco, CA  94143.  Tel;  (415)  476-4251. 


FLORIDA 

June  28- July  1.  The  Amelia  Island 
Plantation  Pediatric  Conference.  Ame- 
lia Island  Plantation,  Amelia  Island. 
Contact:  Rayna  Saville,  Coordinator, 
Continuing  Medical  Education,  219 
Bryant  St,  Buffalo,  NY  14222-2099. 
Tel:  (716)  877-7965. 

ILLINOIS 

June  14-16.  Contraception,  Steriliza- 
tion, and  Sexually  Transmitted  Dis- 
eases. Contact:  American  College  of 
Obstetricians  and  Gynecologists,  409 
12th  St,  SW,  Washington,  DC  20024. 
Tel:  (202)  638-5577. 

MASSACHUSETTS 

June  24-27. 17th  Annual  Harvard  Med- 
ical School  Course  on  Intensive  Care 
Medicine.  Omni  Parker  House  Hotel, 
Boston.  Contact;  Bart  Chernow,  MD, 
Dept  of  Anaesthesia,  Harvard  Medical 
School/Massachusetts  General  Hospi- 
tal, 32  Fruit  St,  Boston,  MA  02114. 
Tel:  (617)  726-2858. 

{continued  on  p 10 A) 
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Don’t  you  prefer 
predictability? 

Knowing  that  when  you 
press  the  right  buttons 
you  get  the  results 
you  want. 

We  do  too.  That’s  a basic  principle  of  all  actuarial  science, 
the  root  of  insurance  reasoning.  Our  rates  are  breaking 
all  records  because  we  at  MED  PRO  understand  the 
importance  of  risk  management,  careful  underwriting  and 
responsive  service  to  our  clients. 

That’s  why  MED  PRO  is  your  best  buy  in  professional 
liability  insurance. 

IX  The  Right  Button.  800-822-8260 

Or  write: 

^^MED  PRO 

Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Ml.  KISCO,  NY  10549 

Attention  New  Doctors:  Sign  Up  With  MED  PRO  And  Receive  A 50%  Discount!!! 


Exclusive  Agent  For... 
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Circumcision 


Circumcision  continues  to  be  an  enigma  in  American 
medicine.  Nonreligious  circumcision  (along  with  clitori- 
dectomy  of  the  female)  was  first  promoted  in  the  United 
States  in  the  second  half  of  the  19th  century  as  a method 
to  prevent  masturbation,  then  a much-feared  precursor  of 
insanity,  retardation,  and  other  mental  ailments.  It  was 
later  adopted  for  the  same  reasons  in  Europe.'"^  It  became 
entrenched  in  the  social  fabric  of  America  and  other  En- 
glish speaking  countries  during  the  late  19th  and  early 
20th  centuries.  Holt  wrote  in  his  1897  text  of  pediatrics,"* 
“Circumcision  should  be  done  if  phimosis  exists,  and  even 
where  it  is  not,  the  moral  effect  of  the  operation  is  some- 
times of  very  great  benefit.”  With  the  acceptance  of 
Freud’s  psychoanalytic  theories  of  mental  illness,  the 
medical  profession  in  the  United  States  promoted  circum- 
cision less  and  less  over  the  next  50  years.  The  1940  edi- 
tion of  Holt  did  not  advocate  circumcision  either  as  a cure 
for  masturbation  or  for  medical  reasons,  asserting  that 
masturbation  produced  no  physical  problems,  that  the 
only  harm  came  from  worry  and  guilt  over  the  act. 

In  1949,  Gairdner^  first  wrote  disputing  the  value  of 
routine  circumcision  in  Great  Britain,  and  raised  aware- 
ness concerning  the  lack  of  need  for  it  to  such  a degree  that 
the  British  National  Health  Service  ultimately  stopped 
payment  for  the  procedure.  Oster,^  in  Denmark,  added 
prospective  longitudinal  data  against  the  need  for  circum- 
cision, asserting  in  1968  that  “The  prepuce  had  not  been 
the  object  of  interest  or  of  manipulation  by  doctors  or  par- 
ents, because  in  Denmark  such  a tradition  has  never  exis- 
ted.” While  numbers  of  newborns  circumcised  in  the 
United  States  continued  to  increase,  other  English  speak- 
ing countries  ceased  to  circumcise,  such  that  80%  of  the 
males  in  the  world  are  today  uncircumcised,  including 
those  in  Europe.^  The  United  States  stands  alone  in  its 
high  rate,  estimated  at  80-92%.*  ’° 

Various  studies  have  been  published  on  the  demograph- 
ic characteristics  of  circumcision. Wilkes  and  Blum,’"* 
in  their  article  in  this  issue  of  the  Journal,  bring  us  a step 
closer  to  understanding  which  newborns  in  New  York 
City  and  New  York  State  are  circumcised,  and  to  some 
extent  why.  The  authors  document  well  the  trends  from 
1980  to  1986  in  a retrospective  study  of  newborn  records, 
showing  decreasing  overall  rates  in  public  hospitals  in 


of  the  newborn 


New  York  City,  from  38%  to  31%,  but  increasing  rates  in 
private  hospitals,  from  48%  to  50%.  Rates  for  circumci- 
sion in  private  hospitals  within  New  York  City  are  noted 
to  have  been  statistically  significantly  higher  than  in  pub- 
lic hospitals  for  each  of  the  seven  years  studied,  regardless 
of  payment  category,  race,  or  type  of  hospital.  They  hy- 
pothesize that  salaried  physicians  (rather  than  those  reim- 
bursed per  circumcision)  and  the  incredibly  low  reim- 
bursement of  Medicaid  for  the  procedure  ($175  billed 
versus  $12  paid  by  Medicaid)  may  be  the  reason  for  this 
fact.  By  comparison,  Utah  physicians  typically  charge  a 
$65  fee,  and  Medicaid  reimburses  $30.97  (personal  com- 
munication, Utah  State  Medicaid  Office,  and  Willow 
Creek  Pediatrics  accountant,  November  20,  1989). 

They  further  show  that  middle  and  upper  class  blacks 
and  whites  are  likely  to  have  their  newborn  males  circum- 
cised, while  Asians  and  Hispanics  are  less  likely  to  have 
theirs  circumcised,  perhaps  reflecting  that  middle  class 
families  are  less  likely  to  follow  traditional  ethnic  prefer- 
ences. 

Finally,  Wilkes  and  Blum'"*  describe  physicians’  advice 
as  one  of  the  influences  in  increasing  or  decreasing  cir- 
cumcision rates.  This  reflects  the  work  of  Warner’^  and 
Patel, although  Patel  noted  only  11  of  100  cases  where 
the  doctor’s  input  was  responsible  for  the  decision  whether 
or  not  to  circumcise  the  babies.  Brown  et  al’^  reflect  simi- 
lar data:  “In  both  our  survey  and  a more  recent  one  by 
Stein  et  al,('*l  parents  infrequently  perceived  the  physi- 
cian or  clinic  as  influential  in  the  circumcision  decision.” 
In  a study  conducted  by  the  author  and  his  colleagues, 
only  3%  of  23 1 parents  gave  doctor’s  advice  as  their  reason 
for  having  a baby  circumcised. ’° 

Wilkes  and  Blum’s  article  is  important  in  illustrating 
the  demographics  of  infant  circumcision  during  the  period 
of  time  between  the  two  statements  on  circumcision  by  the 
American  Academy  of  Pediatrics,  in  1975  and  1989.  This 
predated  the  data  of  Wiswell  et  al'^  and  others^”  on  the 
protective  effects  of  circumcision  against  urinary  tract  in- 
fections, and  the  work  of  Simonsen  et  aP'  and  others^^  in 
showing  the  intact  foreskin  as  possibly  increasing  suscep- 
tibility to  HIV.  Finally,  the  striking  difference  between 
amounts  billed  to  Medicaid  and  amounts  paid  in  New 
York  State  make  one  wonder  what  may  be  the  effect  of 


MAY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  231 


third  party  reimbursement,  or  lack  of  it,  on  this  socially 
and  culturally  motivated  procedure.  A study  similar  to 
that  of  Wilkes  and  Blum  in  five  years  will  provide  valuable 
follow-up  data  regarding  the  effect  of  these  latest  develop- 
ments on  the  demography  of  circumcision. 

Advocates  of  circumcision  are  currently  seeing  valid 
reasons  to  support  their  long  held  position.  Opponents 
counter  by  saying  that  the  foreskin  is  not  a mistake  of 
nature  and  that  one  should  be  suspicious  of  a urinary  tract 
infection  in  any  child  less  than  a year  of  age,  circumcised 
or  not.  Most  physicians  realize  that  the  decision  whether 
or  not  to  circumcise  a male  infant  will  continue  to  be  made 
by  the  parents,  with  input  other  than  that  of  physicians 
being  the  chief  determinant  of  their  choice.  When  physi- 
cians are  asked  for  their  opinion  about  whether  a male 
infant  should  be  circumcised,  their  input  to  parents  should 
be  objective,  based  on  the  best  data  available  at  the  time, 
with  realization  of  how  nonreligious  circumcision  has 
evolved  over  the  past  century. 

TOM  METCALF,  MD 
Willow  Creek  Pediatrics 
Salt  Lake  City,  UT  84121 

Clinical  Associate  Professor 
Department  of  Pediatrics 
University  of  Utah 
Salt  Lake  City,  UT  84132 
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Hypersensitivity  pneumonitis 


Hypersensitivity  pneumonitis  (HP)  and  extrinsic  allergic 
alveolitis  are  descriptive  terms  that  characterize  a grow- 
ing spectrum  of  granulomatous,  interstitial,  and  alveolar- 
filling  pulmonary  disorders.  Alluded  to  as  early  as  1 7 1 3 by 
Ramazzini,  this  group  of  diseases  continues  to  expand  and 
include  pulmonary  responses  to  both  organic  dust  anti- 
gens and  simple  inorganic  chemicals  as  well.  In  the  cur- 
rent issue  of  the  Journal,  Shiue  et  al'  describe  a form  of 
HP  associated  with  the  use  of  ultrasonic  humidifiers. 
Their  report  and  previous  studies  document  the  occur- 
rence of  “humidifier  lung”  associated  with  exposure  to 
microorganisms  contaminating  humidification  systems. 
Offending  organisms  have  included  Thermoactinomyces 
vulgaris,  species  of  Cephalosporium  and  Penicillium  in 
addition  to  Bacillus  sereus,  and  several  amoebae  includ- 
ing Naegleria  gruberi  and  Acanthamoeba  polyphagiJ  It 
is  important  to  emphasize  at  the  outset  that  HP  is  not  in- 
duced by  infection  but  rather  by  antigenic  sensitization. 
Indeed,  overt  disease  develops  in  less  than  10%  of  individ- 
uals exposed  to  inciting  antigenfs).^ 

Clinically,  HP  may  present  in  two  major  forms:  acute 
and  chronic.  Acute  disease  is  exemplified  in  the  case  re- 
ports described  by  Shiue  et  al.'  In  the  acute  form,  symp- 


toms begin  after  heavy  exposure  to  antigen.  In  case  report 
2,  the  patient  “leaned  over  into  the  rising  mist  hoping  that 
the  humidity  might  relieve  his  dry  cough.”  Coughing  is 
often  the  patient’s  initial  complaint,  and  it  clears  after  the 
patient  leaves  the  area  of  contact  with  antigen.  Several 
hours  (4  to  12)  after  exposure,  the  patient  may  have  dys- 
pnea, generalized  malaise,  and  myalgia.  These  symptoms 
may  be  accompanied  by  fever  and  chills.  Though  the 
symptoms  are  transient,  initial  complaints  are  again  re- 
peated upon  the  next  exposure  with  increasing  dyspnea 
each  time.  Of  importance  in  categorizing  a disease  as  a 
form  of  HP,  repeated  exacerbations  occur  with  each  re- 
turn to  the  source  of  exposure.  Tolerance  in  a clinical  set- 
ting has  not  been  described  in  classic  HP. 

Interestingly,  in  the  report  by  Shiue  et  al,'  one  patient 
was  treated  with  corticosteroids  while  the  second  was  not. 
Avoidance  of  repeated  antigen  exposure  is  the  only  estab- 
lished treatment  for  HP,  and  this  treatment  usually  re- 
sults in  complete  remission  of  symptoms  and  in  return  to 
normal  pulmonary  function.  While  corticosteroids  inhibit 
the  lesions  of  HP  in  animal  models,  their  efficacy  in  hu- 
mans is  difficult  to  document  because  of  the  usual  sponta- 
neous resolution  of  disease  following  antigen  avoidance. 
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Nevertheless,  corticosteroids  are  often  used  for  exacerba- 
tions following  acute  exposure  and  also  to  inhibit  or  delay 
pulmonary  fibrosis  in  chronic  disease.  The  usual  treat- 
ment regimen  for  acute  disease  calls  for  administering 
prednisone,  40  to  60  mg  daily  in  divided  doses  for  five  to 
seven  days,  and  tapering  the  dose  over  the  subsequent  two- 
week  period. 

Antihistamines  and  bronchodilators  are  not  useful  un- 
less there  is  significant  airway  obstruction  caused  by  ei- 
ther HP  or  another  concomitant  respiratory  disease.  Hy- 
posensitization is  not  indicated  and  can  in  fact  potentially 
produce  immune  complex-mediated  disease. 

While  the  pathogenesis  of  HP  remains  as  yet  undefined, 
clues  to  important  immune  mechanisms  have  been  derived 
from  animal  model  and  bronchoalveolar  lavage  studies. 
Recent  observations  favor  the  importance  of  “local”  or 
bronchopulmonary  cellular  immunologic  involvement. 
Although  humoral  alterations  in  HP  have  been  well  docu- 
mented, serum  precipitins  to  offending  antigens  may  be 
present  in  up  to  50%  of  exposed  but  asymptomatic  individ- 
uals and  may  not  be  present  in  all  patients  with  overt  dis- 
ease.^ Moreover,  passive  transfer  of  lymph  node  cells  and 
not  serum  from  sensitized  animals  followed  by  challenge 
of  recipients  with  inhaled  antigen  has  produced  pulmo- 
nary lesions  typical  of  HP.^ 

Bronchoalveolar  lavage  is  perhaps  as  informative  as  tis- 
sue biopsy  in  defining  the  lesions  and  immunopathogene- 
sis  of  HP.  Lavage  fluid  from  patients  with  chronic  HP 
contains  large  numbers  of  lymphocytes  (generally  greater 
than  50%  by  differential).  The  observation  of  lung  lavage 
lymphocytosis  in  HP,  although  similar  to  findings  in  sar- 
coidosis, is  more  pronounced  and  grossly  increased  in 
comparison  to  values  of  less  than  10%  lavage  lymphocytes 
obtained  from  “normal”  controls.  Several  studies  have 
confirmed  the  large  proportion  of  lymphocytes  in  bron- 
choalveolar lavage  fluid  obtained  from  subjects  with 
HP.^-^  However,  in  at  least  two  studies,  asymptomatic, 
antigen-exposed  subjects  (pigeon  breeders)  also  had  high 
proportions  of  lymphocytes  in  bronchoalveolar  lavage  flu- 
ids.Monoclonal  antibodies  were  used  to  determine  sur- 
face phenotypes  of  bronchoalveolar  lavage  and  peripheral 
blood  lymphocytes  in  both  groups.  The  predominant  T cell 
subset  was  T8-I-  (suppressor-cytotoxic  subset).  Peripheral 
blood  T cell  subsets  were  normal  in  both  groups.  In  con- 
trast to  subjects  with  HP,  subjects  with  sarcoidosis  have  a 
predominance  of  T4-I-  or  helper  T cells  in  lung  lavage  fluid. 

The  role  of  suppressor  T cells  in  the  clinical  expression 
of  HP  may  lie  in  their  loss  of  functional  suppression  of 


disease  activity  (ie,  functional  immunoregulatory  imbal- 
ance). Keller  et  al^  observed  such  a loss  of  function  in  cells 
obtained  from  symptomatic  subjects.  In  an  animal  model 
of  HP,  in  vitro  studies  revealed  T cells  functioning  as  sup- 
pressors in  asymptomatic,  antigen-exposed  animals  which 
were  nonfunctional  in  symptomatic  animals."  Conceiv- 
ably, suppression  of  disease  activity  may  be  mediated  by 
suppressor  T cells,  which  either  become  “nonfunctional” 
or  the  effects  of  which  are  overcome  by  separate  disease 
promoting  cellular  and/or  humoral  factors. 

The  current  studies  by  Shiue  et  al'  emphasize  the  need 
for  all  physicians  to  obtain  an  adequate  occupational  and 
environmental  history  in  patients  with  chronic  respiratory 
complaints.  Although  classic  forms  of  HP  including  farm- 
er’s lung  and  pigeon  breeder’s  disease  are  relatively  easy 
to  diagnose,  the  diagnosis  of  HP  associated  with  contami- 
nated heating/air  conditioning  and  humidification  sys- 
tems is  often  overlooked.  Hopefully,  these  current  studies 
will  promote  a continued  awareness  of  common  environ- 
mental and  occupational  exposures  that  produce  recur- 
rent respiratory  symptoms  which  may  progress  to  pulmo- 
nary fibrosis  if  undiagnosed  and  not  appropriately  treated. 

RICHARD  P.  STANKUS,  MD.  PhD 
Central  New  York  Asthma  and 
Allergic  Disease  Consultants 
Auburn,  NY  13021 
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Disseminated  histoplasmosis  in  AIDS 

Clinicopathologic  features  in  seven  patients  from  a non-endemic  area 


William  A.  Ankobiah,  md;  Kamini  Vaidya,  md;  Steven  Powell,  md;  Manuel  Carrasco,  md; 
AZMY  ALLAM,  MD;  ViJAY  CHECHANI,  MD;  STEPHAN  L.  KAMHOLZ,  MD 


ABSTRACT.  Although  the  clinical  and  epidemiologic  fea- 
tures of  progressive  disseminated  histoplasmosis  (PDH)  In 
the  acquired  Immunodeficiency  syndrome  (AIDS)  have  been 
well  described,  the  pathologic  and  pulmonary  aspects  re- 
main to  be  fully  defined.  A retrospective  review  of  three  pa- 
tients and  a prospective  study  of  four  more  with  PDH  and 
AIDS  recently  admitted  to  an  Inner  city  hospital  In  a non- 
endemic  area  were  used  to  elucidate  these  features  more 
fully.  All  patients  were  men  aged  23  to  46  years,  born  In 
endemic  areas,  who  had  Immigrated  to  the  US  seven  to  15 
years  before  the  onset  of  their  Illnesses.  Five  had  been  ex- 
posed to  human  immunodeficiency  virus  (HIV)  through  intra- 
venous drug  use  (one  was  also  a homosexual),  and  two 
through  heterosexual  contacts. 

Respiratory  symptoms  were  evident  In  five  of  the  seven 
patients,  fever  In  seven,  weight  loss  In  seven,  hepatomegaly 
In  four,  splenomegaly  In  three,  peripheral  adenopathy  in 
three,  and  gastrointestinal  symptoms  in  three.  PDH  was  the 
Initial  or  only  opportunistic  infection  In  five  patients.  Bilateral 
nodular  infiltrates  (4/7),  bilateral  Interstitial  infiltrates  (2/7), 
and  mediastinal  adenopathy  associated  with  pleural  effusion 
(1/7)  were  the  chest  roentgenographic  findings. 

HIstoplasma  capsulatum  was  isolated  from  five  of  five 
bronchoalveolar  lavages,  four  of  four  transbronchlal  biop- 
sies, one  of  one  endobronchial  biopsy,  one  of  one  brushing, 
one  of  one  pleural  biopsy,  three  of  three  lymph  node  biopsies, 
two  of  two  bone  marrow  biopsies,  one  of  one  liver  biopsy, 
and  three  of  four  peripheral  blood  smears.  Granuloma  forma- 
tion was  seen  in  only  three  of  12  biopsies.  There  were  ten  or 
more  fungi  per  monocyte  In  almost  all  tissues,  some  with 
extracellular  forms.  Budding  was  common,  but  the  hyphal 
forms  were  not  seen.  Serologic  studies  were  positive  In  three 
of  six  cases.  Despite  early  Initiation  of  therapy  with  ampho- 
tericin B,  three  patients  died  on  their  Initial  admission  and 
two  on  the  second  admission.  Four  deaths  were  associated 
with  acute  respiratory  failure. 

PDH  In  AIDS  In  non-endemic  areas  occurs  mainly  as  sec- 
ondary dissemination  with  frequent  Involvement  of  the  respi- 
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ratory  system  on  clinical  and  pathologic  examination.  Granu- 
loma formation  is  rare.  DIff-QuIk  stain  Is  helpful  In  making 
early  diagnosis.  Extensive  tissue  involvement  and  high  mor- 
tality reflects  severe  Immune  suppression  by  both  HIV  and  H 
capsulatum,  with  the  PDH  poorly  responsive  to  therapy. 

(NY  State  J Med  1990;  90:234-238) 

Progressive  disseminated  histoplasmosis  (PDH)  is  a rare 
manifestation  of  infection  due  to  Histoplasma  capsula- 
tum} It  is  usually  observed  in  immunocompromised 
hosts^  and  as  severe  primary  infection  in  children.^  '*  An 
association  between  PDH  and  the  acquired  immunodefi- 
ciency syndrome  (AIDS)  was  first  proposed  by  workers 
during  a histoplasmosis  epidemic  in  1981.^  However,  the 
first  case  report  appeared  in  1982.^  Subsequent  reports 
have  come  from  the  endemic  areas  of  the  United  States^-'^ 
where,  in  some  series,  PDH  was  found  to  be  the  most  com- 
mon opportunistic  infection  in  patients  with  AIDS.^’" 
Other  cases  have  been  reported  from  non-endemic  areas 
in  the  United  States'^  '^  and  from  other  parts  of  the 
world. 

More  than  100  cases  have  been  reported  in  the  litera- 
ture, and  PDH  is  included  in  the  case  definition  of  AIDS 
by  the  Centers  for  Disease  Control  (CDC),  highlighting  it 
as  a major  opportunistic  infection  in  the  AIDS  epidem- 
\cP  Despite  this  recent  emphasis,  PDH  in  AIDS  is  proba- 
bly underdiagnosed.'^  Optimal  approaches  to  early  diag- 
nosis and  treatment  remain  to  be  defined,  particularly  in 
non-endemic  areas  where  prior  clinical  experience  with 
histoplasmosis  may  be  limited. 

Seven  patients  with  AIDS  complicated  by  PDH  were 
diagnose(i  and  treated  during  a recent  15-month  period  at 
this  institution  and  form  the  basis  of  this  report.  The  clini- 
cal and  pathologic  features  of  these  patients  are  compared 
to  those  of  previously  reported  immunocompromised 
hosts  with  PDH,  in  an  attempt  to  identify  clinical  features 
that  may  aid  in  early  diagnosis.  A specific  cytologic 
screening  method  is  suggested  to  improve  early  diagnosis 
of  histoplasmosis  infection. 

Patients  and  Methods 

We  reviewed  the  records  of  the  seven  patients  with  PDH  com- 
plicating AIDS  admitted  to  Woodhull  Medical  and  Mental 
Health  Center  in  Brooklyn,  NY  (three  retrospectively  and  four 
prospectively).  All  the  patients  were  admitted  between  January 
1987  and  May  1988.  Histoplasmosis  had  not  been  diagnosed  at 
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this  hospital  prior  to  January  1987.  All  patients  met  the  CDC 
criteria  for  AIDS,^^  and  six  had  positive  anti-HIV  serology  (New 
York  City  Department  of  Health  Laboratory).  One  refused  to  be 
tested. 

The  diagnosis  of  PDH  was  made  by  finding  intracytoplasmic 
yeast  morphologically  consistent  with  H capsulatum  in  reticulo- 
endothelial cells  (histiocytes  or  macrophages),  and/or  by  isolat- 
ing H capsulatum  by  culture  from  at  least  one  organ  outside  the 
lung  or  in  the  peripheral  blood  smear  alone.  However,  it  is  recog- 
nized that  recovery  of  H capsulatum  from  the  lung  in  AIDS  pa- 
tients is  presumptive  evidence  of  dissemination.  The  presence  of 
granulomata  was  not  considered  essential  in  making  a histologic 
diagnosis.  The  diagnosis  of  PDH  was  further  supported  by  a posi- 
tive serology  ior  H capsulatum  in  some  patients.  A positive  serol- 
ogy was  defined  as  a positive  M arc  on  immunodiffusion  test, 
and/or  a positive  complement  fixation  titer  to  mycelial  or  yeast 
antigen  of  greater  than  1:16.  All  tissue  specimens  were  reviewed 
by  one  of  the  authors  to  confirm  the  extent  of  intracytoplasmic 
yeast,  the  presence  of  granuloma,  and/or  any  other  microbial 
agents  before  the  preparation  of  this  report. 

To  facilitate  early  diagnosis,  we  adopted  a systematic  patho- 
logic approach.  All  unfixed  pathologic  specimens  from  which 
smears  or  touch  preparations  could  be  made  were  immediately 
stained  with  Diff-Quick,  a modified  Wright’s  stain  (American 
Scientific  Products,  McGraw  Park,  111),  which  yielded  morpho- 
logically positive  stains  for  H capsulatum  in  all  specimens  in 
which  it  was  used.  The  fungi  typically  appear  as  clusters  of  oval 
yeast,  either  free  or  within  macrophages,  often  enveloped  by  a 
clear  zone,  giving  the  appearance  of  a capsule.  The  cell  wall 
stains  purple  to  blue,  and  the  interior  is  clear  except  for  a cres- 
cent-shaped pink  to  red  polar  body  at  the  wide  end  (Fig  1).  Fre- 
quently, budding  could  be  seen. 

Confirmatory  stains  were  Gomori’s  silver  methenamine  and/ 
or  periodic  acid-Schiff  stain.  Appropriate  cultures  for  viruses, 
bacteria,  mycobacteria,  and  fungi  were  performed  on  all  speci- 
mens. 

Results 

Epidemiologic  Characteristics.  As  summarized  in  Table  I,  all  sev- 
en patients  were  males  born  outside  of  the  United  States  who  had 
lived  in  New  York  City  for  seven  to  15  years  prior  to  the  onset  of 
their  clinical  illness.  None  were  known  to  have  visited  an  endemic 
area  for  histoplasmosis  in  this  country  or  to  have  worked  in  an  occu- 
pation known  to  lead  to  exposure.  More  than  60%  of  all  patients  in 
this  hospital  are  Hispanics  from  the  Caribbean  and  Central  and 
South  America  (areas  classified  as  endemic  for  histoplasmosis);  this 
population  also  accounts  for  50%  of  the  AIDS  patients.  No  known 
cases  of  histoplasmosis  have  been  diagnosed  in  this  locality  in  non- 
AIDS  patients  to  suggest  an  epidemic. 

Clinical  Features.  Several  major  organ  systems  were  clinically 
involved  at  presentation.  Four  of  the  patients  presented  to  the  pul- 


FIGURE  1.  Touch  smear  of  cervical  lymph  node  shows  intrahistiocytic 
aggregates  of  Histoplasma  capsulatum  (Diff-Quik  stain;  original  magnifi- 
cation X 400). 


monary  service  for  evaluation  of  possible  Pneumocystis  carinii 
pneumonia,  only  to  have  H capsulatum  found  in  bronchoscopic 
specimens.  Gastrointestinal  symptoms  were  nonspecific  but  abdom- 
inal pain  was  common  (3/7).  In  one  patient,  acute  cholecystitis  was 
suspected  from  clinical  and  radiologic  findings,  although  the  gall- 
bladder was  normal  at  laparotomy  and  H capsulatum  was  isolated 
from  the  para-aortic  nodes. 

None  of  the  patients  were  initially  suspected  of  having  histoplas- 
mosis. Mediastinal  adenopathy  compressing  the  esophagus  was 
found  in  one  patient,  and  another  had  extensive  retroperitoneal  ad- 
enopathy on  computerized  axial  tomography  (CAT)  scan.  One  pa- 
tient had  persistent  lower  gastrointestinal  bleeding  caused  by  large 
intestinal  ulcerations  from  histoplasmosis,  complicated  by  dissemi- 
nated intravascular  coagulation  (DIC)  and  liver  failure  due  to  prior 
alcohol  abuse.  He  required  a right  hemicolectomy  to  control  the 
bleeding.  Five  of  the  patients  received  amphotericin  B for  suspected 
histoplasmosis  within  72  hours  of  their  admission  to  the  hospital. 
Three  of  the  five  died  within  three  weeks  of  their  initial  admission 
despite  early  initiation  of  therapy.  Two  of  the  patients  died  within 
the  first  48  hours  of  the  second  admission,  six  to  eight  months  after 
initial  presentation.  The  patients  (or  their  relatives)  had  indicated 
noncompliance  with  oral  ketoconazole  prophylaxis  and  were  admit- 
ted with  acute  respiratory  failure,  septic  shock,  and  DIC.  (Debate 
exists  as  to  the  prophylactic  efficacy  of  ketoconazole  versus  ampho- 
tericin B in  this  setting.)  Autopsy  data  are  limited  in  these  patients, 
but  antemortem  specimens  obtained  have  not  revealed  any  other  in- 
fectious agents. 

Pathologic  and  Laboratory  Findings.  The  diagnostic  procedures 
and  the  pathologic  and  microbiologic  outcomes  are  summarized  in 
Table  II.  Thrombocytopenia  (4/7)  was  more  common  than  usually 
observed  in  our  other  AIDS  patients.  DIC  occurred  in  three  of  seven 
patients  within  72  hours  of  death. 

The  fungi  were  found  in  the  yeast  form,  few  with  budding,  in  his- 
tiocytes or  macrophages  in  all  the  specimens  reviewed  and  in  mono- 
cytes in  the  peripheral  blood  smears  (Fig  2).  The  hyphal  form  was 
not  identified  in  any  tissue.  The  yeasts  were  often  packed  in  groups 
of  ten  or  more  in  the  cytoplasm  or  extracellular  material.  Granulo- 
ma formation  was  found  in  only  three  tissue  specimens  (liver,  lung, 
and  mesenteric  lymph  nodes)  and  in  only  one  of  these  (endobronchi- 
al mass  biopsy)  was  the  yeast  form  found  in  the  multinucleated  giant 
cells  (Fig  3).  Intravascular  yeast  was  found  in  only  one  tissue  (intes- 
tinal mucosa),  although  the  sinusoids  of  a liver  biopsy  were  filled 
with  free  yeast.  Tissue  necrosis  was  found  in  only  three  biopsy  speci- 
mens. 

Although  the  bone  marrow  has  previously  been  found  useful  in 
confirming  the  diagnosis  of  histoplasmosis  infection, we  uti- 
lized it  in  only  two  patients.  The  lung  was  the  predominant  organ 
from  which  the  organism  was  isolated  in  five  of  the  patients,  four  of 
whom  presented  with  suspected  P carm/7  pneumonia.  In  one  patient, 
biopsy  of  a 2-cm  endobronchial  mass  in  the  bronchus  intermedius 
was  morphologically  positive  for  H capsulatum.  Pleural  biopsy  in 
the  fifth  patient  in  whom  pleural  effusion  developed  ten  days  after 
amphotericin  therapy  was  started  had  H capsulatum  demonstrable 
in  pleural  tissue  and  culture. 

Roentgenography.  All  patients  had  abnormal  findings  on  their 
chest  roentgenograms  in  the  course  of  their  clinical  illnesses.  Three 
had  normal  chest  roentgenograms  initially — two  later  displayed  re- 
ticulonodular  infiltrates,  and  one  had  pleural  effusion.  Bilateral  reti- 
culonodular  infiltrates  (two  patients)  and  bilateral  interstitial  infil- 
trates (two  patients)  were  found  in  the  other  patients  at 
presentation.  There  was  improvement  in  the  chest  roentgenogram  in 
four  patients  while  on  therapy. 

Discussion 

The  epidemiologic  and  demographic  aspects  of  these 
patients  are  typical  of  those  previously  reported — pre- 
dominantly male,  Hispanic,  intravenous  drug  users  in 
New  York  City.'^  PDH  in  an  immunocompromised 
host  may  be  an  acute  primary  infection,  reinfection,  or 
reactivation.  There  is  no  evidence  that  these  patients  had  a 
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TABLE  I.  Epidemiologic  and  Clinical  Features  of  Seven  Patients  with  Disseminated  Histoplasmosis  and  the 

Acquired  Immunodeficiency  Syndrome 


Patients’ 

Country  of 

Age  (yr)/Sex/ 

Origin/Year 

Clinical  and 

Chest 

Associated 

Risk  Factors 

Entry  to  US 

Laboratory  Presentation 

Roentgenogram 

Infection 

Outcome 

47/male/hetero- 

Ecuador/ 

Fever,  weight  loss  (20  lb),  dyspnea 

Bilateral  intersti- 

None 

Diagnosis  three  weeks  after  admis- 

sexual  (HIV 

1976 

(3  mo),  hepatosplenomegaly,  ab- 

tial  infiltrates 

sion.  Died  five  days  after  therapy 

positive) 

normal  liver  function  tests. 

started.  Autopsy:  Histoplasma  in 

thrombocytopenia 

liver,  spleen,  adrenal,  skin,  lymph 
nodes.  Toxoplasma  in  lungs  and 
central  nervous  system. 

31 /male/homo- 

Puerto 

Fever,  weight  loss  (30  lb),  dyspnea 

Bilateral  reticu- 

Previous  Pneu- 

Improved  clinically  and  radiologically 

sexual  (HIV 

Rico/ 

(2  mo),  abdominal  pain  (1  wk). 

lonodular  infil- 

mocystis  car- 

after  440  mg  amphotericin  (May 

positive) 

1975 

cervical  adenopathy,  hepatosple- 

trates 

inii 

1987).  Signed  out.  Readmitted  in 

nomegaly,  abnormal  liver  func- 

Sept  1987  in  respiratory  failure 

tion  tests,  thrombocytopenia 

and  died  48  hr  later.  No  autopsy. 

39/male/un- 

Colombia/ 

Fever,  weight  loss  (25  lb),  abdomi- 

Mediastinal  ad- 

Esophageal 

Improved  clinically  and  radiologically 

known  (HIV 

1973 

nal  pain  (3  days),  dysphagia  (3 

enopathy,  bi- 

candidiasis 

on  700  mg  amphotericin  and  signed 

not  done) 

wk),  cervical  adenopathy,  throm- 

lateral  pleural 

out  against  medical  advice.  Lost  to 

bocytopenia 

effusion 

follow-up. 

26/male/homo- 

Puerto 

Fever,  weight  loss  (20  lb),  cough. 

Bilateral  reticu- 

Oropharyngeal 

Improved  after  2 g amphotericin.  Dis- 

sexual/intra- 

Rico/ 

shortness  of  breath  (6  wk),  hyp- 

lonodular  infil- 

candidiasis 

charged  (December  1987)  on  keto- 

venous  drug 

1972 

oxia 

trates 

conazole,  400  mg/day.  Lost  to  fol- 

user  (HIV 

low-up.  Readmitted  with 

positive) 

disseminated  intravascular  coagu- 
lopathy and  died  within  24  hr 
(May  1988). 

36/male/intra- 

Puerto 

Fever,  dry  cough,  dyspnea,  weight 

Bilateral  nodular 

Subsequent  pul- 

Improved  after  2.4  g amphotericin. 

venous  drug 

Rico/ 

loss  (30  lb  in  3 mos),  hypoxia 

infiltrates 

monary  tu- 

Discharged  on  ketoconazole,  400 

user  (HIV 

1973 

berculosis 

mg/day.  Readmitted  with  fever 

positive) 

three  mos  later  and  found  to  have 
miliary  tuberculosis.  Alive  after 
seven  mos  of  follow-up. 

36/male/intra- 

Puerto 

Fever,  productive  cough,  weight 

Bilateral  intersti- 

Previous  Pneu- 

Started  amphotericin  three  days  after 

venous  drug 

Rico/ 

loss  (24  lb),  pleuritic  chest  pain 

tial  infiltrates 

mocystis  car- 

admission.  Had  right  hemicolec- 

user  (HIV 

1968 

(1  mo),  cervical  adenopathy. 

inii 

tomy  for  intestinal  bleeding  but 

positive) 

thrombocytopenia,  intestinal 

continued  to  bleed  from  DIC  and 

bleeding 

died  after  two  wk  of  amphotericin 
B therapy. 

35/maIe/intra- 

Puerto 

Fever,  dry  cough,  weight  loss  (15 

Diffuse  bilateral 

Concurrent  pul- 

Improved  clinically  and  radiologically 

venous  drug 

Rico/ 

lb),  abdominal  pain,  diarrhea. 

miliary  infil- 

monary  and 

on  amphotericin,  350  mg.  Died 

user  (HIV 

1973 

dysphagia  (1  mo),  hepatomega- 

trates 

central  ner- 

suddenly  (June  1988). 

positive) 

ly,  cervical  adenopathy 

vous  system 
cryptococcus 

primary  infection  or  reinfection  from  a point  source  in 
New  York  City.  Secondary  dissemination  may  be  the  pre- 
dominant form  of  histoplasmosis  in  both  endemic  and 
non-endemic  areas. Since  all  of  these  patients  came 
from  known  endemic  areas,  we  suspected  the  dissemina- 
tion to  be  secondary.  We  believe  this  to  be  true  for  the 
following  reasons:  absence  of  cases  in  locally  born  chil- 
dren; absence  of  cases  in  non-AIDS  patients;  previous  res- 
idence in  an  endemic  area;  the  rarity  of  case  reports  prior 
to  the  AIDS  epidemic;  the  long  interval  since  immigration 
from  the  endemic  area  before  the  onset  of  histoplasmosis; 
and  onset  of  illness  after  immunosuppression  by  HIV  in- 
fection. The  presence  of  granuloma  in  some  of  the  tissues 
may  imply  an  old  infection  in  a previously  immunocompe- 
tent host.^'* 

The  clinical  presentation  of  PDH  in  these  patients  was 
similar  to  reports  of  other  AIDS  patients  with  PDH.'^'^'^ 
When  compared  to  other  immunocompromised  hosts  with 
PDH^  -5  and  the  rare  host  with  no  immunosuppression  in 


TABLE  II.  Diagnostic  Methods  and  Results  for 
Histoplasmosis 


Organ 

Diagnostic  Procedure 

Histopathology 
Granu- 
Fungi*  loma* 

Culture* 

Lung 

Bronchoalveolar  lavage 

5/5 

— 

2/5 

Transbronchial  biopsy 

3/3 

1/3 

0/3 

Endobronchial  biopsy 

1/1 

1/1 

0/1 

Pleural  biopsy 

1/1 

0/1 

0/1 

Bone  marrow  smear  and  biopsy 

2/2 

1/2 

1/2 

Peripheral 

blood  smear 

3/4 

— 

2/7 

Liver 

Biopsy 

2/2 

1/2 

1/2 

Abdomen 

Mesenteric  nodes 

2/2 

1/2 

0/2 

(laparot- 

Intestinal  biopsy 

1/1 

0/1 

0/1 

omy) 

Total 

20/21 

5/12 

6/24 

(97%) 

(43%) 

(25%) 

* Number  positive/number  done. 
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FIGURE  2.  Peripheral  blood  smear  reveals  a monocyte  containing  ag- 
gregates of  Histoplasma  capsulatum  (Diff-Quik  stain;  original  magnifica- 
tion X 1,000). 


whom  PDH  develops, these  patients  exhibited  no  real 
differences  except  for  the  high  mortality.  Other  immuno- 
compromised hosts  with  PDH  are,  however,  found  mainly 
in  endemic  areas  where  the  suspicion  of  histoplasmosis  is 
high.  In  non-endemic  areas,  a low  index  of  suspicion  and 
overlap  with  the  clinical  features  of  other  HIV-associated 
infections  has  often  resulted  in  a low  rate  of  antemortem 
diagnosis. 

Thrombocytopenia  should  heighten  the  suspicion  of 
PDH  in  AIDS.  Although  immune  thrombocytopenia  has 
been  well  described  in  AIDS  patients, it  is  relatively  rare 
and  is  also  a known  feature  of  PDH  in  patients  who  do  not 
have  AIDS.^^  It  is  reasonable  to  postulate  that  the  combi- 
nation of  HIV/PDH  may  lead  to  a higher  incidence  of 
thrombocytopenia  as  noted  in  these  patients.  The  onset  of 
Die  was  predictive  of  death  within  a few  days  in  these 
patients,  as  previously  noted  by  Wheat  et  al.*  DIG  has 
been  reported  in  other  series  in  patients  who  later  died,'^ 
although  recovery  after  development  of  DIG  can  occur. 

Radiologic  features  were  nonspecific  in  these  patients 
and  have  not  been  previously  reported  in  detail  to  allow  a 
general  review.  Initial  chest  roentgenographic  findings 
may  be  normal,  but  when  abnormal,  nodular  infiltrates 
appear  to  be  the  most  common  finding,  occurring  in  60% 
of  the  patients  reported  here.  This  finding  is  not  different 
from  that  of  PDH  in  hosts  with  no  immunosuppression-"* 


FIGURE  3.  Biopsy  of  endobronchial  mass  shows  submucosal  non-nec- 
rotizing granuloma  (hematoxylin-eosin  stain;  original  magnification 
X 160). 


or  in  other  immunocompromised  hosts. Two  patients 
had  hilar/mediastinal  adenopathy,  which  is  an  uncom- 
mon feature  in  the  AIDS/ARG  patient  as  part  of  the  gen- 
eralized lymphadenopathy  syndrome. This  prompted  us 
to  search  for  an  opportunistic  infection.  Pleural  effusion 
associated  with  H capsulatum  is  extremely  rare  in  both 
AIDS  and  non-AIDS  patients. 

H capsulatum  was  detected  in  specimens  from  bronchi- 
al brushing,  bronchoalveolar  lavage  (BAL),  and  trans- 
and/or  endobronchial  biopsies  obtained  during  bronchos- 
copy. The  fungi  were  found  in  all  five  patients  in  whom 
BAL  was  done.  The  use  of  BAL  in  the  diagnosis  of  pulmo- 
nary histoplasmosis  has  not  been  stressed  in  previous  re- 
ports, and  reliance  has  been  placed  on  biopsies.  In  one  se- 
ries, BAL  was  not  useful  in  making  the  diagnosis.'^  In 
patients  with  AIDS,  the  extent  of  dissemination  (macro- 
phages often  have  10  to  12  fungi  per  cell  and  free  forms 
often  occur  in  tissue)  probably  leads  to  alveolar  coloniza- 
tion. More  cases  are  needed  to  confirm  the  high  yield  we 
observed  in  BAL,  before  obviating  biopsy  in  the  pulmo- 
nary evaluation  of  PDH.  In  BAL,  H capsulatum  can  be 
confused  with  P carinii  on  silver  stain.  The  use  of  Diff- 
Quik  as  an  initial  screening  stain  often  helped  us  avoid  this 
confusion.  Cryptococcus  is  less  likely  to  be  confused  be- 
cause of  its  larger  size,  thicker  capsule,  and  frequent  bud- 
ding. Where  available,  immunoperoxidase  stain  is  also  a 
promising  means  of  early  diagnosis,-^  and  was  used  to 
identify  specific  fungi  in  a lymph  node  biopsy  of  one  pa- 
tient in  the  absence  of  fresh  specimen.  Lysis-centrifuga- 
tion offers  hope  in  improving  the  yield  from  blood  culture 
when  there  is  a question  of  dissemination.^** 

The  poor  prognosis  of  PDH  in  AIDS  may  be  due  to 
immunologic  interaction  between  HIV  and  H capsula- 
tum. Both  cause  diminished  cellular  immunity  with  rever- 
sal of  the  GD4/GD8  cell  ratio. Synergistic  immunosup- 
pression may  account  for  PDH  being  the  first  or  only 
opportunistic  infection  in  five  of  seven  of  the  patients  de- 
scribed here,  and  in  60%  of  the  patients  in  one  previously 
reported  series.'-  Although  appropriate  therapy  for  hosts 
with  PDH  and  no  immunosuppression  may  result  in  re- 
turn of  the  GD4/GD8  ratio  to  normal, this  may  not  oc- 
cur in  AIDS  patients  because  of  the  HIV  infection.  Alter- 
natively, PDH,  like  tuberculosis,  may  appear  before  P 
carinii  because  less  intense  immunosuppression  (ie,  high- 
er GD4  counts)  is  needed  for  these  intracellular  pathogens 
to  reactivate  than  for  P carinii  to  flourish. 

In  conclusion,  these  findings  suggest  that  PDH  occurs 
in  patients  in  New  York  as  secondary  dissemination,  pri- 
marily in  patients  who  previously  resided  in  endemic  areas 
(the  Garibbean,  and  Central  and  South  America).  The 
occurrence  of  granulomata  in  tissue  is  rare.  The  use  of 
Diff-Quik  staining  for  screening  tissue  specimens  facili- 
tates early  diagnosis  and  decreases  under-diagnosis,  espe- 
cially in  non-endemic  areas  where  prior  experience  is  lim- 
ited. An  increased  awareness  of  the  global  distribution, 
the  spectrum  of  clinical  presentations,  and  the  likelihood 
that  reactivation  is  more  frequent  than  primary  infection 
are  all  essential  for  improved  recognition  of  this  disease  in 
non-endemic  areas.  A classification  of  patients  infected 
with  both  HIV  and  Histoplasma  and  primary  chemopro- 
phylaxis for  those  cases  most  likely  to  progress  to  dissemi- 
nation is  also  required,  in  an  effort  to  help  decrease  the 
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high  mortality  rate  witnessed  in  patients  with  PDH  and 
AIDS. 
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ABSTRACT.  Abstracted  records  of  all  patients  discharged 
from  New  York  State  acute  care  hospitals  from  January  1, 
1983,  through  October  1, 1987,  containing  a diagnosis  of  HIV 
Infection  (N  = 36,664)  were  linked  Into  a longitudinal  file  of 
20,005  patlent-specific  case  histories.  A validation  study  uti- 
lizing Medicaid  patlent-specific  discharge  Information  for 
calendar  year  1985  showed  that,  on  the  average,  each  case 
history  of  the  longitudinal  file  contained  85%  (±5%)  of  the 
expected  discharges.  The  number  of  patients  present  In  the 
longitudinal  file  was  10%  (±4%) — too  large  a percentage, 
due  to  a failure  to  link  all  the  discharges  to  the  appropriate 
case  histories.  The  number  of  patients  with  a diagnosis  of 
Pneumocystis  car/n// pneumonia  (PCP)  found  In  the  longitu- 
dinal file  was  found  to  be  consistent  with  the  number  report- 
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ed  to  the  New  York  State  AIDS  Registry.  The  longitudinal  file 
appears  to  be  sufficiently  accurate  and  complete  to  use  In 
evaluating  HIV-related  acute  care  In  hospitals. 

(NY  State  J Med  1990;  90:238-242) 

New  York  State  has  been  severely  affected  by  the  human 
immunodeficiency  virus  (HIV)  epidemic.  In  the  early 
1980s,  cases  of  acquired  immunodeficiency  syndrome 
(AIDS)  originating  in  New  York  State  accounted  for 
more  than  half  the  cases  nationwide.  As  of  January  31, 
1989,  the  state  has  reported  20,9 1 7 cases,  which  is  approx- 
imately 25%  of  the  cumulative  national  total.'  There  is 
significant  mortality  associated  with  AIDS:  11,730  pa- 
tients, representing  56%  of  the  total  cases  reported  in  New 
York  State  thus  far,  have  died. 

The  epidemiologic  characteristics  and  clinical  manage- 
ment of  AIDS-infected  individuals  is  changing  in  New 
York  State.  Historically,  the  homosexual/bisexual  risk 
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behavior  group  accounted  for  the  greatest  number  of 
AIDS  cases.  However,  in  1988,  this  pattern  shifted,  and 
new  cases  of  AIDS  among  intravenous  drug  users  exceed- 
ed the  number  of  new  cases  among  the  homosexual/bisex- 
ual risk  group.^  New  treatment  methods  for  HIV  infec- 
tion are  leading  to  longer  survival  times  and  thereby 
changing  hospital  utilization  patterns.^  In  order  for  the 
New  York  State  public  health  authorities  to  identify  accu- 
rately the  necessary  acute  care  facilities  for  the  present 
and  future,  the  following  information  about  acute  care  re- 
source consumption  by  the  HIV-infected  population  is  re- 
quired: 

• Number  of  patients  entering  the  acute  care  system  for 
the  first  time  due  to  HIV  infection,  per  selected  time 
period; 

• Demographic  characteristics; 

• Changes  in  diagnoses  over  time; 

• Changes  in  reimbursement  source  (eg,  private  to  public 
payors  subsequent  to  the  first  HIV-related  hospitaliza- 
tion); 

• Lifetime  costs  and  cost  per  time  period; 

• Lifetime  admissions,  length  of  stay,  and  intervals  be- 
tween stays; 

• Hospital  migration  patterns. 

A review  of  the  literature  indicates  that  little  is  known 
about  how  HIV-infected  individuals  utilize  acute  care  fa- 
cilities over  time.  Much  of  the  case  study  analysis  has  been 
performed  outside  New  York  State"*'^  and  has  been  limit- 
ed to  AIDS.  A study  of  hospital  experience  with  AIDS 
from  four  hospitals  in  New  York  City,’  with  an  emphasis 
on  cost,  has  been  performed.  These  studies  show  consider- 
able variations  in  utilization  patterns  and  costs. 

Hospital  utilization  measures  have  been  reported  based 
on  data  collected  from  a number  of  states’  discharge  data 
systems.*’^  The  systems  do  not  link  readmissions  of  pa- 
tients, so  analysis  was  limited  to  describing  hospitalization 
utilization  on  a per  admission  basis,  with  no  information 
regarding  individual  patient  utilization  patterns  over  time 
or  the  trends  in  the  number  of  new  patients  seen. 

A number  of  hospital  surveys  of  HIV  patients  were  con- 
ducted to  obtain  utilization  rates  of  acute  care  facilities  in 
New  York  State  during  1987.'°’’'  Each  survey  counted 
the  number  of  patients  hospitalized  on  a particular  day, 
but  the  readmission  patterns  of  patients  could  not  be  stud- 
ied due  to  the  absence  of  patient  identifiers. 

With  changes  occurring  in  the  New  York  State  HIV- 
infected  hospital  population,  we  saw  the  need  for  a method 
to  monitor  patient-specific  utilization  characteristics  in 
acute  care  facilities.  A New  York  State-specific  informa- 
tion system  which  would  capture  data  describing  each 
hospital  stay  for  each  HIV-infected  individual  in  a timely 
and  cost  efficient  manner  would  be  extremely  useful. 

Prior  to  initiating  development  of  such  a data  collection 
system,  it  is  prudent  to  determine  if  such  information  is 
available  from  existing  data  files.  As  Roos  and  his  col- 
leagueshave  stated,  “If  a well-organized  data  base  can 
be  accessed,  health  care  researchers  should  seriously  con- 
sider its  use  before  committing  themselves  to  primary 
data  collection.”  The  purpose  of  this  report  is  to  describe 


the  development  of  a new  source  of  HIV  longitudinal  in- 
formation which  addresses  the  effect  of  the  HIV  epidemic 
on  acute  care  facilities  by  using  an  existing  statewide  re- 
porting system  for  acute  care  hospitals. 

Methods 

Creation.  The  longitudinal  information  was  assem- 
bled by  linking  all  the  separate  HIV-related  hospital  dis- 
charge reports  for  each  patient  found  in  the  Statewide 
Planning  and  Research  Cooperative  System  (SPARCS) 
into  a patient-specific  case  history  (case).  SPARCS  is 
maintained  by  the  New  York  State  Department  of  Health 
and  collects  a discharge  data  abstract  (DDA)  and  uni- 
form billing  form  (UBF)  for  every  acute  care  hospital  stay 
in  New  York  State,  with  the  exception  of  those  from  psy- 
chiatric and  federal  hospitals.  The  DDA  and  UBF  were 
joined  into  a single  record,  when  possible,  to  create  a 
“matched  file.” 

The  SPARCS  system  was  created  with  strong  confiden- 
tiality protections,  and  no  explicit  patient  identifiers  are 
present.  Data  are  readily  available  on  a discharge  by  dis- 
charge basis,  but  these  discharges  cannot  be  directly 
linked  to  form  an  individual’s  case.  However,  variables  are 
available  to  establish  linkages  connecting  records  of  the 
same  patient.  The  useful  variables  include  the  hospital 
identifier;  patient  medical  record  number  and  gender 
from  the  DDA;  and  the  insurance  plan  numbers,  recipient 
numbers,  patient  address,  and  date  of  birth  from  the  UBF. 
To  establish  the  HIV  longitudinal  file  (HIVLF),  matched 
file  records  from  the  period  1983  through  1986  were  se- 
lected if  the  DDA  portion  explicitly  indicated  HIV  infec- 
tion. A matched  file  was  not  available  for  the  1987  re- 
cords, but  the  DDA  records  were  included  to  maximize 
information  for  cases  detected  in  earlier  years.  A DDA 
with  an  HIV  infection  was  defined  as  one  in  which  any  of 
the  diagnoses  listed  in  Table  I was  coded  as  the  principal 
or  one  of  the  four  secondary  diagnoses.  These  records  were 
then  linked  into  cases  by  processing  them  through  a series 
of  three  phases,  as  shown  in  Figure  1 . 

Phase  1.  The  majority  of  hospitals  assign  a unique 
medical  record  number  to  an  individual,  which  is  reused 
for  that  patient  on  subsequent  readmission.  This  number- 
ing system  allows  the  longitudinal  tracking  of  patients 

TABLE  I.  HIV  Diagnoses  ICD-9-CM  Codes 

ICD-9-CM 

Code  Description  Initiated 

042  Includes  acquired  immunodeficiency  Fall  1986 

syndrome  (AIDS) 

043  Includes  AIDS-related  complex  (ARC)  Fall  1986 

044  Includes  other  HIV  infection  Fall  1986 

795.8  Positive  serological  or  viral  culture  for  HIV  Fall  1986 

279.19  Other  deficiency  of  cell-mediated  immunity  Fall  1982 

as  a principal  or  secondary  diagnosis 

279.10  Immunodeficiency  with  predominant  T-cell  Fall  1982 

defect  as  a principal  or  secondary  diagnosis 

279.3  Unspecified  immunity  deficiency  as  a prin-  Fall  1982 

cipal  diagnosis  with  or  without  279.19  or 
279.10  as  secondary  diagnosis 

136.3  Pneumocystosis  as  a principal  diagnosis  Fall  1982 

with  or  without  279.10  or  279.19  as 
secondary  diagnosis 
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FIGURE  1.  Linkage  phase  results  (eg,  a six-record  case). 


within  the  same  hospital.  Records  with  the  same  medical 
record  number  in  the  same  hospital  were  linked.  At  the 
end  of  phase  1,  each  matched  file  record  was  assigned  a 
case  number,  case  gender,  and  case  date  of  birth.  The  con- 
sistency of  the  date  of  birth  and  gender  among  the  records 
of  the  newly  linked  cases  was  reviewed.  At  the  end  of  this 
phase  and  each  subsequent  phase,  the  case  date  of  birth 
and  case  gender  were  reassigned  based  on  the  principle  of 
selecting  that  value  which  appeared  most  frequently.  If  a 
tie  existed,  the  field  was  left  undetermined. 

Phase  2.  Phase  1 cases  were  next  linked  by  Medicaid 
recipient  number  and  Blue  Cross  recipient  number.  The 
information  from  the  remaining  payors  was  not  utilized 
for  linkage  in  this  phase,  but  all  discharges  independent  of 
payor  were  included  in  the  HIVLF. 

Phase  3.  Phase  2 cases  were  next  linked  by  date  of 
birth  and  address.  Manual  review  of  records  sorted  by  ad- 
dress was  performed,  and  linkage  was  based  on  matched 
addresses.  Addresses  were  considered  to  be  matched  if  no 
more  than  one  character  of  the  first  five  characters  dis- 
agreed or  if  alternate  spellings  were  present,  eg,  first  and 
1st. 

Evaluation.  To  evaluate  the  completeness  and  accura- 
cy of  the  HIVLF,  an  independent  source  of  complete  HIV 
case  data  was  needed.  Analysis  of  the  HIVLF  revealed 
that  the  highest  proportion  of  first  discharges  (42%)  was 
paid  by  Medicaid.  The  Medicaid  system  was  selected  as 
an  independent  source  of  patient-specific  hospitalization 
histories  in  order  to  assess  the  completeness  and  linkage 
accuracy  of  the  HIVLF.  The  New  York  State  Depart- 
ment of  Social  Services  (DSS)  maintains  a computer  file 
of  all  discharges  paid  by  Medicaid  funds,  which  includes 
patient  name,  address,  date  of  birth,  Medicaid  recipient 


number  (MRN),  admission  date,  discharge  date,  hospital 
record  number,  and  hospital  identifier.  The  MRN  is  an 
identification  number  typically  assigned  to  only  one  per- 
son. However,  more  than  one  MRN  can  be  assigned  to  the 
same  individual  when  that  person  changes  programs  with- 
in DSS.  The  DSS  file  contains  all  Medicaid  funded  dis- 
charges. Therefore,  it  was  necessary  to  eliminate  all  non- 
HIV  related  stays.  For  comparative  purposes,  it  was 
decided  that  when  a DSS  record  was  found  without  any 
HIV  diagnoses,  and  the  associated  SPARCS  record  did 
not  contain  any  HIV  diagnoses,  that  stay  would  be  exclud- 
ed from  consideration.  As  a result,  when  comparisons  be- 
tween the  DSS  and  HIVLF  files  were  performed,  records 
meeting  these  conditions  were  not  considered  missing 
from  the  HIVLF  file.  This  approach  was  used  to  estimate 
the  degree  of  completeness  of  the  HIVLF. 

To  evaluate  the  completeness  and  accuracy  of  the 
HIVLF,  the  following  questions  were  raised:  How  accu- 
rately did  the  linkage  phases  connect  records  of  the  same 
person?  How  complete  were  the  HIVLF  cases?  How 
many  extra  cases  were  present  in  the  HIVLF,  ie,  how  fre- 
quently were  patients  assigned  more  than  one  case  num- 
ber? 

Calendar  year  1985  was  selected  for  the  validation 
study,  since  it  was  the  most  recent  calendar  year  DSS  con- 
sidered complete.  The  DSS  provided  information  for  all 
hospital  discharges  during  1985  paid  by  Medicaid.  A sim- 
ple random  sample  of  213  cases  was  selected  from  the 
1,976  HIVLF  cases  with  1985  discharges  paid  for  by 
Medicaid.  This  sample  was  of  sufficient  size  to  determine 
the  completeness  of  the  HIVLF  Medicaid  records  with 
95%  confidence  and  80%  power.  MRNs  were  obtained 
from  the  sample  cases,  and  all  discharges  with  those 
MRNs  were  extracted  from  the  1985  DSS  file.  Eleven 
cases  had  MRNs  that  were  not  found  in  the  DSS  file  and 
are  considered  to  be  extra  cases  created  due  to  MRN  tran- 
scription errors  in  SPARCS.  Thus  202  MRN  unique  pa- 
tient-specific cases  were  available  from  DSS  to  evaluate 
the  accuracy  and  completeness  of  the  HIVLF.  This  re- 
duced the  power  by  3%. 

A binomial  distribution  normal  approximation  was 
used  to  estimate  the  95%  confidence  limits  standard  error 
of  the  sample  proportion  (P)  being  investigated.'^  The  val- 
ue of  P will  be  presented  by  P ± 1.96  P(1  — P)/VN. 

Results 

Creation.  Using  the  HIV  diagnostic  criteria,  36,664  discharge 
records  were  obtained:  2,106  discharges  occurred  in  1983;  4,177  oc- 
curred in  1984;  8,078  occurred  in  1985;  13,114  occurred  in  1986; 
9,189  occurred  in  1987  prior  to  October  1.  The  number  of  cases  at 
the  end  of  each  phase  was  as  follows:  22,135  for  phase  1;  21,569  for 
phase  2;  20,005  for  phase  3.  The  initial  phase  linked  intra-hospital 
records,  with  the  remaining  phases  primarily  linking  inter-hospital 
movements  (not  all  hospitals  assign  a unique  medical  record  number 
to  a patient). 

Among  the  20,005  cases,  82  had  gender  inconsistencies,  of  which 
59  were  assigned  a gender,  and  23  were  left  undetermined.  In  598 
cases,  the  dates  of  birth  were  found  to  be  inconsistent  among  the 
records.  After  review,  343  dates  of  birth  were  determined  and  255 
were  left  undetermined.  There  were  13,367  (67%)  cases  with  one 
discharge,  3,168  (16%)  with  two  discharges,  and  1,553  (8%)  with 
three  discharges.  Major  expected  payors  at  the  time  of  the  first  dis- 
charge were  Medicaid  and  Blue  Cross,  with  frequencies  of  42%  and 
27%,  respectively. 

Evaluation.  All  the  results  in  this  section  relate  to  the  study  of 
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the  202  Medicaid  case  sample,  except  where  noted. 

Linkage  Accuracy.  In  1 1 of  202  HIVLF  cases,  multiple  (two 
different)  MRNs  were  present.  By  searching  the  DSS  file  for  the 
patient  name  by  MRN,  it  was  found  that  in  all  1 1 cases  the  patient’s 
records  were  correctly  linked.  This  indicates  that  the  medical  record 
number  and  address  linkage  phases  accurately  linked  records  from 
the  same  patient. 

Case  Completeness/ Discharge  Records.  The  202  HIVLF  cases 
contained  76%  of  all  the  DSS  records.  This  proportion  was  adjusted 
to  eliminate  from  consideration  those  DSS  records  that  were  not 
associated  with  HIV  infection.  Elimination  of  such  records  from  the 
DSS  file  resulted  in  the  HIVLF  cases  containing  88%  (±4%)  of  the 
DSS  HIV  records.  This  is  a conservative  estimate,  as  it  assumes  that 
all  non-HIV-related  DSS  records  not  found  in  SPARCS  are  HIV 
related. 

HIVLF  case  completeness,  measured  by  number  of  discharges 
per  case,  was  performed  using  the  DSS  HIV  records  for  comparison. 
The  average  completeness  of  HIVLF  cases  with  more  than  one  re- 
cord was  as  follows:  81%  for  the  49  cases  with  two  records;  81%  for 
the  23  cases  with  three  records;  83%  for  the  12  cases  with  four  re- 
cords; 64%  for  the  five  cases  with  five  records;  92%  for  the  eight 
cases  with  six  or  more  records.  Of  the  202  HIVLF  cases,  162  (80%) 
were  100%  complete,  169  (84%)  were  at  least  75%  complete,  and 
195  (97%)  were  at  least  50%  complete. 

Cases  paid  by  Medicaid  and  Blue  Cross  were  more  complete  than 
the  remainder  of  the  cases,  due  to  the  matching  phases  which  linked 
records  by  the  patients’  insurance  company  information.  To  assess 
the  effect  of  the  specific  payor  linkage  phases,  the  Medicaid  recipi- 
ent number  phase  was  eliminated  for  the  202  cases.  The  percentage 
completeness  was  reduced  by  3%,  to  85%  (±5%).  Assuming  homoge- 
neity among  all  payors,  85%  (±5%)  is  considered  to  be  the  complete- 
ness estimate  for  the  1985  portion  of  the  HIVLF  cases. 

Extra  Cases  in  the  HIVLF.  Of  the  cases  from  the  Medicaid 
HIVLF  sample,  1 1 were  extra  cases  which  arose  from  unlinked  re- 
cords. This  suggests  that  the  proportion  of  extra  Medicaid  cases  in 
1985  is  approximately  5%.  If  the  other  patients  have  admission  pat- 
terns similar  to  the  Medicaid  population,  the  estimate  of  extra  1985 
cases  is  5%  (±3%),  plus  the  percentage  of  extra  cases  due  to  the 
absence  of  a linkage  phase  for  the  non-Blue  Cross  and  non-Medicaid 
cases.  Approximately  one  third  of  the  cases  were  not  reimbursed  by 
either  of  these  two  payors.  To  estimate  the  number  of  extra  cases 
present  for  other  payor  type  cases,  the  effectiveness  of  phase  2 in 
linking  Medicaid  cases  was  examined.  The  Medicaid  linkage  in 
phase  2 produced  16%  fewer  Medicaid  cases.  If  the  remaining  payor 
type  linkage  phases  produced  results  similar  to  Medicaid,  a 10% 
(±4%)  estimate  of  extra  cases  in  the  1985  HIVLF  is  obtained,  ie,  5% 
-1-  (V3  X 16%).  The  effect  of  the  Blue  Cross  linkage  phase  was  exam- 


ined and  found  to  decrease  the  number  of  Blue  Cross  cases  by  22%. 
This  is  consistent  with  the  Medicaid  estimate. 

Accuracy  of  HIV  Coding  in  SPARCS.  The  larger  question  of 
the  completeness  of  SPARCS  in  identifying  HIV  discharges  was 
partially  addressed  by  comparing  the  number  of  Pneumocystis  car- 
inii  pneumonia  (PCP)  cases  identified  in  the  HIVLF  to  the  diagnos- 
tic classification  of  cases  to  the  AIDS  case  registry  for  the  same  time 
periods.  For  the  period  1983  through  1986,  the  HIVLF  contained 
9%  more  PCP  reports  than  did  the  AIDS  Registry  (Bureau  of  Com- 
municable Disease  Control,  NYS  Department  of  Health,  unpub- 
lished data).  However,  the  HIVLF  includes  a 2%  background  level 
of  non-AIDS  PCP  based  on  1980-1981  SPARCS  PCP  discharges, 
with  the  excess  per  year  ranging  between  1%  and  14%.  This  is  consis- 
tent with  the  10%  (±4%)  overestimate  of  cases  presented  previously. 

Examples  of  Uses  of  a Longitudinal  File.  In  order  to  demon- 
strate the  capabilities  of  the  HIVLF,  provided  below  are  examples  of 
its  ability  to  generate  the  necessary  information  identified  earlier. 

New  Patients  Entering  the  Acute  Care  System.  Table  II  pre- 
sents the  number  of  HIV  patients  aged  13  or  over  hospitalized  for 
the  first  time,  on  a semi-annual  basis.  The  data  presented  are  limited 
to  the  period  1 984- 1986,  during  which  the  cases  were  identified  with 
a particular  time  period  based  on  the  admission  date  of  their  first 
HIV-related  stay.  Information  from  1983  is  not  displayed,  as  a pa- 
tient’s first  hospital  stay  might  be  erroneously  identified  due  to  the 
absence  of  1982  information.  The  results  from  1987  are  not  dis- 
played, as  they  represent  cases  that  are  not  well  linked  due  to  the 
absence  of  bills  for  the  1987  stays.  Therefore,  the  results  are  shown 
for  those  individuals  who,  for  at  least  one  year’s  experience,  were  not 
previously  seen  with  an  HIV-specific  diagnosis.  The  number  of  new 
patients  has  increased  4-fold  between  the  first  half  of  1984  and  the 
last  half  of  1986.  Given  the  limitations  of  the  linkage  process,  the 
absolute  number  of  new  patients  is  better  estimated  by  reducing  the 
estimates  by  10%  (±4%)  to  reflect  the  inability  to  link  all  records 
from  the  same  patient. 

Demographics  of  HIV-Infected  Patients.  Also  included  in  Ta- 
ble II  are  the  residence,  gender,  and  age  attributes  of  the  individuals 
aged  13  or  over  first  hospitalized  with  HIV-related  conditions  from 
1984  through  1986.  An  increase  in  the  female  proportion  of  cases  is 
visible  over  this  three-year  time  period. 

Changes  in  Diagnosis  Over  Time.  Another  valuable  use  of  the 
longitudinal  file  is  to  identify  the  illnesses  experienced  by  HIV-in- 
fected patients  during  their  hospital  stays.  For  example,  the  develop- 
ment of  PCP  and  Kaposi’s  sarcoma  (KS)  following  the  first  HIV- 
related  hospital  stay  was  obtained  from  the  HIVLF  by  following 
patients  from  their  first  hospital  stay  through  their  last  available 
stay.  Data  were  limited  to  patients  first  diagnosed  in  either  1984  or 
1985,  and  thus  include  at  least  one  year  subsequent  to  the  first  HIV- 


TABLE  II.  Age,  Gender,  and  Residence  Characteristics  of  Individuals,  Aged  13  and  Older,  When  First  Hospitalized  with  an 

HIV-Related  Condition 


Jan-June 

1984 

July-Dee 

Date  of  First  HIV-Related  Admission 
1985 

Jan-June  July-Dee 

Jan-June 

1986 

July-Dee 

Number  of  cases 

977 

1,342 

1,791 

2,349 

2,925 

3,574 

Gender  (%) 

Male 

88.0 

87.9 

85.1 

85.4 

84.6 

83.3 

Female 

11.8 

12.1 

14.5 

14.5 

15.3 

16.6 

Unknown 

0.2 

— 

0.4 

— 

0.1 

0.1 

Residence  (%) 

New  York  City 

80.9 

82.2 

81.1 

81.1 

79.8 

79.0 

Rest  of  state 

15.3 

15.4 

15.3 

15.9 

16.4 

16.9 

Out  of  state 

3.9 

2.5 

3.6 

3.0 

3.8 

4.1 

Age  (%) 

13  to  19 

0.9 

0.8 

0.6 

0.5 

0.5 

0.7 

20  to  29 

21.2 

21.1 

19.7 

20.5 

19.4 

19.4 

30  to  39 

45.9 

44.9 

48.6 

47.4 

49.7 

50.3 

40  to  49 

21.1 

21.3 

21.5 

22.3 

20.9 

19.8 

50-1- 

11.0 

11.9 

9.7 

9.3 

9.5 

9.9 
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identified  hospital  stay.  The  patients  were  divided  into  four  groups 
based  on  the  diagnoses  identified  during  their  first  HIV-identified 
hospital  stays:  PCP  and  KS  simultaneously;  PCP  without  KS;  KS 
without  PCP;  and  other  HIV-related  diseases.  Among  those  initially 
identified  with  only  PCP  (N  = 1,904),  18%  eventually  developed 
KS;  among  those  presenting  with  KS  alone  (N  = 397),  47%  went  on 
to  develop  PCP;  and  for  those  with  other  diseases  (N  = 1,743),  14% 
developed  only  PCP,  4%  developed  only  KS,  and  16%  developed 
both  PCP  and  KS  (not  necessarily  simultaneously).  The  percent  in- 
crease in  PCP  was  22%,  and  KS  increased  by  70%,  while  the  combi- 
nation of  both  PCP  and  KS  increased  by  1 18%  over  the  initial  200 
cases.  Given  that  some  patients  are  still  alive  and  may  yet  require 
hospitalization  for  PCP  or  KS,  and  due  to  technical  limitations  asso- 
ciated with  record  linkage,  the  changes  are  in  fact  larger. 

Shift  in  Reimbursement  Source.  Patients  with  more  than  one 
discharge  during  the  1983-1987  period  were  reviewed  for  change  in 
reimbursement  source.  Of  the  2,855  patients  who  indicated  private 
sources  in  their  initial  hospital  stay,  it  was  found  that  17%  shifted  to 
government  reimbursement  in  their  last  discharge. 

Discussion 

Comparison  of  1985  data  from  the  HIVLF  to  the  Med- 
icaid file  revealed,  that,  on  average,  88%  (±4%)  of  the 
Medicaid  discharges  per  case  were  identified  by  the 
HIVLF.  An  estimate  made  for  the  1985  portion  of  cases 
indicated  that  the  average  number  of  records  per  case  is 
85%  (±5%)  of  the  true  number.  Since  a large  number  of 
cases  are  single  record  cases,  this  small  reduction  in  com- 
pleteness is  not  surprising.  The  result  is  consistent  with  the 
estimated  number  of  extra  cases. 

Based  on  the  sample  studied,  the  HIVLF  is  consistent 
with  the  AIDS  Registry  in  identifying  the  number  of  PCP 
cases  reported  from  1983  to  1986.  However,  we  have  not 
calculated  the  extent  of  underreporting  of  HIV  discharges 
to  SPARCS.  In  the  earlier  years  of  the  HIVLF,  identifi- 
cation of  non-AIDS  HIV-infected  individuals  was  unreli- 
able, and  the  degree  of  underreporting  is  unknown.  This 
will  lead  to  an  underestimate  of  HIV-infected  individuals 
and  discharges  in  the  HIVLF. 

There  is  an  overestimate  of  cases  due  to  the  inability  to 
link  all  discharges  of  all  cases.  This  is  particularly  true  for 
cases  with  payors  other  than  Blue  Cross  and  Medicaid, 
since  only  Blue  Cross  and  Medicaid  had  specific  linkage 
phases.  The  proportion  of  extra  cases  was  estimated  to  be 
10%  (±4%)  among  the  cases  with  1985  discharges.  The 
proportion  of  extra  cases  from  1987  discharges  will  be 
higher,  since  matched  bills  were  not  available  for  that  year. 

Care  must  be  taken  in  using  this  file  for  analysis.  Dis- 
charges of  patients  who  visited  different  hospitals  and  did 
not  have  matched  bills  would  not  be  linked  using  the  cur- 
rent methodology  due  to  the  absence  of  payor  or  address 
information.  This  may  lead  to  underestimation  of  multi- 
hospital use  on  the  part  of  HIV-infected  patients. 

Based  on  our  experience  in  developing  and  evaluating 
this  longitudinal  file,  there  are  some  additional  steps  we 
will  perform  when  a new  version  of  the  file  is  prepared. 


The  new  version  will  include  several  improvements;  the 
addition  of  other  linkage  phases  for  payors  such  as  Medi- 
care and  commercial  insurers;  additional  evaluations  of 
the  cases,  such  as  for  the  presence  of  any  hospitalization 
overlaps  among  stays  from  the  same  case;  addition  of  oth- 
er case-related  variables  such  as  race  or  total  cost  from  all 
stays;  and  inclusion  of  all  stays  for  a case  independent  of 
the  presence  of  HIV  infection. 

The  HIVLF  is  a useful  tool  to  analyze  acute  care  utili- 
zation patterns  of  individuals  identified  as  infected  with 
the  human  immunodeficiency  virus.  Similar  files  can  also 
be  constructed  to  identify  the  characteristics  of  individ- 
uals associated  with  other  diseases.  There  are  distinct  ad- 
vantages in  assessing  the  health  care  system  using  this 
type  of  file:  continuity — data  have  been  collected  in  the 
same  manner  for  several  years;  timeliness — data  are  gath- 
ered and  submitted  as  an  ongoing  process,  information  is 
available  at  predictable  points  in  time  and,  based  on  his- 
torical patterns,  the  approximate  portion  of  data  that  will 
be  complete  at  successive  monthly  intervals  is  known; 
cost — creation  of  the  longitudinal  file  is  a cost  efficient 
way  to  collect  and  analyze  data,  ie,  the  data  are  already 
available.  Once  the  computer  programs  are  prepared,  re- 
running the  generation  and  analysis  programs  is  a 
straightforward  task.  As  the  need  for  timely  information 
increases  and  the  technology  is  available  to  access  large 
databases,  it  is  imperative  that  the  health  care  analyst  be 
creative  in  the  use  of  existing  information  to  answer  public 
health  questions.  States  with  similar  discharge  data  sys- 
tems should  consider  developing  longitudinal  files  as  an 
alternative  to  developing  new  primary  data  collection  sys- 
tems. 
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Current  trends  in  routine  newborn  male  circumcision  in 

New  York  State 


Michael  S.  Wilkes,  md,  mph,  Steve  Blum,  phd 


ABSTRACT.  Despite  the  fact  that  circumcision  of  the  new- 
born maie  has  been  practiced  for  at  ieast  6,000  years,  the 
procedure  remains  controversiai.  Circumcision  rates  in  the 
United  States  remain  among  the  highest  of  any  nation  in  the 
industriaiized  worid,  yet  there  is  iittie  descriptive  data  on  the 
demographic  characteristics  of  newborns  who  are  circum- 
cised. New  York  State’s  hospitai  discharge  data  were  used 
to  examine  demographic  patterns  for  the  procedure  for  the 
period  1980-1986.  Circumcision  was  iess  common  in  New 
York  City  than  in  other  areas  of  New  York  State,  and  was 
more  common  in  private  hospitais  than  in  pubiic  hospitais. 
Whites  had  the  highest  rate  of  circumcision  (70%),  whiie 
Hispanics  had  the  lowest  (25%).  Newborns  under  Medicaid 
coverage  were  more  likely  to  be  circumcised  in  voluntary 
hospitals  than  In  public  hospitals  (45%  vs  33%).  We  con- 
clude that  circumcision  rates  vary  depending  on  a variety  of 
factors,  some  of  which  may  be  attributable  to  the  physician 
and  others  to  family  and  society. 

(NY  State  J Med  1990;  90:243-246) 

Male  circumcision  has  been  practiced  in  various  rituals  for 
at  least  6,000  years.'  For  decades  there  has  been  an  ongo- 
ing debate  concerning  the  merits  and  utility  of  routine 
newborn  circumcision.  Critics  of  circumcision,  citing  sta- 
tistics from  other  countries, complication  rates,"^"^  “hu- 
man suffering,”^'*  and  economic  costs,^’^  claim  that  the 
procedure  serves  no  beneficial  purpose.  Others,  citing 
medical  studies,  claim  that  the  surgical  procedure  de- 
creases the  incidence  of  sexually  transmitted  diseases, ' ' 
decreases  the  rate  of  neonatal  urinary  tract  infections,'^''"' 
decreases  the  incidence  of  certain  types  of  cancer, and 
decreases  the  transmission  of  AIDS.'^  '* 

In  1975,  the  Ad  Hoc  Task  Force  on  Circumcision  of  the 
American  Academy  of  Pediatrics'^  declared  the  absence 
of  any  absolute  medical  indications  for  routine  circumci- 
sion of  the  newborn  male.  But  this  did  not  end  the  contro- 
versy. Apparently,  there  was  little  change  in  the  practice 
of  circumcision  after  the  issuance  of  the  task  force’s  find- 
ings.^ The  circumcision  rate  in  the  United  States  remains 
among  the  highest  of  any  nation  in  the  industrialized 
world. The  controversy  continues  regarding  the  medi- 
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cal  benefits  of  circumcision,  with  the  American  Academy 
of  Pediatrics  agreeing,  in  February  1988,  to  reconsider  the 
question  of  medical  indications.  This  paper  describes  cur- 
rent trends  in  routine  neonatal  circumcision  of  males  in 
New  York  City  and  New  York  State. 

Methods 

Data  for  1980  through  1986  were  abstracted  from  New  York 
State’s  Statewide  Planning  and  Research  Cooperative  System’s 
(SPARCS)  hospital  discharge  information  data.  This  system 
was  initiated  in  1980.  For  this  study,  data  have  been  utilized  for 
all  the  years  for  which  the  records  are  complete.  All  discharge 
diagnoses  are  coded  using  the  DRGs/ICD-9-CM  system.  Over- 
all, in  New  York  State,  there  were  approximately  7 1 ,000  circum- 
cisions per  year  performed  during  the  study  period. 

The  study  population  consisted  of  the  880,475  male  newborns 
in  New  York  State  that  were  born  between  1980  and  1986,  of 
which  394,523  births  occurred  in  New  York  City.  Data  on  male 
circumcision  within  New  York  City  were  analyzed  by  hospital 
type  (public  vs  private),  race,  payment  category  (Medicaid  vs 
other),  and  calendar  year.  Proprietary  and  voluntary  hospitals 
were  combined  to  form  the  “private  hospital’’  category,  and  mu- 
nicipal hospitals,  which  are  mandated  to  care  for  all  patients  re- 
gardless of  ability  to  pay,  were  categorized  as  “public  hospitals.’’ 
Since  there  is  no  state  equivalent  to  city  public  hospitals,  the  New 
York  State  analyses  were  not  as  extensive.  Race  was  categorized 
into  four  groups:  Hispanic,  non-Hispanic  white,  non-Hispanic 
black,  and  Asian.  Information  regarding  religion  was  not  avail- 
able from  SPARCS  or  from  birth  certificates. 

Type  of  payment  was  categorized  into  two  groups:  Medicaid 
and  “other.”  Within  private  hospitals,  most  people  in  the  “other” 
category  were  covered  by  some  type  of  insurance,  while  in  the 
public  hospital  the  “other”  group  consisted  of  a great  many  unin- 
sured patients.^'  We  were  unable  to  separate  out  the  uninsured 
patients. 

For  analytic  purposes,  we  used  the  Statistical  Analysis  System 
(SAS)  and  performed  chi-squared  tests  for  bivariate  compari- 
sons and  analysis  of  variance,  with  an  arcsine  transformation  of 
proportions  for  multiple  comparisons.  Differences  were  consid- 
ered to  be  statistically  significant  if  they  would  have  occurred  by 
chance  less  than  one  time  in  20  (/?  < 0.05,  two-tailed  test). 

Results 

For  New  York  City  and  New  York  State,  the  proportions  of  new- 
born males  who  were  circumcised  in  the  hospital  during  the  seven- 
year  study  period  are  shown  in  Table  I.  The  overall  hospital  circum- 
cision rate  in  New  York  City  has  remained  relatively  stable  at  about 
45%.  During  the  same  period,  there  was  more  variability  in  New 
York  State  rates  (exclusive  of  New  York  City),  which  were  substan- 
tially higher  in  every  year  studied. 

Of  the  total  394,523  male  births  in  New  York  City  between  1980 
and  1986,  36%  of  the  babies  were  white,  30%  were  black,  23%  were 
Hispanic,  4%  were  Asian,  and  the  remaining  7%  were  either  of  un- 
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TABLE  I.  Hospital  Circumcision  Rates  (%)  by  Year,  1980-1986* 

Year 

New  York 
State 

New  York 
City 

New  York  City  Public 
Hospital 

New  York  City  Private 
Hospital 

Total 

Medicaid 

Other 

Total 

Medicaid 

Other 

1980 

67.0 

44.9 

37.9 

37.2 

38.7 

47.9 

43.9t+ 

48.9 

1981 

62.5 

45.2 

38.9 

37.0 

41.2 

47.9 

45.7tt 

48.5 

1982 

60.7 

44.3 

34.8 

32.8 

37.9 

48.5 

43.3+t 

50.0 

1983 

70.6 

46.5 

33.9 

33.2 

35.0 

52.2 

45.6tt 

54.2 

1984 

71.3 

47.8 

32.9 

32.0 

34.1 

54.8 

46.6+t 

57.3 

1985 

69.6 

45.5 

32.2 

30.5 

34.8 

51.6 

45.0tt 

53.5 

1986 

70.2 

43.5 

30.6 

29.3 

32.9 

49.9 

44.5tt 

51.3 

Total 

67.5 

45.4 

34.1 

32.8 

36.3 

50.5 

45.0tt 

52.0 

* Source:  New  York  State  Department  of  Health  (SPARCS). 

^ New  York  State  excluding  New  York  City. 

Differences  between  public  and  private  hospitals  among  Medicaid  patients  are  statistically  significant. 


known  race  or  were  in  a very  small  category;  this  latter  group  was 
excluded  from  this  analysis. 

In  New  York  City,  during  the  seven-year  study  period,  31%  of 
births  occurred  in  public  hospitals,  6 1 % occurred  in  private  facilities, 
and  the  remainder  occurred  in  other  locations.  The  overall  circumci- 
sion rate  in  public  hospitals  decreased  during  this  period  from  38% 
to  31%  (/)<  0.001),  while  the  rate  in  private  hospitals  increased 
from  48%  to  50%  {p  < 0.001).  The  circumcision  rates  in  private  hos- 
pitals within  New  York  City  were  significantly  higher  than  the  rates 
in  public  hospitals  for  each  of  the  years  studied  {p  < 0.001).  These  p 
values  are  based  on  a test  of  the  proportion  circumcised  in  each  of 
the  hospital  types. 

As  can  be  seen  from  Table  II,  there  are  sizable  differences  in  cir- 
cumcision rates  between  each  of  the  racial  groups  in  each  of  the 
years  studied  in  both  the  state  and  the  city.  For  every  racial  group, 
other  than  Asians,  the  state  rate  exceeded  the  city  rate.  In  both  the 
state  and  the  city,  Hispanics  consistently  were  the  least  likely  to  be 
circumcised,  and  blacks  and  whites  were  consistently  most  likely, 
while  Asians  had  intermediate  rates.  This  pattern  was  true  in  each  of 
the  seven  years. 

When  circumcision  rates  within  specific  racial  groups  are  exam- 
ined separately  for  births  in  public  and  private  hospitals,  the  rates 
tend  to  follow  the  general  yearly  trends  within  these  facility  types 
(Table  I),  although  the  relative  differences  between  the  races  re- 
mains the  same.  That  is,  the  circumcision  rates  in  public  hospitals 
generally  decreased  over  time,  and  the  rates  within  each  ethnic 
group  born  in  these  facilities  also  tended  to  decrease.  Within  private 
facilities,  the  overall  rate  increased  slightly  during  the  seven-year 
period,  and  circumcision  rates  within  each  of  the  ethnic  groups  at 
these  facilities  followed  the  same  general  trend.  For  each  race  group, 
circumcision  rates  were  higher  in  private  hospitals  than  in  public 
hospitals. 

Circumcision  rates  in  New  York  City  varied  by  hospital  type  and 
payment  category:  34%  of  males  born  in  public  hospitals  were  cir- 


cumcised, compared  with  51%  born  in  the  private  voluntary  hospi- 
tals (p  < 0.001).  Newborns  covered  by  Medicaid  comprised  a larger 
share  of  births  in  public  hospitals  than  in  voluntary  hospitals  (61%  vs 
22%, p < 0.001),  but  were  more  likely  to  be  circumcised  in  the  latter 
(33%  vs  45%,  p<  0.001). 

In  private  hospitals,  newborns  in  the  “other”  category  had  a sig- 
nificantly higher  circumcision  rate  (52%)  than  the  Medicaid  group 
(45%).  In  public  hospitals,  the  effect  of  payment  category  was  less 
pronounced. 

Since  race  is  a major  predictor  for  circumcision,  the  question 
arose  as  to  whether  there  is  a social  class  difference  within  the  races. 
To  examine  this,  we  compared  rates  within  the  races  according  to 
payment  type.  This  was  done  in  the  private  setting  only,  in  which  the 
Medicaid  and  “other”  categories  could  be  used  as  proxies  for  social 
class.  That  is,  a comparison  of  circumcision  rates  within  any  race 
group  using  the  two  payment  categories  would  help  determine  if 
there  was  a social  class  difference. 

Among  blacks  and  whites  in  the  private  setting,  rates  did  not  dif- 
fer by  payment  category,  and  presumably  by  social  class.  For  exam- 
ple, within  private  hospitals,  69%  of  blacks  in  both  payment  groups 
were  circumcised,  and  among  whites  the  rates  in  the  two  payment 
groups  were  also  equivalent. 

On  the  other  hand,  among  Hispanics  and  Asians  in  private  hospi- 
tals, payment  category  made  a large  difference  in  circumcision 
rates.  In  1 98 1 , 26%  of  Hispanics  in  the  Medicaid  group  were  circum- 
cised, compared  with  40%  in  the  “other”  category;  for  Asians  the 
rates  were  also  different — 61%  and  52%  respectively.  For  public 
hospitals,  in  which  payment  category  does  not  differentiate  the  so- 
cial classes  well,  rates  within  the  races  did  not  differ  by  payment 
group. 

Discussion 

Circumcision  is  the  most  commonly  performed  surgical 


TABLE  II.  New  York  City  (NYC)  and  New  York  State  (NYS)  Hospital  Circumcision  Rates  (%)  by  Race,  1980-1986* 

White^  Black  Hispanic  Asian 


New  York  City 

New  York  State 

New  York  City 

New  York  State 

New  York  City 

New  York  State  New  York  City 

New  York  State 

Year 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

% 

(No.) 

1980 

63 

(10,188) 

77 

(39,421) 

62 

(9,484) 

65 

(3,047) 

28 

(2,719) 

36 

(302) 

60 

(916) 

50 

(208) 

1981 

64 

(9,582) 

71 

(38,263) 

63 

(10,102) 

57 

(2,909) 

28 

(3,332) 

37 

(350) 

60 

(1,083) 

50 

(255) 

1982 

67 

(9,380) 

68 

(38,090) 

61 

(10,404) 

56 

(3,142) 

26 

(3,376) 

38 

(451) 

56 

(1,190) 

44 

(232) 

1983 

73 

(9,950) 

79 

(44,016) 

61 

(10,409) 

70 

(3,992) 

28 

(3,888) 

41 

(549) 

58 

(1,316) 

48 

(274) 

1984 

79 

(9,975) 

80 

(44,875) 

61 

(10,602) 

70 

(4,134) 

29 

(3,842) 

42 

(601) 

55 

(1,389) 

51 

(295) 

1985 

74 

(9,753) 

78 

(44,758) 

60 

(10,679) 

69 

(4,248) 

28 

(3,654) 

43 

(627) 

54 

(1,418) 

50 

(319) 

1986 

74 

(8,833) 

79 

(44,556) 

59 

(10,644) 

69 

(4,290) 

23 

(3,518) 

43 

(585) 

49 

(1,327) 

48 

(313) 

Total 

70 

(67,661) 

76 

(293,979) 

61 

(72,324) 

65 

(25,762) 

24 

(21,330) 

41 

(3,465) 

55 

(8,639) 

49 

(1,896) 

* Source:  New  York  State  Department  of  Health  (SPARCS). 
^ White  exclusive  of  Jewish  births  (see  text). 
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procedure  in  New  York  State.  The  medical  and  economic 
utility  as  well  as  the  cultural  and  ritualistic  nature  of  cir- 
cumcision have  been  amply  addressed  in  the  litera- 
ture.^^’2^  By  far  the  greatest  number  of  routine  male  cir- 
cumcisions are  performed  in  the  hospital  by  a physician 
shortly  after  birth.  In  addition,  it  has  been  suggested  that 
approximately  1 0%  of  males  not  circumcised  at  birth  will 
eventually  require  circumcision.^ 

In  routine  newborn  circumcision,  unlike  most  other  sur- 
gical procedures,  the  newborn  patient  is  obviously  never 
able  to  consent  to  or  be  part  of  the  decision  making  pro- 
cess. As  such,  parental  cultural  preferences  and  preju- 
dices, presumed  health  benefits,  and  aesthetic  choices  of 
family,  physicians,  and  society  play  a large  role  in  deter- 
mining whether  the  procedure  is  done.  Studies  suggest 
that  the  single  most  important  determinant  of  whether  a 
newborn  male  will  be  circumcised  is  the  physician’s  atti- 
tude.^-® 

Notwithstanding  anecdotal  reports  that  physicians  are 
increasingly  reluctant  to  recommend  or  perform  circum- 
cisions, there  has  been  no  significant  decrease  in  circumci- 
sion rates  in  New  York  during  the  seven  years  studied. 
However,  payment  category,  race,  and  type  of  hospital  are 
predictors  of  circumcision  rates  in  New  York  City. 

Across  all  groupings,  the  circumcision  rates  in  public 
hospitals  are  lower  than  those  in  private  hospitals.  Possi- 
ble explanations  include  staff  and  equipment  limitations 
and  a high  demand  for  space  at  public  hospitals,  as  well  as 
the  fact  that  physicians  working  there  are  salaried  and  are 
not  reimbursed  on  the  basis  of  the  number  of  procedures 
performed.  Similarly,  the  low  rate  of  reimbursement  for 
Medicaid  newborn  circumcision  ($  1 2 vs  an  average  physi- 
cian fee  of  $ 1 75  for  the  procedure)  may  explain  the  differ- 
ence by  insurance  type  in  the  voluntary  hospitals. 

Race  and  ethnicity  clearly  play  a major  role  in  predict- 
ing circumcision.  Many  Jews,  who  currently  represent 
12%  of  the  population  in  New  York  City  and  7%  of  the 
population  in  the  remainder  of  New  York  State  (personal 
communication,  P.  Ritterband,  City  University  of  New 
York,  1988),  traditionally  have  been  circumcised  after 
hospital  discharge  in  religious  ceremonies.  Because  data  on 
religion  are  not  available  from  SPARCS,  the  number  of 
Jewish  births  and  the  number  of  ritual  circumcisions  per- 
formed shortly  after  hospital  discharge  are  missing  from 
this  analysis.  To  include  these  babies  in  the  denominator 
(live  male  births)  of  white  rates,  but  to  be  unable  to  count 
them  in  the  numerator  (number  of  circumcisions),  would 
result  in  an  underestimation  of  the  white  circumcision  rate. 
By  making  an  assumption  that  Jewish  births  account  for 
approximately  12%  of  all  births  (47,378  male  births  for  the 
six-year  period),  we  are  able  to  make  a rough  estimation  of 
the  non- Jewish  white  circumcision  rate  in  New  York  City 
(70%)  by  decreasing  the  denominator  by  12%.  The  same 
was  done  for  New  York  State  (excluding  the  City)  using 
the  7%  estimate.  However,  because  there  are  a number  of 
Jews  who  are  circumcised  in  hospitals,  this  calculation 
over-estimates  the  white  non-Jewish  circumcision  rate  by 
including  some  circumcised  Jewish  male  newborns  in  the 
numerator  but  not  in  the  denominator.  Given  the  assump- 
tion that  Jews  account  for  12%  of  all  births  in  New  York 
City,  it  appears  that  the  white,  non-Jewish  circumcision 
rate  is  roughly  equivalent  to  the  black  rate. 


The  rate  of  circumcision  in  New  York  State  is  higher 
than  that  in  New  York  City,  possibly  because  there  are 
fewer  Medicaid  patients,  and  a smaller  percentage  of  His- 
panic patients  born  outside  New  York  City.  Hispanics  in 
both  types  of  hospitals,  in  both  pay  categories,  in  both  the 
city  and  the  state,  and  in  every  year  examined,  had  a lower 
circumcision  rate  than  any  other  race.  If  physician  atti- 
tude is  indeed  the  most  important  determinant  of  circum- 
cision, we  would  expect  that  all  patients  in  a public  hospi- 
tal, where  there  is  little,  if  any,  opportunity  to  select  a 
personal  physician,  would  have  similar  circumcision  rates 
regardless  of  payment  category  or  race.  But  this  is  not  the 
case;  in  the  public  setting,  there  are  marked  differences 
within  ethnic  groups  according  to  payment  category. 

Possible  explanations  for  the  low  circumcision  rate 
among  Hispanics  may  be  the  existence  of  language  barri- 
ers to  a full  and  complete  discussion  of  the  risks  and  bene- 
fits of  the  procedure  (with  patients  opting  not  to  have  their 
child  undergo  a procedure  they  do  not  understand).  An- 
other explanation  may  be  that  if  the  father  was  not  born 
on  the  US  mainland,  as  is  often  the  case,  he  is  less  likely  to 
be  circumcised,  and  parents  may  prefer  to  have  their  sons 
physically  resemble  their  fathers.  However,  why  this  is  not 
true  for  Asians  and  blacks,  among  whom  circumcision 
rates  have  also  been  traditionally  low,  is  not  clear. Fur- 
thermore, it  is  not  clear  why  such  high  rates  occur  among 
blacks.  Regardless  of  hospital  type  and  type  of  payment, 
blacks  continue  to  have  a high  rate  of  newborn  circumci- 
sion. 

Type  of  payment  was  also  an  important  predictor  of  cir- 
cumcision. Due  to  limitations  in  the  data  collected,  we 
could  only  identify  two  payment  groups,  “Medicaid”  and 
“other.”  However,  “other”  in  public  hospitals  represents 
primarily  those  with  no  insurance,  while  “other”  in  pri- 
vate hospitals  is  a more  economically  diverse  group  com- 
posed predominantly  of  those  with  private  insurance,  but 
it  also  includes  some  with  no  coverage.^® 

Among  blacks  and  whites  in  the  private  setting,  rates  do 
not  differ  by  payment  category,  indicating  that  social 
class  is  not  a factor  in  these  groups.  However,  for  Asians 
and  Hispanics  within  private  hospitals,  the  circumcision 
rate  for  Medicaid  patients  is  lower  than  for  the  “other” 
group  in  every  year  studied.  This  indicates  that  for  these 
groups,  the  middle  and  upper  classes  are  more  likely  to 
have  their  babies  circumcised.  There  is  no  ready  explana- 
tion for  this  disparity  in  the  effects  of  social  class  on  a 
family’s  decision  regarding  circumcision.  It  appears  that 
those  in  the  middle  and  upper  classes  are  less  likely  to  be 
influenced  by  traditional  ethnic  preferences. 

In  conclusion,  circumcision  rates  vary  greatly  depend- 
ing on  a variety  of  factors,  some  of  which  may  be  attribut- 
able to  the  physician  and  others  to  the  family  and  society. 
Although  this  study  provides  no  answers  to  the  important 
question  of  whether  healthy  male  newborns  should  receive 
a routine  circumcision,  it  does  examine  the  current  and 
recent  practice  of  this  surgical  procedure  in  New  York 
State  and  City.  Whether  these  trends  are  unique  to  New 
York  is  a topic  for  further  study. 
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FROM  THE  LIBRARY 


GENITAL  CANCER  IN  JEWS 

History  of  circumcision.  In  discussing  aspects  of  Jewish  sex  life  in  biblical  Egypt,  Lewinsohn  sug- 
gests that  circumcision,  which  for  two  thousand  years  was  counted  as  a reproach,  was  originally  and  is 
again  now  regarded  as  a sign  of  progress. 

The  origin  of  the  practice  is  lost  in  the  mists  of  prehistoric  time.  Some  hold  that  the  operation  is  a 
survival  of  the  days  of  human  sacrifice  and  symbolic  in  the  purging  of  an  infant  of  the  sins  of  his 
forefathers.  In  primitive  cultures  it  is  a test  of  courage,  a ceremonial  of  admission  to  manhood,  of 
elevation  to  full  membership  in  the  tribe,  and  other  variants  of  ritualistic  custom.  Frazer,  in  The  Golden 
Bough,  speaks  of  the  religious  type  of  tribal  ritual  practiced  in  this  regard  in  New  Guinea;  Australian 
Bush;  Maori,  New  Zealand;  and  other  primitive  areas.  I have  seen  the  ceremonial  huts  and  some  of  the 
paraphernalia  used  in  Micronesian  villages  of  the  South  Pacific  islands  where  the  barbaric  custom  of 
infibulation  and  circumcision  of  male  and  sometimes  female  children  was  practiced  on  adolescents 
between  the  ages  of  nine  and  thirteen  years. 

Certainly  the  thought  that  Jews  introduced  circumcision  to  distinguish  themselves  from  other  peo- 
ples is  untenable,  for  most  of  the  peoples  with  whom  they  came  in  contact  were  themselves  circumcised, 
and  during  their  stay  in  Egypt  they  found  their  uncircumcised  condition  a disadvantage  and  an  embar- 
rassment. The  Egyptian  doctor-priests  adopted  the  custom  which  was  current  throughout  most  of  Afri- 
ca, as  a hygienic  ritual.  Moses,  who  was  a protege  of  the  court  and  had  entree  to  educated  circles, 
seemingly  never  thought  much  of  the  fact  that  a long  foreskin  stamped  one  as  a barbarian.  He  was  never 
circumcised  himself,  although  his  wife,  Zipporah,  daughter  of  a priest  of  Midian,  circumcised  his  son. 

It  was  only  after  Moses’  death  that  Joshua  issued  an  edict  for  all  Jews  to  be  circumcised,  referring  for 
support  of  the  idea  to  the  fact  that  Abraham,  of  Ur,  near  Babylon  where  circumcision  was  not  generally 
practiced,  and  all  the  males  of  his  household  had  undergone  the  operation  after  his  visit  to  Egypt.  For 
long  it  was  considered  a requirement  of  cleanliness  and  therefore  of  ritual,  for  what  was  unclean  was  an 
abomination  of  the  Lord. 

This  was  still  the  point  of  view  in  Joshua’s  day  when  he  revived  the  custom.  Jews  were  being  circum- 
cised and  despised  the  Philistines  for  being  uncircumcised  as  they  themselves  had  been  despised  by  the 
Egyptians  for  the  same  reason! 

Gradually,  however,  many  Eastern  peoples,  beginning  with  the  Phoenicians,  gave  up  the  practice. 
But  the  Jews  retained  it  even  in  the  Diaspora.  Thus  a measure  which  began  as  a sign  of  assimilation  with 
adaptation  to  more  civilized  peoples,  became  a characteristic  derided  by  the  uncircumcised  as  a barbar- 
ic atavism! 

LIONEL  SANDLER  AUSTER.  MD 

(NY State  J Med  1965;  65:266-280) 
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The  current  hospital  crisis  in  New  York  City  and  policy 

options  for  resolving  it 

Kenneth  E.  Thorpe,  phd 


Health  care  in  New  York  City  is  widely  perceived  as  suf- 
fering from  three  major  problems.  First,  a capacity  prob- 
lem is  evidenced  by  overcrowded  emergency  rooms  and 
long  queues  for  inpatient  services.  Second,  many  hospitals 
have  shortages  of  staff  ranging  from  supervising  physi- 
cians to  registered  nurses  to  technicians.  These  staff  short- 
ages prevent  expansion  of  services  to  meet  demand  and 
sometimes  jeopardize  quality.  Finally,  most  private  hospi- 
tals are  experiencing  operating  deficits  that  threaten  the 
continuation  of  some  services  and  deplete  capital  assets. 
Together,  these  shortages  of  money,  staff,  and  capacity 
create  the  image  of  an  industry  in  crisis. 

The  first  part  of  this  article  analyzes  the  magnitude  of 
these  problems  and  identifies  their  underlying  causes.  The 
latter  part  presents  policy  options  to  alleviate  the  prob- 
lems and  assesses  their  costs  and  benefits.  Because  legisla- 
tion and  regulations  of  the  State  of  New  York  are  impor- 
tant determinants  of  health  policy  in  New  York  City,  the 
options  relate  to  state  as  well  as  municipal  priorities. 

The  Problems  and  Their  Causes 

Overcrowding.  Crowded  emergency  rooms  and  long 
waits  for  inpatient  admission  have  become  commonplace 
among  New  York  City  hospitals.  The  two  phenomena  are 
closely  related.  Emergency  rooms  become  crowded  be- 
cause no  beds  are  available  for  arriving  patients  who  re- 
quire hospitalization.  The  bed  shortage  also  requires  pa- 
tients seeking  elective  care,  such  as  cosmetic  surgery  or 
postponable  operations,  to  wait  long  periods. 

That  the  emergency  room  problem  is  basically  caused 
by  a shortage  of  beds  instead  of  increased  demand  for 
emergency  rooms  is  evident  from  the  data  presented  in 
Table  I.  Between  1980  and  1988,  emergency  room  visits 
decreased  3%;  at  the  same  time,  hospital  admissions  from 
the  emergency  room  increased  28%. 

The  underlying  source  of  overcrowding  is  a convergence 
of  increased  demand  for,  and  decreased  supply  of,  inpa- 
tient care.  Hospital  occupancy  rates  are  extraordinarily 
high.  While  New  York  City  usually  has  occupancy  rates 
above  the  national  average,  the  discrepancy  has  grown  in 
recent  years  (Table  II).  Until  1982,  occupancy  rates  in 
New  York  City  were  approximately  ten  percentage  points 
higher  than  the  comparable  national  figure.  Subsequent- 
ly, national  rates  decreased  sharply,  falling  from  75.6%  to 


Address  correspondence  to  Dr  Thorpe,  Harvard  University  School  of  Public 
Health,  677  Huntington  Ave,  4th  Floor,  Boston,  MA  02115. 


TABLE  I.  Visits  to  and  Admissions  from  Emergency 
Rooms,  New  York  City  Hospitals,  1980-1988 


Visits  Admissions 


Year 

Total 

Munic- 

ipal 

Other 

Total 

Munic- 

ipal 

Other 

1980 

3,349,131 

1,356,026 

1,993,105 

— 

— 

— 

1981 

3,266,707 

1,328,649 

1,938,058 

412,899 

157,317 

255,582 

1982 

3,269,251 

1,290,538 

1,978,713 

433,440 

166,308 

267,132 

1983 

3,318,065 

1,318,095 

1,999,970 

438,123 

169,226 

268,897 

1984 

3,333,567 

1,304,557 

2,029,010 

469,915 

174,470 

295,445 

1985 

3,301,543 

1,315,646 

1,985,897 

492,613 

175,471 

317,142 

1986 

3,262,431 

1,239,756 

2,022,675 

515,418 

175,149 

340,269 

1987 

3,173,786 

1,200,548 

1,973,238 

529,590 

178,959 

350,631 

1988* 

3,235,185 

1,265,909 

1,969,276 

529,855 

174,455 

355,400 

Source:  United  Hospital  Fund  of  New  York,  Division  of  Research,  Analysis  and 
Planning. 

* Based  on  actual  data  for  74  hospitals  and  estimated  data  based  on  1987  actuals 
for  hospitals. 

65.5%.  The  city’s  municipal  hospitals  experienced  the 
most  rapid  rise,  from  82%  to  92.5%.  By  1988,  New  York 
City  occupancy  was  nearly  30  percentage  points  above  the 
national  average. 

The  high  occupancy  rates  in  New  York  City  can  be  at- 
tributed to  both  decreases  in  bed  supply  and  increases  in 
demand.  The  decline  in  bed  supply  is  traced  in  Table  III. 


TABLE  II.  General  Care  Hospital  Occupancy  Rates,  New 
York  City  and  United  States,  1980-1988 


Year 

United  States, 
All  Community 
Hospitals 

Total* 

New  York  City 
Municipal  Voluntary 

1980 

75.6% 

86.6% 

78.9% 

83.3% 

1981 

76.0 

86.5 

81.0 

87.5 

1982 

75.3 

86.9 

82.0 

88.0 

1983 

73.5 

87.6 

83.0 

88.7 

1984 

69.0 

86.9 

84.0 

87.9 

1985 

64.8 

83.6 

80.8 

84.4 

1986 

64.3 

82.4 

81.0 

83.4 

1987 

64.9 

86.6 

91.7 

86.4 

1988+ 

65.5 

92.2 

92.5 

NA 

Sources:  National  data  from  American  Hospital  Association.  Hospital  Statis- 
tics, 1986  and  1988  editions;  New  York  City  data  from  United  Hospital  Fund  of 
New  York,  Division  of  Research.  Analysis  and  Planning. 

* Includes  proprietary  and  state  general  care  hospitals  not  shown  separately. 
♦New  York  City  total  for  1988  is  based  on  actual  data  for  74  hospitals  and 
estimated  data  based  on  1987  actuals  for  four  hospitals. 
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TABLE  III.  General  Care  Hospital  Beds  In  New  York  City,  1980-1989 


Year 

Total 

Municipal  Hospitals 

General  Care 

Psychiatric 

Care 

General  Care 

Psychiatric 

Care 

Total* 

Medical/ 

Surgical 

Obstetrics 

Pediatrics 

Total* 

Medical/ 

Surgical 

Obstetrics 

Pediatrics 

1980 

33,596 

28,723 

2,018 

2,855 

2,812 

6,629 

5,279 

512 

838 

1,367 

1981 

32,778 

27,945 

1,986 

2,847 

3,006 

6,072 

4,733 

499 

820 

1,353 

1982 

32,656 

27,863 

1,914 

2,879 

3,074 

6,078 

7,753 

499 

826 

1,368 

1983 

32,708 

28,086 

1,882 

2,740 

3,110 

5,964 

4,667 

487 

800 

1,368 

1984 

32,051 

27,522 

1,882 

2,707 

3,179 

5,770 

4,515 

494 

761 

1,401 

1985 

32,016 

27,446 

1,804 

2,766 

3,243 

5,856 

4,569 

500 

787 

1,436 

1986 

31,251 

26,776 

1,805 

2,670 

3,305 

5,871 

4,578 

500 

793 

1,565 

1987 

30,263 

25,807 

1,797 

2,659 

3,563 

5,632 

4,339 

500 

793 

1,580 

1988 

29,427 

24,980 

1,797 

2,650 

3,691 

5,241 

3,948 

500 

793 

1,635 

1989 

29,610 

25,070 

1,886 

2,654 

3,411 

5,243 

3,916 

500 

827 

1,672 

Source:  See  Table  I.  Figures  for  1 980  and  1 981  are  as  of  January  1;  figures  for  1982  to  1989  are  as  of  December  31  of  the  preceding  year, 
* General  care  total  excludes  psychiatric  beds. 


Between  1980  and  1988,  the  number  of  general  care  hos- 
pital beds  dropped  1 2%.  At  the  municipal  hospitals,  one  in 
five  beds  was  closed. 

This  decrease  was  planned  by  the  New  York  State  De- 
partment of  Health  (DOH).  The  DOH  has  authority  to 
regulate  capital  investments;  hospitals  cannot  build  or 
renovate  facilities  without  its  approval.  To  guide  its  in- 
vestment decisions,  the  DOH  developed  and  periodically 
revises  a plan  that  includes  demand  estimates  for  inpa- 
tient care.  It  seeks  to  balance  the  number  of  hospital  beds 
with  its  estimates  of  need. 

When  these  planning  efforts  started  in  the  1960s,  the 
consensus  was  that  the  city  was  “overbedded,”  and  that 
reducing  supply  would  both  increase  hospital  efficiency 
and  permit  services  to  be  concentrated  in  higher  quality 
facilities.  In  1985,  the  DOH  projected  a decrease  of  21% 
in  needed  medical/surgical  beds  and  27%  in  obstetrics 
beds  between  1985  and  1990.'  The  basis  for  this  projected 
decline  included  expected  reductions  in  average  length  of 
stay,  fewer  surgical  admissions  due  to  expanded  ambula- 
tory surgery  facilities,  and  a relatively  modest  (in  retro- 
spect) increase  in  the  average  daily  number  of  patients 


with  the  acquired  immunodeficiency  syndrome  (AIDS) 
requiring  hospitalization. 

Through  1988,  the  number  of  beds  was  reduced  largely 
in  accord  with  the  DOH  plan,  but  the  demand  trends  did 
not  follow  the  plan  (Table  IV).  After  falling  11%  during 
the  1980-1986  period,  general  care  days  rose  2.2%  be- 
tween 1986  and  1988.  The  post- 1986  increase  in  demand 
has  been  felt  most  sharply  by  the  municipal  hospitals.  The 
number  of  general  care  days  provided  by  that  system  in- 
creased nearly  6%;  the  increase  in  psychiatric  care  was 
10%. 

The  reasons  for  the  unanticipated  changes  in  demand 
trends  are  not  yet  fully  understood,  but  several  factors  are 
clear.  First,  AIDS  is  necessitating  more  hospital  care  than 
was  expected.  Between  1987  and  1990,  the  number  of 
AIDS  patients  in  New  York  City  hospitals  increased  from 
1,071,  or  3.5%  of  the  average  daily  total,  to  1,981,  or 
7%.2 

A second  factor  is  the  unforeseen  rise  in  demand  for 
psychiatric  care.  This  appears  to  be  related  to  increased 
substance  abuse,  notably  of  the  cocaine  derivative  known 
as  “crack.”  As  shown  in  Table  IV,  psychiatric  care  days 


TABLE  IV.  General  Care  Hospital  Days  In  New  York  City,  1980-1988 

Total Municipal  Hospitals 

General  Care General  Care 

Medical/  Psychiatric  Medical/  Psychiatric 


Year 

Total* 

Surgical 

Obstetrics 

Pediatrics 

Care 

Total* 

Surgical 

Obstetrics 

Pediatrics 

Care 

1980 

10,468,894 

9,121,979 

NA 

NA 

955,271 

1,833,364 

1,483,256 

NA 

NA 

NA 

1981 

10,353,004 

9,014,578 

796,128 

542,298 

1,019,572 

1,797,650 

1,450,705 

208,951 

137,994 

449,396 

1982 

10,369,266 

9,038,837 

781,067 

549,362 

1,031,053 

1,822,317 

1,453,386 

222,265 

146,666 

446,267 

1983 

10,319,272 

8,993,049 

777,695 

548,528 

1,029,586 

1,795,955 

1,418,930 

222,126 

154,899 

449,079 

1984 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

1985 

— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

1986 

9,115,085 

7,794,676 

772,005 

548,404 

1,176,093 

1,665,878 

1,275,900 

229,690 

160,288 

526,977 

1987 

9,298,755 

7,958,444 

770,390 

569,921 

1,248,060 

1,754,942 

1,360,632 

230,149 

164,161 

556,836 

1988+  9,312,632 

Percentage  change 

7,969,711 

761,683 

581,238 

1,166,312 

1,760,036 

1,364,057 

233,711 

163,068 

579,314 

1980-86 

-11.0% 

-2.6% 

— 

— 

23.1% 

-4.0% 

-14.0% 

— 

— 

— 

1986-88 

2.2% 

2.2% 

-1.3% 

16.0% 

-0.8% 

5.6% 

6.9% 

1.8% 

1.7% 

9.9% 

Source;  See  Table  I. 

♦ General  care  total  excludes  psychiatric  days. 

^ The  totals  for  1988  are  based  on  actual  data  for  74  hospitals  and  estimated  data  based  on  1987  actuals  for  four  hospitals. 
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increased  13%  between  1983  and  1988,  including  a 29% 
increase  in  the  municipal  system. 

Third,  the  number  of  births  has  not  fallen  as  anticipat- 
ed. Obstetric  care  days  rose  6%  in  the  1983-1988  period. 
There  was  also  an  increased  need  for  intensive  newborn 
care  as  the  number  of  low  birth  weight  infants  and  other 
infants  with  problems  increased.^ 

Finally,  length  of  stay  has  not  declined  as  anticipated. 
The  average  stay  among  general  care  patients  in  New 
York  City  was  8.8  days  in  1988,  the  same  as  in  1985.  In 
contrast,  the  national  average  in  1988  was  7.2  days.  The 
reasons  include  a shortage  of  nursing  home  beds  that 
causes  some  patients  to  remain  in  hospitals  while  awaiting 
nursing  home  placement,  but  other  factors  also  play  a 
role.'* 

Staff  Shortages.  The  city’s  hospitals  are  experiencing 
severe  staff  shortages,  in  particular,  insufficient  nursing 
and  ancillary  personnel.  The  nursing  shortage  is  the  most 
well  documented  of  the  health  care  industry’s  personnel 
problems.  The  nurse  vacancy  rate  in  large  urban  hospitals 
is  estimated  at  15%.^  These  unfilled  positions  translate 
into  reduced  services  at  the  affected  facilities,  the  use  of 
temporary  or  “agency”  nurses,  or  the  use  of  nurses’  aides 
in  place  of  registered  nurses. 

The  situation  is  similar  within  New  York  City.  A 1989 
survey  by  the  Greater  New  York  Hospital  Association 
found  a vacancy  rate  for  registered  nurses  averaging 
15%.^  To  fill  the  vacant  positions  would  require  an  addi- 
tional 5,400  registered  nurses.  With  nurses’  salaries  aver- 
aging between  $30,000  and  $35,000,  this  suggests  addi- 
tional expenditures  of  between  $162  million  and  $189 
million  annually.’ 

The  vacancies  are  not  spread  evenly  among  the  city’s 
hospitals.  Those  with  the  greatest  vacancies  are  in  poorer 
neighborhoods,  where  many  nurses  do  not  want  to  work, 
and  those  hospitals  with  reputations  for  difficult  working 
conditions,  which  includes  many  municipal  hospitals.  The 
shortage  of  nurses  is  particularly  acute  in  the  1 1 munici- 
pal hospitals,  where  the  number  of  full  time  registered 
nurses  decreased  113%  to  5,383  between  1986  and  1988. 
To  partly  offset  this  loss,  the  Health  and  Hospitals  Corpo- 
ration (HHC)  increasingly  relies  on  agency  or  per  diem 
nurses.  In  June  1988,  HHC  employed  1,037  temporary 
nurses  in  its  acute  care  hospitals,  a 105%  increase  over  the 
number  in  1986.* 

Nurses  are  not  the  only  type  of  hospital  personnel  in 
short  supply.  Technicians  who  work  on  intravenous  teams 
and  phlebotomists,  who  draw  blood  samples,  are  examples 
of  other  skilled  personnel  in  shortage.  One  estimate  is  that 
there  are  about  700  vacant  positions  in  these  categories.^ 

These  shortages  result  from  a combination  of  increased 
demand  and  reduced  supply.  The  greater  demand  is  due 
primarily  to  the  more  intensive  care  required  by  patients 
in  hospitals.  As  the  bed  supply  becomes  tighter,  the  pa- 
tients remaining  in  hospitals  typically  are  more  ill.  At  the 
same  time  advances  in  medical  technology  require  more 
complex  treatment  methods.  New  types  of  diagnostic  and 
surgical  procedures  require  more  sophisticated  personnel. 
The  combined  effect  is  that  more  nursing  and  ancillary 
services  are  required  for  the  average  hospital  patient. 

The  market  would  solve  this  problem  by  driving  up 
wages,  but  as  described  more  fully  below,  the  state  regu- 


lates hospital  operating  revenues.  This  makes  it  possible  to 
raise  nurses’  salaries  significantly  only  if  the  number  of 
other  personnel  is  reduced. 

There  is  some  evidence  that  hospital  administrators  re- 
cently have  financed  greater  than  average  pay  increases 
for  nurses  by  cutting  the  number  of  other  employees.  In 
New  York  State,  the  average  number  of  nonmedical,  non- 
nurse hospital  employees  per  1,000  admissions  declined 
from  7.6  to  6.9  between  1980  and  1987.’°  ” The  HHC 
increased  starting  annual  salaries  for  registered  nurses 
from  $25,000  to  $28,750,  or  15%,  effective  in  the  spring  of 

1988,  and  subsequent  increments  to  maintain  parity  with 
private  hospitals  brought  the  figure  to  $29,235  in  January 

1989. *  Nevertheless,  shortages  persist,  which  suggests 
that  nonwage  factors  affect  the  local  nursing  shortage. 

Financial  Stress.  According  to  commonly  used  mea- 
sures of  financial  health,  hospitals  in  New  York  City  are 
among  the  sickest  in  the  nation.  In  1988,  the  city’s  volun- 
tary hospitals  had  an  average  operating  loss  of  3.6%,  with 
38  of  the  49  hospitals  reporting  operating  deficits;  in  con- 
trast, nationally,  hospitals  approximately  broke  even  (Ta- 
ble V).  This  pattern  of  poor  financial  results  has  charac- 
terized New  York  City  voluntary  hospitals  since  at  least 
the  late  1970s. 

Like  any  enterprise,  a hospital  sustains  an  operating 
loss  when  its  expenditures  exceed  its  revenues.  Do  New 
York  City  hospitals  spend  too  much  or  have  insufficient 
revenues?  As  indicated  in  Table  V,  the  problem  is  not  rap- 
idly escalating  expenditures.  Except  for  1984,  increases  in 
average  expenses  per  admission  in  the  city  have  trailed  the 
national  average.  Over  the  1980-1987  period,  they  aver- 
aged 9.0%  annually  in  New  York  City  versus  11.3%  na- 
tionally. 

The  latest  turnaround  in  hospital  financial  condition 
can  be  related  to  four  factors.  First,  Medicare  became  a 
less  generous  revenue  source.  Actions  by  Congress  and  the 
federal  Department  of  Health  and  Human  Services 

TABLE  V.  Selected  Characteristics  of  Hospitals  in  New 
York  City  and  the  United  States,  1980-1988 


Percent  Increase 
In  Expenditures 


Operating  Margin 

Per  Admission 

United 

New  York 

United 

New  York 

Year 

States* 

City+ 

States 

City 

1980 

0.3% 

NA 

12.8% 

11.4% 

1981 

0.2 

-4.2% 

17.3 

12.4 

1982 

0.7 

-3.9 

15.2 

6.8 

1983 

1.0 

-2.3 

11.5 

10.8 

1984 

2.0 

-2.2 

7.4 

11.8 

1985 

1.5 

-3.0 

8.3 

5.9 

1986 

0.7 

-0.7 

8.9 

6.0 

1987 

0.1 

-1.8 

9.0 

6.6 

1988 

0.0 

-3.6 

NA 

NA 

Sources:  Expenditure  data  from  American  Hospital  Association,  Hospital  Sta- 
tistics, 1 98 1 - 1 989  editions;  national  operating  margins  are  American  Hospital  As- 
sociation, National  Hospital  Public  Survey  data  as  reported  in  Prospective  Pay- 
ment Assessment  Commission,  Medicare  Prospective  Payment  and  the  American 
Health  Care  System,  Report  to  the  Congress,  June,  1 989,  p 99;  New  York  City 
operating  margins  are  unpublished  data  provided  by  the  Hospital  Association  of 
New  York  State. 

* United  States  data  for  all  community  hospitals,  and  represents  the  American 
Hospital  Association's  patient  care  margin. 

* New  York  City  data  for  voluntary  hospitals  only. 
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(DHHS)  kept  increases  in  payment  rates  below  hospital 
cost  inflation  in  each  of  the  last  three  years,  cut  the  pay- 
ments for  indirect  teaching  costs,  reduced  the  payments 
for  hospital  capital  costs,  and  established  less  generous 
payments  for  “outlier”  cases.  As  a result,  hospitals  no 
longer  make  a substantial  profit  from  Medicare  patients. 

Second,  the  state  tightened  its  already  strict  payment 
rules  for  the  revenue  sources  it  controls.  In  1988,  the  state 
shifted  from  a per  diem  to  a per  case  system  of  payment. 
This  proved  financially  difficult  for  hospitals  with  high 
average  lengths  of  stay.  The  state  also  maintained  a low 
base  figure  for  establishing  its  basic  rates  and  kept  its  an- 
nual adjustments  to  these  basic  rates  relatively  low.  Spe- 
cifically, the  state  continues  to  base  its  payments  on  hospi- 
tal expenditures  in  1981.  The  1981  costs  are  increased  by 
an  inflation  factor  that  is  linked  to  overall  national  infla- 
tion rather  than  hospital  specific  costs,  and  that  makes  no 
allowance  for  changes  in  medical  technology.  While  this 
strategy  has  limited  hospital  cost  growth,  the  current  per 
case  payment  rates  are  significantly  below  most  hospitals’ 
actual  costs  for  treating  the  cases.  Whether  these  addi- 
tional expenditures  improve  the  quality  of  care  remains  at 
issue. 

Third,  the  state  maintains  controls  on  outpatient  as  well 
as  inpatient  payment  rates  for  Medicaid.  The  1989  maxi- 
mum rate  for  a Medicaid  clinic  visit  was  $60,  and  emer- 
gency room  visits  receive  at  most  $90— the  same  rates 
originally  established  in  1981  and  1987,  respectively.  In 
contrast,  the  average  cost  of  an  outpatient  department  vis- 
it among  New  York  City  hospitals  is  about  $119. 

Fouth,  the  revenues  distributed  by  the  state  through  the 
bad  debt  and  charity  care  (BDCC)  pool  have  not  been 
sufficient  to  offset  fully  the  hospitals’  costs  of  treating  un- 
insured patients.  The  decline  in  the  proportion  of  bad  debt 
and  charity  care  financed  through  the  BDCC  pool  is  docu- 
mented in  Table  VI.  In  1 985,  more  than  68%  of  all  uncom- 
pensated care  among  New  York  City  voluntary  hospitals 
was  financed  through  the  pool.  By  1987,  however,  only 
27%  of  hospital  uncompensated  care  was  financed  through 
the  pool.  The  HHC  facilities  had  only  about  10%  of  their 
uncompensated  care  financed  directly  through  the  pool. 

Policy  Options 

This  section  reviews  a series  of  options  to  address  the 
problems  confronting  New  York  City’s  hospitals.  It  as- 
sesses their  effectiveness  in  solving  the  three  problems  dis- 
cussed above — financial  stress,  labor  shortages,  and  over- 
crowding. 

Changes  in  the  Payment  System.  Several  changes  to 
New  York’s  hospital  reimbursement  system  are  currently 
under  discussion.  These  changes  range  from  comprehen- 
sive reforms  such  as  universal  health  insurance  to  incre- 
mental adjustments  in  the  rate  setting  rules. 

Universal  health  insurance.  One  proposal  recently 
advanced  by  the  New  York  State  Department  of  Health 
would  extend  health  insurance  coverage  to  all  New  York- 
ers.'^ The  proposal,  known  as  UNY*CARE,  would  use 
two  means:  a mandate  that  employers  offer  health  insur- 
ance (or  pay  an  assessment),  and  an  expansion  of  Medic- 
aid. The  workplace  approach  would  require  that  employ- 
ers offer  insurance  for  all  full  time  workers  and  their 
dependents.  Those  not  receiving  workplace  coverage  and 


TABLE  VI.  Uncompensated  Care  and  Bad  Debt  and 
Charity  Care  Pool  Payments  to  New  York  City  Voluntary 
Hospitals,  1983-1987  (dollars  in  millions) 


Year 

Uncompensated 

Care* 

Payments  from 
Bad  Debt  All 

Pools  Pools 

Percent  of  Care 
Financed  by 
Bad  Debt  All 

Pools  Pools 

1983 

$230.3 

S 80.1 

$101.2 

34.8% 

43.9% 

1984 

226.3 

133.6 

155.4 

59.0 

68.7 

1985 

266.1 

181.8 

198.1 

68.3 

74.4 

1986 

345.4 

122.9 

135.8 

35.6 

39.3 

19877 

444.2 

120.1 

129.1 

27.0 

29.1 

Source:  Unpublished  data  from  Office  of  Health  Systems  Management,  New 
Y ork  State  Department  of  Health.  Totals  include  all  payments  from  regional  pools 
plus  net  payments  to  hospitals  from  the  statewide  pools. 

* Uncompensated  care  represents  inpatient  bad  debt  and  charity  care  plus  ad- 
justed (for  government  payors)  outpatient  department  deficit. 

^1987  totals  include  $7.4  million  contributed  by  New  York  City  voluntary  hos- 
pitals to  statewide  financially  distressed  pool.  The  distribution  of  these  payments 
for  1987  to  support  capital  projects  is  not  currently  available. 

with  incomes  below  200%  of  poverty  would  become  eligi- 
ble for  a subsidized  health  insurance  policy.  Under  the 
proposal,  all  covered  health  care  costs  would  be  billed  to  a 
central  agency,  which  would  subsequently  assign  the  costs 
to  the  proper  insurance  company. 

Costs  of  implementing  UNY*CARE  would  depend  on 
the  scope  of  benefits  provided  to  the  uninsured  and  the 
payment  rates  negotiated  with  physicians.  Estimates  of 
the  gross  costs  could  exceed  $6.3  billion,  an  18%  increase 
over  current  New  York  State  health  care  spending.  A ma- 
jor issue  in  the  debate  surrounding  UNY*CARE  is  the 
“appropriate”  distribution  of  these  costs  among  the  state, 
employers,  and  the  currently  uninsured.  As  currently 
planned,  funds  from  the  bad  debt  and  charity  care  pool,  as 
well  as  other  state  programs  targeting  the  indigent,  would 
be  applied  to  reduce  the  added  costs  of  the  proposal. 

Covering  the  uninsured  would  have  a number  of  impor- 
tant impacts  on  the  health  care  delivery  system.  First,  ex- 
tending coverage  would  result  in  additional  demand  for 
medical  care  services.  National  studies  indicate  that  ex- 
tending coverage  to  the  uninsured  could  increase  utiliza- 
tion by  approximately  20%.''*  Extended  coverage  com- 
bined with  higher  Medicaid  payments  to  physicians  could, 
over  time,  shift  a significant  number  of  ambulatory  care 
visits  from  hospitals  to  physicians’  offices.  This  would  re- 
duce some  overcrowding  of  emergency  rooms.  On  the  oth- 
er hand,  increased  hospitalization  among  the  newly  in- 
sured would  add  to  already  long  waits  for  inpatient 
admissions. 

Universal  coverage  could  significantly  reduce  hospital 
operating  deficits.  The  extent  of  the  reductions,  however, 
depends  on  higher  Medicaid  payment  rates  for  ambula- 
tory care  and  a reasonably  broad  benefit  package.  Ex- 
panded Medicaid  coverage  also  would  substantially  re- 
duce the  necessary  level  of  New  York  City’s  tax  levy 
support  of  HHC.  In  addition,  potential  reductions  in  hos- 
pital charges  over  time  could  generate  significant  savings 
to  individuals  covered  under  commercial  health  insurance 
plans.  On  the  other  hand,  any  significant  expansion  of 
Medicaid  that  leaves  the  existing  ambulatory  care  pay- 
ment structure  in  place  and  increases  utilization  would  ac- 
tually add  to  hospital  deficits.  Thus,  the  actual  impact  of 
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the  UNY*CARE  proposal  depends  on  the  resolution  of 
the  key  design  issues  of  how  to  pay  for  ambulatory  care 
and  what  benefits  to  cover. 

Enhanced  ambulatory  care  payments.  It  is  possible  to 
enhance  payments  for  ambulatory  care  through  Medicaid 
and  the  BDCC  pool  without  simultaneously  providing 
universal  coverage.  Such  a measure  could  take  the  form  of 
higher  ceilings  on  Medicaid  outpatient  visit  rates  and 
higher  Medicaid  fees  for  physician  office  services. 

The  clearest  consequence  of  such  a policy  would  be  to 
reduce  hospital  deficits.  That  portion  of  the  deficit  attrib- 
utable to  the  gap  between  Medicaid  payment  costs  and 
actual  costs  for  Medicaid  enrollees  would  be  reduced  or 
eliminated.  In  addition,  if  higher  private  physician  fees 
reduced  hospital  outpatient  department  utilization  by 
shifting  some  patients  to  other  ambulatory  care  sites,  this, 
too,  would  reduce  deficits  and  possibly  reduce  aggregate 
expenditures. 

The  impact  on  overcrowding  and  staff  shortages  is  less 
clear-cut.  If,  as  some  studies  suggest,  a more  rational  sys- 
tem of  ambulatory  care  reduces  need  for  inpatient  care, 
then  use  of  hospital  beds  should  decline  and  overall  waits 
for  beds  should  be  shorter.'^  A corresponding  reduction  in 
need  for  hospital  staff  also  would  occur.  However,  these 
anticipated  consequences  are  largely  speculative;  it  is  pos- 
sible that  greater  use  of  ambulatory  care  could  have  no 
impact  on,  or  even  reverse,  inpatient  utilization.  Regard- 
less of  the  impact  on  inpatient  demand,  however,  an  im- 
proved system  of  ambulatory  care  is  likely  to  mean  greater 
patient  satisfaction  and  more  frequent  provision  of  prima- 
ry care  services. 

Additional  targeted  funds.  A more  incremental  ap- 
proach is  to  continue  the  recent  trend  of  providing  target- 
ed funds  to  hospitals  to  address  specific  needs.  Two  exam- 
ples of  this  approach  are  the  $225  million  in  funds  recently 
provided  hospitals  to  attract  new  ancillary  personnel,  to 
compensate  for  shorter  hours  of  work  by  residents,  and  to 
finance  supervision  of  residents  during  the  evenings  and 
nights.  These  additional  revenues  were  distributed  to  hos- 
pitals based  on  state  calculations  of  the  funds  required  to 
comply  with  the  state’s  new  graduate  medical  education 
regulations.  Another  example  is  the  additional  resources 
provided  individual  hospitals,  again  based  on  estimates  of 
need,  to  attract  new  nursing  personnel. 

This  targeted  approach  is  likely  to  achieve  more  modest 
results.  Most  directly,  this  approach  represents  a stop-gap 
solution  designed  to  address  immediate  financing  needs 
and  state  policy  objectives.  In  addition,  these  revenues  do 
not  represent  unrestricted  support.  Since  these  revenues 
must  be  spent  for  specific  purposes,  they  will  not  have  a 
perceptible  impact  on  hospital  operating  deficits.  While 
the  hospital  industry  would  prefer  unrestricted  support, 
the  targeted  approach  allows  the  state  to  direct  scarce  rev- 
enues to  needs  high  on  its  agenda.  However,  this  ap- 
proach, by  itself,  will  do  little  to  address  the  longer  term 
financing  issues  facing  hospitals  in  New  York  City. 

Change  the  base  year.  Perhaps  the  most  controversial 
aspect  of  New  York  State’s  rate  setting  program  is  the 
base  year  used  to  determine  payment  rates.  Inpatient  pay- 
ment rates  for  calendar  year  1990  still  are  linked  to  each 
hospital’s  “allowed”  costs  in  calendar  year  1981.  With 
few  exceptions,  expenses  exceeding  the  yearly  trend  factor 


are  not  recognized  or  reimbursed  in  subsequent  years. 
While  New  York  State’s  approach  is  truly  prospective  and 
has  contained  costs,  there  has  been  a substantial  growth  in 
expenses  over  allowed  revenues.  Certainly,  a substantial 
portion  of  cost  growth  over  the  trend  factor  reflects  man- 
agement decisions.  Remaining  expenditure  growth  over 
the  trend  factor  represents  changes  in  practice  patterns 
and  new  technologies  not  accounted  for  in  the  state’s  pay- 
ment system. 

Updating  the  base  year  would  add  a substantial  amount 
of  revenue  to  New  York  hospitals.  Moving  the  base  year 
to  1989  could  provide  approximately  $700  million  in  addi- 
tional revenues  statewide.  At  issue  from  the  state’s  per- 
spective is  whether  expenditures  over  the  trend  factor  rep- 
resent managerial  inefficiencies,  deliberate  decisions  to 
run  a deficit,  or  factors  beyond  the  hospitals’  control  (such 
as  more  AIDS  patients).  Thus,  all  expenditures  exceeding 
the  trend  factor  are  not  likely  to  be  recognized  in  future 
enhancements  of  the  base  year.  As  a result,  the  ultimate 
impact  of  updating  the  base  year  on  hospital  deficits  will 
depend  on  the  aggregate  increase  in  revenues  and  their 
distribution  across  hospitals. 

New  hospital  revenues  provided  by  updating  the  base 
year  would  have  little  impact  on  overcrowding  or  staff 
shortages.  The  extra  money  is  likely  to  be  used  by  hospi- 
tals to  reduce  deficits  from  existing  services  rather  than  to 
expand  bed  capacity.  Similarly,  the  revenue  will  not  alter 
the  ability  to  attract  needed  personnel. 

In  summary,  some  of  the  proposed  payment  changes 
could  have  a positive  and  substantial  impact  on  New  York 
City’s  hospital  industry.  The  ability  of  proposals  such  as 
the  state’s  proposed  UNY*CARE  program  to  address  the 
access  problems  facing  the  uninsured  and  the  financial  is- 
sues facing  hospitals  largely  depends  on  the  scope  of  bene- 
fits provided  and  the  ambulatory  care  payment  rates  es- 
tablished. None  of  the  proposed  changes  in  payments  are 
likely  to  address  overcrowding  due  to  substantial  growth 
in  admissions  through  the  emergency  room.  In  fact,  uni- 
versal coverage  proposals  are  likely  to  increase  the  de- 
mand for  medical  care,  placing  additional  pressure  on  the 
delivery  system.  The  recent  trend  toward  targeted  reve- 
nues may  address  specific  shortcomings  (such  as  persis- 
tent staff  shortages),  but  they  do  little  to  improve  hospital 
financial  conditions. 

Freeing  More  Beds.  A major  source  of  overcrowding 
is  a shortage  of  acute  care  beds.  Part  of  the  solution  may 
be  to  provide  additional  beds,  but  a higher  priority  should 
be  to  free  acute  care  beds  that  are  used  for  discretionary 
hospital  admissions  or  for  non-acute  care  functions.  Sev- 
eral means  to  this  end  have  been  identified. 

Expand  outpatient  care.  Approximately  85,000  ad- 
missions and  365,000  days  of  inpatient  care  in  New  York 
City  represent  patients  who  are  potentially  treatable  on  an 
outpatient  basis.  Examples  of  such  care  include  back  and 
neck  treatment,  urinary  tract  infection  treatment,  and 
tonsillectomies.  The  relatively  large  number  of  discretion- 
ary hospital  admissions  indicates  that  the  state  and  third 
party  payors  should  improve  their  utilization  review  and 
case  management  efforts  to  achieve  the  shift.  Moving 
these  admissions  outside  the  hospital  would  be  equivalent 
to  providing  1,000  new  acute  care  beds. 

Decrease  lengths  of  stay.  Despite  the  implementation 
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of  case  payment  for  all  third  party  payors,  average  length 
of  stay  in  New  York  State  is  higher  than  the  national  aver- 
age. A portion  of  these  longer  stays  is  traceable  to  a sub- 
stantial number  of  patients  awaiting  placement  for  nurs- 
ing home  beds  and  home  care.'^  Thus,  one  approach 
would  be  to  expand  the  supply  of  nursing  home  beds  and 
home  care  providers  to  reduce  the  queues,  freeing  up  beds 
for  patients  waiting  for  acute  care  beds  in  the  emergency 
room.  These  expansions  would,  of  course,  increase  expen- 
ditures elsewhere  in  the  system. 

Upgrade  the  mental  health  care  system.  Much  of  the 
existing  backlog  in  the  emergency  rooms  involves  patients 
waiting  for  acute  care  psychiatric  beds.  The  recent  surge 
in  demand  for  psychiatric  beds  primarily  involves  drug 
and  substance  abuse  problems.  The  rapid  growth  in  the 
number  of  such  cases  requires  additional  outpatient  treat- 
ment centers,  as  well  as  more  comprehensive  long  term 
inpatient  care  in  specialty  hospitals  designed  to  address 
the  needs  of  this  population.  In  the  interim,  the  acute  care 
hospitals,  especially  in  HHC  facilities,  are  forced  to  cope 
with  the  continued  rise  in  psychiatric  patients.  Thus,  an 
improved  mental  health  care  system  would  free  hospital 
beds  for  active  Medicaid  care. 

Reduce  the  treatment  of  nonmedical  problems  by  hos- 
pitals. For  many  New  Yorkers  in  need,  the  hospital  rep- 
resents a 24-hour  assistance  center.  Thus,  many  patients 
in  the  emergency  room  do  not  require  acute  care  treat- 
ment. Use  of  the  emergency  room  and  inpatient  beds  by 
homeless  singles,  boarder  babies,  and  individuals  with 
chronic  health  problems  reflects  broader  failures  of  the 
city’s  social  service  agencies.  Thus,  in  addition  to  improv- 
ing its  hospital  and  health  care  delivery  system,  the  city 
also  needs  more  foster  care  homes,  better  shelter  and 
housing  arrangements  for  low  and  moderate  income  fam- 
ilies, residential  drug  treatment  facilities,  and  more  ap- 
propriate outpatient  facilities  to  treat  patients  with  AIDS. 
While  providing  additional  hospital  beds  to  address  these 


needs  may  be  politically  feasible  in  the  context  of  a per- 
ceived hospital  “crisis,”  this  approach  may  be  less  effec- 
tive than  directly  confronting  the  range  of  social  problems 
that  are  helping  to  create  overcrowded  emergency  rooms 
and  hospital  bed  shortages. 
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SPECIAL  ARTICLE 


He  had  a change  of  heart 

Irving  A.  Bunkin,  md 


Our  life  consists  of  resurrections. 

— Pacifici,  1912 

At  one  point  in  modern  surgery,  somewhere  around  the 
year  1960,  many  of  us  thought  that  we  had  reached  the 
ultimate  in  technical  skills.  We  had  elegant  support  sys- 
tems: good  anesthesia,  blood  banks,  antibiotics,  and  inten- 
sive care  units.  Courageous  surgeons  saw  themselves  in 
the  vanguard  of  medical  science  fiction.  Time  was  begin- 
ning to  reduce  the  complex  to  the  banal. 

Along  came  the  heart  transplant  era.  In  1967,  the  first 
human  transplant  was  performed  in  South  Africa  by  Dr 
Christian  Barnard.  In  1986,  more  than  1,000  hearts  were 
transplanted  in  the  United  States  and  in  1987  about 
1,500.  Each  event  was  accompanied  by  an  extravagantly 
structured  script.  Briefly  co-starred  in  the  story  were  the 
“brain-dead”  donors  whose  hearts  might  be  a gift  to  dying 
and  potential  recipients.  Regional  organ  procurement 
centers  in  the  background,  with  a computer  network,  lo- 
cated the  “brain-dead.”  The  data  base  contained  waiting 
recipients  to  be  matched.  Cardiac  surgical  teams,  each 
with  emergency  transport  facilities  and  hospital  stage, 
completed  the  production.  A macabre  event  in  the  mak- 
ing! If  one  were  to  fantasize  being  present  at  a resurrec- 
tion, vintage  1989,  the  heart  transplantation  scenario 
would  be  the  most  relevant.  The  drama  would  be  entitled, 
“Life  After  Life.” 

In  the  lifetime  of  a physician  concerned  with  the  prac- 
tice of  internal  medicine,  it  is  unlikely  that  he  or  she  will 
encounter  a heart  transplantee  as  a patient.  This  probably 
holds  true  even  for  the  busy  cardiologist. 

Our  subject,  Chris  (a  fictitious  name),  nearing  50,  the 
first  and  only  transplantee  I came  to  know,  had  had  his 
first  major  myocardial  infarction  at  the  age  of  40.  Soon 
thereafter,  however,  he  was  able  to  return  to  productive 
living.  The  quality  of  his  life  in  a highly  complex  and  so- 
phisticated workplace,  a sedentary  one,  remained  bal- 
anced and  conventional  for  several  years.  Eventually  there 
followed  bouts  of  rapid  heartbeat,  which  were  disabling, 
and  repeated  hospitalizations.  One  of  these  paroxysms, 
during  which  there  was  loss  of  consciousness,  was  electri- 
cally controlled  by  a defibrillator  brought  to  the  scene. 
Chris  referred  to  the  incident  thus:  “I  knew  that  I was 
dying.  I was  resuscitated  by  one  of  those  ‘jump-starts.’  I 
used  to  have  a chess  player’s  brain,  always  two  steps  ahead 
and  very  methodical.  Not  any  more.  There  must  have 
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been  some  brain  damage.  I’m  adjusting.  I don’t 
worry.” 

There  were  recurrent  attacks  of  fast  and  irregular 
heartbeat  which  did  not  respond  to  drugs  . . . more  epi- 
sodes of  constant  dying. 

Cardiac  researchers  discovered  that  the  scarred  area  re- 
maining in  the  heart  after  a blood  vessel  closure  was  the 
source  of  wildfire,  electrical  currents.  Currents  also  arose 
in  the  muscle  just  beyond  the  scar.  A new  operative  treat- 
ment involved  removal  of  the  scar  and  a significant  area  of 
adjacent  inner  heart  muscle.  Chris  survived  such  a proce- 
dure and  a regular  heart  rhythm  reestablished  itself.  But 
the  good  result  was  only  temporary.  Stormy  palpitations 
recurred.  Uncontrollable  heart  failure  ensued. 

It  was  then  that  we  met  for  the  first  time  in  a cardiac 
intensive  care  unit.  It  was  a family  support  call  with  no 
more  than  an  introduction  and  a handshake.  To  me  the 
man  appeared  terminally  ill.  I returned  several  days  later 
to  find  that  he  had  left  our  unit  for  a transplant  center 
nearby.  Why  the  sudden  move?  He  had  risen  to  first  place 
on  their  cardiac  transplantation  waiting  list.  Memorial 
Day  weekend  was  coming  up.  There  was  bound  to  be  a 
near  fatality  on  the  highways  of  the  states  surrounding  the 
transplant  center.  Previous  years’  statistics  encouraged 
this  belief.  The  area’s  four-state  computer  network  was 
always  alert  and  prowling,  looking  for  a potential  brain- 
dead  donor.  Agonizing  and  contradictory  thoughts  for  our 
patient.  An  eternity. 

During  the  waiting  period  psychiatrists  and  social 
workers  performed  their  piece.  Their’s  was  a tightrope 
balancing  act  over  hope  and  grieving,  dealing  with  hope 
for  post-transplant  survival  and  grief  if  a heart  were  not 
available  in  time  to  save  Chris.  This  was  preparation  for 
both  living  and  dying. 

Finally,  after  about  a week,  at  about  1 0:00  pm,  the  com- 
puter at  the  organ  search  center  brought  Chris  and  a 
brain-dead  donor  together.  A good  match.  Correct  blood 
type.  No  AIDS,  syphilis,  hepatitis,  or  other  blood-trans- 
missible diseases.  A plasmapheresis  was  performed  during 
the  night.  (The  red  and  white  blood  cells  were  separated 
from  his  plasma  and  this  latter  fluid  component  of  his 
blood  was  replaced  with  fresh  bank  plasma,  ridding  Chris 
of  most  of  the  “bad”  antibodies.) 

Meanwhile,  two  of  the  local  heart  transplant  team  of 
four  were  on  their  way  by  chartered  plane  to  “harvest”  the 
heart.  Chris  was  in  the  home  operating  room  being  pre- 
pared by  the  other  two  surgeons  for  the  arrival  of  the  new 
heart.  The  patient  would  be  transplant-ready. 
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A mad  night  unto  day.  Other  transplant  teams  in  the 
computerized  system  had  been  alerted.  It  was  their  priori- 
ty to  remove  the  kidneys,  liver,  and  corneas  first  while  the 
heart  was  beating  and  maintaining  blood  supply  to  these 
organs.  Always  last,  the  heart  team  then  skillfully  re- 
moved the  heart  and  placed  it  in  hyperosmolar  saline.  In 
this  solution  the  heart  remained  in  a relaxed  and  noncon- 
tractile  state.  The  transport  container  was  a sterile  plastic 
bag,  enveloped  in  ice,  carted  home  in  an  ordinary  picnic 
box.  The  teams  were  in  constant  radio  communication. 
(They  alternated  in  “harvesting”  and  in  the  transplant 
procedure.)  The  surgically  opened  chest  was  almost  ready 
back  home.  Air  trip — 500  miles  as  the  crow  flies.  One 
hundred  and  ninety  minutes  from  securing  the  heart  to  the 
moment  of  beginning  the  transplant.  By  now  the  trans- 
plantee  heart  had  been  without  oxygen  for  about  three 
hours.  Transplant  procedure  about  45  minutes!  As  soon  as 
the  transplanted  heart  began  to  receive  the  recipient’s  own 
blood  it  began  to  beat  on  its  own!  (About  50%  of  the  time 
these  transplanted  hearts  require  an  electrical  “jump 
start”  to  get  them  into  a regular  self-sustaining  rhythm.) 
The  “resurrection”  had  begun. 

I had  consulted  with  both  of  our  patient’s  surgeons.  An 
excerpt: 

Me:  “You  are  the  last  of  the  ‘harvesters.’  How  does  it 

feel  to  open  the  chest  of  a man  who  is  still  alive, 
but  brain-dead,  and  to  meticulously  dissect  out 
his  heart?” 

Surgeon:  “Well,  he’s  already  minus  his  liver,  kidneys, 

and  corneas.  At  first  I felt  like  a ghoul.  Not  any 
more.  Because  of  the  brain-dead  donor’s  gift  I 
envision  unknown  people  walking  around,  some- 
where, alive  and  in  the  mainstream  of  things. 
You  once  saw  Chris  terminal.  Look  at  him  now!” 

Since  the  human  body  would  recognize  what  was  not  its 
own  it  usually  began  a process  of  rejection.  Cyclosporin 
and  Imuran™  were  therefore  administered  preoperatively 
and  continued  long  after.  So  began  on  day  one  a lifelong 
vigil  against  rejection  of  the  foreign  heart.  This  required 
repeated  heart  biopsy.  Shortly  after  transplant  a first  bi- 
opsy revealed  beginning  rejection.  Five  subsequent  biop- 
sies were  negative.  Our  heart  transplantee  thus  became  a 
captive  of  the  transplant  surgeon. 

Chris  and  his  wife  were  my  guests  for  lunch  six  months 
after  the  transplant.  At  such  a confrontation  how  did  one 
avoid  pity  or  intrusive  curiosity? 

I met  a tall,  erect,  apparently  vigorous  man,  youthful 
and  impeccably  groomed.  He  grasped  my  hand  firmly.  At 
lunch  he  ordered  a beer  and  a spicy  New  Mexican  dish. 
His  wife  was  quiet. 

Affable  and  communicative,  Chris  said,  “They  use  me 
to  talk  to  the  waiting  transplant  candidates  because  I look 
so  good.”  Mostly  small  talk.  But  he  was  the  aggressor.  My 
strategy:  listen.  I listened  as  he  spilled  his  story.  When  he 
and  his  wife  departed  for  home  about  60  miles  away,  I 
noted  that  he  was  at  the  steering  wheel  of  the  car. 

There  was  a tape  recorded  interview  one  month  later, 
seven  months  after  the  transplant.  This  time  I was  his  lun- 
cheon guest.  Two  recent  heart  biopsies  had  again  revealed 


rejection,  necessitating  more  cortisone.  A piece  of  his  con- 
versation: “I’m  not  as  clear  as  I want  to  be.  Maybe  that’s 
the  cortisone.  Today  my  blood  pressure  is  somewhat  ele- 
vated.” (Impulsively,  I took  his  pulse:  100  and  regular.) 
He  added,  “Since  the  transplant  I’ve  been  on  a ‘high’.  Re- 
member that  my  brain  is  now  being  supplied  with  much 
more  oxygen  than  before  the  transplant.  I’m  usually  on 
‘Cloud  Nine’.  Not  today.” 

Looking  for  meaningful  conversation,  I said  hesitating- 
ly, “Did  you  pray  during  the  night  while  waiting  for  the 
arrival  of  the  heart?”  He  sobbed  briefly  and  then  said, 
“Yes,  I did.”  There  was  a long  pause  and  I followed  with 
what  I knew  might  be  an  imprudent,  but  needed  question, 
“Do  you  look  back  with  guilt,  having  waited  hopefully  for 
a brain-dead  donor  that  week?”  He  answered,  “No.” 
Then  he  observed  that  the  week  of  waiting  and  the  prepa- 
ratory night  were  a blur.  He  added,  “Before  leaving  the 
hospital  I wrote  a letter  of  thanks  to  the  family  of  the  do- 
nor. Transplantees  are  advised  to  do  that.  The  organ 
search  center  is  the  intermediary.” 

“What’s  on  the  agenda  for  your  immediate  future?” 

“I’ll  be  studying  horticulture.  On  the  first  day  home 
from  the  convalescent  center  I sat  alone  in  a park  looking 
at  the  grass.  I wanted  to  sit  under  a tree  and  watch  it 
grow.” 

My  amateur  psychoanalytic  interpretation  of  this  last 
remark  was  that  the  moments  of  solitude  had  been  spiritu- 
al ones  for  meditation  and  celebration.  Grass.  Trees. 
Leaves  on  branches.  All  symbolic  of  life’s  renewal.  Hadn’t 
Chris  been  gazing  at  regeneration? 

He  continued,  “You  are  not  right  about  resurrection.  I 
never  died.  I was  told  that  my  heart  valves  were  to  be  used 
for  transplant  into  a patient  who  needed  them.  So  I was  a 
living  donor.  Do  you  know  that  I now  have  two  “P”  waves 
in  my  electrocardiogram?”  (In  the  technical  procedure  of 
transplant  a rim  of  the  patient’s  right  auricle  is  left  behind 
to  facilitate  connection  to  the  donor’s  whole  heart.  The 
electrical  impulses  which  drive  the  whole  heart  arise  in 
this  anatomical  area.  It  is  also  responsible  for  the  first  blip 
in  the  electrocardiogram’s  wave  complex.  The  donor’s 
heart  adds  an  identical,  anatomical  piece.  Hence  two  im- 
pulses. Result:  two  “P”  waves.) 

From  “P”  waves  we  moved  to  a discussion  of  the  reac- 
tions of  his  children  to  his  heart  transplant.  (This  initiative 
came  from  him.)  The  youngest,  a ten-year-old  son,  was 
having  difficulty  in  explaining  his  father’s  new  heart  to  his 
fifth  grade  classmates.  The  older,  a 17-year-old  girl,  was 
quiet  and  grim.  And  what  about  his  wife?  To  avoid  intru- 
siveness I did  not  pursue  this  avenue  of  inquiry. 

Chris  continued,  “I  know  all  of  the  statistics.  I stand  an 
80%  chance  of  being  here  one  year  from  now.  Rejection 
problems  will  be  with  me  forever,  at  least  with  the  present 
immunosuppressive  drugs.  We  may  have  better  ones  in 
ten  years.  We  transplantees  are  prone  to  hardening  of  the 
heart’s  arteries,  especially  after  the  fifth  year.  They’ll  be 
taking  pictures  of  the  arteries  in  my  heart  every  year. 
Things  may  be  brighter  down  the  road.” 

I was  learning. 

“For  the  moment  I am  content  with  my  life.  I have  a 
fixed  routine.  I am  up  at  5:30  AM,  do  my  exercises,  ride  ten 
to  15  miles  on  my  indoor  bike,  I do  the  house  cleaning, 
shopping,  and  cooking.  Mondays  I do  the  laundry.  My 
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wife  has  had  to  go  back  to  work.” 

I presumed  that  the  program  was  the  beginning  of  his 
return  to  the  mainstream  and  eventually  his  former  work- 
place. 

“Doesn’t  the  problem  of  rejection  plague  you?” 

“No.  Not  much.  When  it  occurs  they’ll  treat  it.  I’m  not 
depressed  nor  am  I totally  happy.  There’s  no  big  deal  in 
having  a transplant.  If  the  rejection  is  overwhelming,  I 
could  always  have  another  transplant.” 

Had  the  heart  transplantation  infused  Chris  with  a 
taint  of  capricious  majesty?  Maybe.  Certainly  he  was  a 
symbol  of  life-affirmation. 

For  days  after  our  meeting  I was  overly  aware  of  my 
own  heart.  Nights  I was  looking  for  the  pulse  in  the  ear 
that  was  against  the  pillow.  One  night  I calculated  that 


there  already  had  been  more  than  two  and  a half  billion 
beats  in  my  lifetime  of  75  years.  What  a tireless  bundle  of 
muscle  that  heart  is!  And  what  a dependable  electrical 
system  in  it! 

I had  been  humbled  and  sobered.  My  professional  eye 
had  met  man,  one  who  would  not  let  his  new,  unknown 
heart  unsettle  his  soul.  The  birthday  card  Chris  received 
from  me  on  the  anniversary  of  transplant  day  could  not 
have  produced  a wrench  in  his  heart  because  the  new 
heart,  obviously,  was  without  nerve  connections. 

Talk  with  the  heart  transplantee  brings  a haunting  con- 
frontation. Feeling  the  pulse  at  his  wrist  locks  one  into  the 
imaginative  world  of  medical  science  fiction.  One  is  si- 
lenced, unable  to  find  the  words  to  express  a wonderment 
at  a living  reality. 


FROM  THE  LIBRARY 


TRANSPLANTATION  AND  THE  LOCAL  PHYSICIAN 

Daily  we  hear  about  the  fantastic  achievements  of  our  colleagues  in  the  realm  of  transplantation.  The 
most  dramatic  forays  in  this  field  undoubtedly  involve  replacement  of  the  heart.  I am  sure  the  subject  of 
the  practitioner’s  role  in  facilitating  this  work  is  of  considerable  pertinence.  He  must  perforce  be  part  of 
the  system,  participating  in  it  and  making  judgments  which  will  bring  the  benefits  of  this  realm  of 
immunology,  cardiology,  and  surgery  expeditiously  to  the  patient. 

The  role  of  the  attending  physician  is  vital.  His  judgment  and  participation  in  the  clinical  sphere,  in 
decisions  on  which  the  patient  and  his  family  must  agree,  are  of  the  utmost  importance.  An  understand- 
ing of  the  complex  factors  that  precede  a decision  for  transplantation  and  a well-informed  capacity  for 
judgment  must  be  considered  our  obligations  in  the  future.  . . . 

. . . Are  we  in  any  way  evolving  these  services  to  the  detriment  of  prevention?  Have  we,  in  relationship 
to  funds  that  are  available,  the  right  perspective  on  the  problem?  Have  we,  ethically  and  morally,  given 
the  correct  stress  to  the  over-all  problem?  The  matter  of  transplantation,  however  dramatic,  especially 
in  relation  to  the  heart,  tends  to  get  out  of  perspective.  The  drama  of  spectacularly  curing  something 
which  should  never  have  been  allowed  to  happen  does  tend  to  overshadow,  indeed  completely  obliterate, 
the  urgency  of  the  less  dramatic  causative  agent. 

Rheumatic  fever  still  exists  in  Western  New  York;  this  disease,  and  congenital  defects,  which  prede- 
termine the  problems  for  which  transplantation  (or  indeed  any  cardiac  surgery)  is  required  should  be 
tackled  with  the  aggression  they  merit.  If  we  are  to  look  for  financial  support  in  the  sphere  of  cardiac  or 
any  other  form  of  transplantation,  then  we  must  do  so  as  a composite  attack  on  the  congenital  and 
acquired  problems.  Many  of  our  patients  would  not  demand  transplantations  had  the  root  cause  for 
their  deterioration  been  tackled. . . . 

It  is  unreasonable  to  underestimate  the  cost  of  anything  these  days,  and  if  we  are  to  make  any 
judgment  on  the  money  required  this  should  be  done  in  relationship  to  previous  experience  which  is 
considerable  throughout  the  country,  indeed  throughout  the  world.  The  astronomical  expense  surely 
cannot  be  borne  by  the  patient  and  the  relatives.  It  will  have  to  be  decided  that  under  no  circumstances 
should  the  patient  subjected  to  this  procedure  have  to  pay  in  part  or  in  whole.  If  we  solve  the  immuno- 
logic problem,  which  I think  we  can,  and  if  we  solve  our  team  approach  to  the  program,  which  is 
obviously  possible,  we  must  not  fail  to  solve  the  problem  of  cost  to  the  patient,  who  always  comes  first. 

The  rehabilitation  services  which  embrace  several  disciplines,  psychiatric  and  others,  have  to  be  given 
their  part  in  the  over-all  plan.  Lip  service  to  their  part  in  returning  the  patient  to  useful  life  is  no  longer 
acceptable. . . . 

JOHN  R.  F.  INGALL.  MD 
{NY State  J Med  1971;  71:248-252) 
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HISTORY 


Diphtheria  and  medical  therapy  in  late  19th  century 

New  York  City 


Virginia  A.  Metaxas  Quiroga,  phd 


Diphtheria  was  a major  epidemic  disease  in  the  last  third 
of  the  19th  century,  leading  many  New  York  City  pedia- 
tricians to  struggle  to  find  effective  treatments.  During 
the  1890s,  when  the  New  York  City  Health  Department 
established  a diagnostic  laboratory  and  produced  antitox- 
in serum,  it  gained  an  international  reputation  for  its  inno- 
vative and  practical  applications  of  the  new  science  of  bac- 
teriology. 

Yet  historians  have  often  depicted  American  physicians 
as  skeptical  of  the  germ  theory  of  disease  and  critical  of 
the  new  laboratory  science.  Mainstream  American  physi- 
cians, so  the  argument  goes,  valued  the  early  19th  century 
French  tradition  of  clinical  observation  as  well  as  an  envi- 
ronmental theory  of  disease  etiology.  Only  an  elite  few, 
who  traveled  to  France  or  Germany  for  training,  valued 
laboratory  research.  Most  saw  laboratory  science  as  inap- 
plicable at  the  bedside,  and  “specific”  disease  etiology  as 
antithetical  to  sanitary  science.  If  so  many  were  resistant 
to  the  new  bacteriology,  how  then  do  we  explain  the  suc- 
cess of  the  anti-diphtheria  programs  of  the  New  York 
City  Board  of  Health?'  *^ 

This  article  examines  diphtheria  treatments  practiced 
by  New  York  City  physicians  prior  to  the  introduction  of 
laboratory  diagnosis  and  antitoxin  treatment.  A review  of 
the  medical  literature  of  the  time  shows  that  physicians  in 
New  York  City  during  the  late  19th  century  were  not  so 
strongly  resistant  to  laboratory  science  as  was  once 
thought.  Rather,  they  prudently  accepted  change  when  it 
was  applicable  to  and  efficient  in  clinical  practice.  In  this 
period  of  transformation  in  American  medicine,  physi- 
cians were  eclectic  in  selecting  their  therapeutic  choices. 
They  continued  to  use  clinical  and  environmental  observa- 
tion as  their  guides,  without  rejecting  the  helpful  aids  pro- 
vided by  the  laboratory. 

History  of  Diphtheria: 

Clinical  Observation  and  Sanitary  Science 

Diphtheria  is  a specific,  infectious,  and  contagious  dis- 
ease which  mainly  struck  young  children,  killing  them 
quickly  as  a result  of  a toxin-induced  myocarditis,  or  else 
slowly  by  suffocation,  due  to  the  build-up  of  pseudo-mem- 
brane in  the  throat.  According  to  the  medical  literature, 
epidemics  with  symptoms  similar  to  those  associated  with 
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diphtheria  in  modern  times  have  existed  for  many  centu- 
ries. In  the  sixth  century  BCE,  an  Indian  physician  de- 
scribed the  symptoms  of  an  incurable  disease  that  closed 
the  throat.  In  the  first  century  BCE,  Aesclepiades  of 
Greece  is  said  to  have  performed  laryngotomy.  Some  of 
the  plagues  of  the  Middle  Ages  may  have  been  epidemics 
of  diphtheria,  such  as  one  described  by  Saint  Denis  in  580 
ad,  or  another  by  Baronius  in  1004  AD.  In  the  American 
colonies,  epidemics  of  so-called  croupous  inflammations 
have  been  noted  since  the  late  17th  century.  Such  epidem- 
ics were  described  by  New  York  City  physician  Samuel 
Bard  in  the  late  18th  century  as  well.''^  '^ 

According  to  American  medical  literature  of  the  late 
19th  century,  the  French  brought  knowledge  of  the  dis- 
ease diphtheria  into  the  modern  era.  It  was  in  Paris  in 
1821  that  the  French  clinician  Bretonneau  gave  diphthe- 
ria its  name,  deriving  it  from  the  Greek  compound  word 
meaning  “inflammation  of  the  membrane.”  The  naming 
of  the  disease  was  telling:  It  signified  an  emphasis  on  the 
specificity  of  disease.  Rather  than  simply  describing 
symptoms,  Bretonneau,  like  others  of  the  Paris  school, 
promoted  the  notion  that  disease  was  localized,  and  could 
be  anatomically  detected  in  specific  organs  or  tissues.  Bre- 
tonneau had  studied  three  epidemics  that  had  occurred  in 
France  during  the  years  1818,  1825,  and  1826.  Based  on 
60  autopsies,  he  analyzed  the  pseudo-membrane  and  oth- 
er surrounding  tissues  of  the  mouth,  nose,  and  throat.  He 
carefully  described  these  tissues  so  as  to  clarify  differ- 
ences between  diphtheria  lesions  and  those  of  other  dis- 
eases. He  distinguished  between  localized  and  generalized 
manifestations  of  the  disease.'"*’'^ 

In  spite  of  the  fact  that  French  and  German  scientists 
had  begun  to  demonstrate  in  the  1870s  and  1880s  that  a 
number  of  diseases  were  of  microbiological  origin,  Ameri- 
can physicians  did  not  necessarily  agree  with  such  a view. 
Instead,  they  generally  believed  in  the  “miasmatic”  or 
“zymotic”  theory  of  disease  etiology.'  As  late  as  1887,  at 
the  College  of  Physicians  and  Surgeons  in  New  York  City, 
William  Park  recalled  being  taught  that  sewer  gas  caused 
diphtheria.  He  received  a lecture  there,  based  on  three  il- 
lustrations: the  first  pictured  a child  sleeping  on  its  bed, 
with  a diphtheria  miasma  passing  through  the  wall  from  a 
broken  sewer  pipe  to  the  child’s  throat.  The  second  illus- 
tration showed  a physician  examining  the  child,  and 
the  third  depicted  the  child’s  funeral,  with  weeping  par- 
ents.'*(P  In  an  1885  textbook  titled  Diphtheria  and  Its 
Management,  Joseph  E.  Winters  blamed  epidemics  of 
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FIGURE  1 . Joseph  Winters,  md  (courtesy  of  The  New  York  Academy  of 
Medicine  Library). 


diphtheria  on  “sudden  vicissitudes  of  temperature  and 
rainfall,  in  connection  with,  or  soon  after,  prevailing  east 
or  northeast  winds.” 

During  the  1870s  and  1880s,  a number  of  diphtheria 
epidemics  occurred  in  New  York  City,  with  a case  fatality 
rate  ranging  from  42%  to  49%.  These  epidemics  certainly 
turned  the  attention  of  the  city’s  physicians  to  the  disease. 
Reflecting  their  concern  to  find  useful  therapies  for  the 
disease,  for  example,  members  of  the  New  York  Academy 
of  Medicine  heard  papers  such  as  “Diphtheria  and  its 
treatment,”  and  “Is  tracheotomy  justifiable  in  diphther- 
ia?” in  1883.2(PP  154-155) 

Similarly,  upstate  New  York  communities  suffered  epi- 
demic outbreaks.  Both  William  C.  Wey'^  of  Elmira  and 
N.  B.  Bayleyi^  of  Brewster,  New  York,  published  articles 
in  1881  describing  their  experience  with  the  epidemic  of 
1877.  Wey  traced  the  cause  of  the  outbreak  to  “a  small, 
sluggish  stream  of  impure  water,”  while  Bayley  analyzed 
the  “sanitary  conditions”  of  the  houses  and  surroundings 
of  49  sick  patients. 

There  were  also  a number  of  treatises  on  diphtheria 
published  by  New  York  physicians  in  the  1880s,  some  of 
which  expressed  some  distrust  of  the  bacteriologic  work  of 
French  and  German  scientists.  Among  them  were  Abra- 
ham Jacobi’s  A Treatise  on  Diphtheria  (1880),  Joseph  E. 
Winter’s  Diphtheria  and  Its  Management  (1885),  and  C. 
E.  Billington’s  Diphtheria:  Its  Nature  and  Treatment 
(1889). 14-16  The  latter  two  were  published  after  the  diph- 


theria bacillus  was  isolated  by  Klebs  and  Loeffler  in 
1884.1'5'6-19,20  Billingtoni4  mentioned  this  discovery,  but 
was  skeptical  that  Loeffler’s  work  had  positively  proven 
that  the  Klebs-Loeffler  bacillus  was  the  true  cause  of 
diphtheria.  He  did  say,  however,  that  “the  possibility  of 
their  being  so  [was]  not  to  be  excluded. ”14(p  58)  Winters, 
on  the  other  hand,  was  much  more  negative  toward  a bac- 
teriologic approach.  He  anticipated  an  attempted  take- 
over of  his  world  view  by  germ  theorists  when  he  said,  “the 
mode  of  treatment  in  vogue  [meaning  germ  theory]  has 
for  its  object  (according  to  its  exponents)  to  attack  the 
germ  or  poison  of  the  disease,  as  an  entity,  and  destroy  it, 
leaving  out  of  view  every  other  consideration.  Physicians 
in  search  for  such  a specific  are  distracted  from  rational 
treatment.  These  experiments  have  doubtless  killed  more 
patients  than  germs. ”'5(pp  51-22) 

It  is  more  apparent  that  all  three  authors  believed  in 
selecting  compatible  ideas  from  both  miasmatic  theory 
and  French  clinical  observation  in  their  approaches  to 
diphtheria.  For  example,  all  the  authors  agreed  that  al- 
though the  disease  had  been  observed  in  many  diverse  cli- 
mates, epidemics  usually  occurred  in  periods  of  cold  and 
humidity.  They  also  concurred  that  the  disease  was  conta- 
gious, although  the  authors  did  not  agree  on  a single  mode 
of  transmission.  Billington,  for  example,  said  that  “direct 
contact  or  the  deposition  of  diphtheritic  matter  on  the  mu- 
cous membrane”  contaminated  persons. '4(pp  i8-23)  Jacobi, 
on  the  other  hand,  cited  “moist  soil  assist  [ing]  in  the 
spread  of  the  disease,”  as  well  as  “a  connection  between 
diphtheria  and  filth.” '5(pp  53-35)  these  differ- 

ences of  opinion,  both  Billington  and  Jacobi  recommend- 
ed isolating  patients  with  diphtheria,  and  removing  well 
children  from  a home  with  active  diphtheria  present.  They 
also  both  agreed  that  the  sick  room  should  be  kept  as  sani- 
tary as  possible,  and  that  bedding  and  clothing  used  by  the 
ill  be  disinfected,  but  this  should  not  be  seen  as  a conces- 
sion to  germ  theory.  This  was  standard  procedure,  accord- 
ing to  miasmatic  theory  of  contagion — decaying  matter 
on  such  objects  spread  the  disease. 

In  these  books  of  the  1880s,  the  authors’  recommended 
therapies  for  the  disease  were  strongly  based  on  clinical 
observation.  To  them,  appropriate  treatment  depended  on 
a number  of  factors  that  had  to  be  determined  by  the  phy- 
sician. Observation,  not  theory,  was  necessary  in  making 
diagnoses.  The  age  of  the  patient,  for  example,  was  a pri- 
mary guide  in  determining  whether  diphtheria  was 
present,  as  well  as  if  there  were  other  cases  appearing  si- 
' multaneously,  such  as  in  an  epidemic.  These  factors,  along 
with  an  appearance  of  the  pseudo-membrane  and  fever, 
usually  convinced  the  physician  to  pronounce  a diagnosis 
of  diphtheria.  Then  a number  of  other  decisions  had  to  be 
made.  Was  the  diphtheria  classified  as  pharyngeal,  nasal, 
laryngeal,  ocular,  or  cutaneous?  Was  the  intensity  of  the 
case  mild,  severe,  or  malignant?  Was  the  degree  of  toxic 
absorption  benign  or  septic? 

Underscoring  the  value  in  and  necessity  of  the  clini- 
cian’s observational  powers,  Billington  declared  that  al- 
though each  case  could  be  guided  by  some  general  princi- 
ples, no  routine  course  of  treatment  was  recommended. 
He  devoted  more  than  two  thirds  of  his  textbook  to  dis- 
cussing various  treatments  and  their  possible  applications, 
as  did  Jacobi  and  Winters.  Billington  went  on  to  say  that 
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beyond  a “careful  adaptation  of  measures  to  each  individ- 
ual case,”  the  physician  needed  a “patient  persistency  in  a 
few  well-selected  ones.”  He  went  on  to  warn  his  readers 
that  “impatience,  indecision,  and  changes  of  method 
without  definite  reason" . . . would  “invite  defeat. 

These  therapies  were  meant  mainly  to  treat  the  local 
symptoms  and  to  support  the  strength  of  the  patient.  Ja- 
cobi, Billington,  and  Winters  recommended  the  actions  of 
gargling,  spraying,  irrigating,  vaporizing,  and  swabbing  a 
variety  of  substances  on  the  throat,  in  order  to  destroy  or 
at  least  keep  in  check  the  pseudo-membrane.  When  or  if 
patients  weakened,  all  three  physicians  recommended 
stimulants.  Another  important  theme  present  in  all  three 
books  was  the  recommendation  for  complete  bed  rest  and 
a light  diet. 

Surgical  Intervention:  Tracheotomy 

Billington  devoted  a small  section  of  his  book  to  trache- 
otomy, an  operation  to  be  resorted  to  “when  the  respira- 
tion [was]  so  seriously  interfered  with . . . that  asphyxia 
[was]  imminent.”  The  operation  entailed  cutting  into  the 
trachea  and  inserting  a tube,  in  order  to  open  an  air  pas- 
sage that  had  been  closed  due  to  the  swelling  of  the  pseu- 
do-membrane. He  cited  a study  showing  a 28%  recovery 
rate  of  a total  of  21,853  cases,  when  tracheotomy  was  per- 
formed by  physicians  from  Germany,  Great  Britain, 
France,  the  United  States,  and  other  countries.  Billington 
concluded,  after  analyzing  a number  of  factors,  including 
the  method  and  skill  employed  in  the  operation,  after- 
care, patient  age,  type  of  diphtheria,  season  of  the  year, 
and  state  of  the  disease,  that  he  would  agree  with  the 
French  clinician  Trousseau,  a student  of  Bretonneau:  the 
earlier  the  operation  was  performed,  the  greater  were  the 
chances  for  patient  survival. '2i-138) 

In  contrast,  Jacobi’s  experience  had  taught  him  that  the 
operation  rarely  saved  lives.  He  stated  that  in  50  consecu- 
tive operations,  performed  during  the  years  1872  to  1874, 
none  of  his  patients  recovered.  In  a later,  milder  epidemic, 
he  estimated  that  27%  of  his  tracheotomy  patients  sur- 
vived.'^*pp  >24-142)  Still,  Jacobi  later  stated  that  he  per- 
formed at  least  700  operations  between  1860  and  1887.2' 

Why  did  he  perform  these  operations,  even  though  he 
seemed  to  be  conscious  of  the  fact  that  he  was  only  post- 
poning the  inevitable?  Perhaps  he  and  other  physicians  of 
his  time  were  convinced  that  it  was  more  humane  to  try  to 
do  something  rather  than  stand  by  and  watch  children  die 
of  asphyxiation.  Adolph  Rupp,  in  a March  1885  article 
published  in  New  York’s  Medical  Record,  declared  that 
physicians  must  determine  when  to  operate,  not  if  they 
should,  in  writing  that,  “ ...  no  child  should  be  allowed  to 
die  from  the  effects  of  a persistent  progressive  laryngeal 
stenosis  [constriction],  incidental  to  diphtheritic  croup,  if 
the  physician  can  help  it.”2'(p3U) 

Billington  felt  compelled  to  perform  the  operation,  he 
said,  because  even  if  it  failed  to  save  life,  it  would  secure 
an  easier  death  than  one  which  would  result  from  diphthe- 
ria if  it  spread  down  into  the  bronchi.  Those  cases,  he  said, 
were  when  “death  [was]  the  slowest  and  most  painful  of 
suffocations,  and  only  when  septicaemia  to  the  point  of 
stupefaction  [was]  present . . . [did]  the  child  escape  a hor- 
rible amount  of  suffering. 

In  late  1884  and  early  1885,  Joseph  E.  Winters  entered 


into  a public  debate  over  the  operation  after  publishing  his 
article,  “Is  tracheotomy  in  diphtheritic  croup  danger- 
ous?”^2  In  his  paper,  he  encouraged  other  physicians  to 
perform  tracheotomy,  even  though  he  understood  that 
some  patients  in  the  advanced  stages  of  the  disease  would 
die  anyway.  He  made  the  point  that  the  operation  was 
relatively  safe,  providing  that  it  was  performed  with  care. 
“Persistence  of  the  original  disease,  delay  in  the  perform- 
ance of  the  operation,  and  neglect  after,  are  the  causes  of 
failure,”  he  said.  He  insisted  that  physicians  act  quickly, 
before  the  patient  was  so  weak  that  no  further  intervention 
would  help. 

Winters  based  his  essay  on  his  “impressions  from  read- 
ing,” and  secondarily  on  “his  own  personal  experience.” 
This  infuriated  Adolph  Rupp,  an  ear  surgeon  at  the  New 
York  Eye  and  Ear  Infirmary,  who,  believing  that  he  had 
special  skills  because  he  was  a surgeon,  discouraged  other 
physicians  from  operating  without  extreme  caution.  He 
responded  to  Winters’  essay  with  two  lengthy  and  attack- 
ing articles,  also  published  in  the  Medical  Record 
Rupp  listed  numerous  complications  that  could  further 
compromise  a patient’s  already  serious  condition.  He 
warned  his  readers  that  the  operation  was  not  so  simple  as 
Winters  would  have  them  believe. 

In  April  of  1 886,  the  editor  of  the  Medical  Record  sum- 
marized contemporary  medical  opinion  on  tracheotomy, 
giving  a glimpse  of  the  decisions  that  practitioners  made 
at  the  bedside.  He  said  that  physicians  were  “almost  un- 
animous” in  their  opinion  that  tracheotomy  be  performed 
rather  than  “let  the  child  die  of  strangulation,”  but  he  also 
added  that  because  the  operation  was  of  “little  practical 
utility,”  few  parents  allowed  the  operation  to  be  per- 
formed.^^ 

Surgical  Intervention:  Intubation 

In  1858,  Paris  physician  M.  Bouchut  tried  to  find  a 
method  other  than  tracheotomy  to  keep  the  diphtheritic 
air  passage  open.  He  made  a small  hollow  cylinder,  nar- 
rower at  one  end,  and  when  he  inserted  it  into  the  throats 
of  his  patients,  he  was  able  to  relieve  constriction  and  diffi- 
cult breathing.  Bouchut  presented  his  findings  to  his  col- 
leagues after  placing  only  seven  tubes,  but  since  all  his 
patients  died  anyway,  his  innovation  was  not  well  re- 
ceived, and  it  quickly  fell  into  obscurity. 

According  to  contemporary  sources,  this  earlier  work 
was  unknown  to  Joseph  O’Dwyer,  who  began  to  experi- 
ment with  tubes  on  patients  during  a 25-year  career  as  an 
attending  physician  at  the  New  York  Foundling  Hospital. 
In  1881,  he  tried  a 1-inch  bivalve  speculum  which  would 
later  be  called  the  “O’Dwyer  tube.”'-^^  Occasionally,  he 
used  the  tube  on  live  children,  and  in  1 884,  he  reported  the 
first  recovery  from  laryngeal  diphtheria  in  a child  that  he 

had  intubated.' ’^2 

This  innovation,  with  definite  potential  for  application 
to  diphtheria  cases,  received  considerable  attention  from 
New  York  City  physicians.  By  1886,  after  performing  the 
operation  on  hundreds  of  patients,  O’Dwyer  won  the  sup- 
port of  Abraham  Jacobi,  then  President  of  the  New  York 
Academy  of  Medicine.  Jacobi  opened  a discussion  of 
O’Dwyer’s  tube  to  the  membership,  helping  to  publicize 
its  merits. 2*  In  1887,  O’Dwyer  gave  papers  before  the 
New  York  Academy  of  Medicine  and  the  Medical  Society 
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of  the  State  of  New  York  (MSSNY),  further  broadcast- 
ing the  use  of  his  invention.  In  1877  and  1888,  O’Dwyer 
published  papers  in  MSSNY’s  journal,  then  called  The 
Transactions  of  the  Medical  Society  of  the  State  of  New 
York?'^'^^  By  1889,  news  of  the  tube  was  widely  available. 
O’Dwyer  published  an  addendum  to  Billington’s  Diphthe- 
ria: Its  Nature  and  Treatment, calling  it  Intubation  in 
Croup. 

During  the  1880s,  a number  of  physicians  in  New  York 
City  used  the  O’Dwyer  tubes,  and  news  of  these  experi- 
ences spread  to  others  on  the  local,  national,  and  even  in- 
ternational level.  Dillon  Brown,  a resident  physician  at  the 
New  York  Foundling  Hospital,  reported  on  15  intubation 
cases  in  April  1 886. W.  P.  Northrup,  a pathologist  at  the 
New  York  Foundling  Hospital,  read  a report  before  the 
New  York  Academy  of  Medicine  in  late  1886  on  165 
cases,  later  publishing  it  in  the  Medical  Record.^^  A.  R. 
Jenkins,  of  Henderson,  Kentucky,  responded  to  Dr  North- 
rup in  a letter  to  the  editor  in  January  1887,  questioning 
advice  that  Northrup  offered  in  his  article.^^  Francis 
Huber,  Clinical  Assistant  Professor  of  Diseases  of  Chil- 
dren at  the  College  of  Physicians  and  Surgeons  in  New 
York,  published  an  article  on  intubation  in  June  1887, 
with  a detailed  table  of  47  cases. During  the  same 
month,  O’Dwyer  published  “Feeding  after  intubation  of 
the  larynx”  in  the  Medical  Record. Two  other  articles  in 
the  same  issue  were  contributed  by  New  York  physician 
A.  Caille,^^  and  a resident  physician  of  Nursery  and 
Child’s  Hospital  of  New  York,  Irwin  H.  Hance.^^ 

In  September  1887,  Northrup  and  O’Dwyer  attended 


FIGURE  2.  Joseph  O’Dwyer,  md  (courtesy  of  The  New  York  Academy  of 
Medicine  Library). 


the  International  Medical  Congress  in  Washington,  DC, 
both  presenting  papers  on  intubation.^**  F.  K.  Priest,  of  the 
city’s  Willard  Parker  Hospital,  reported  on  42  cases  in 
February  1889.  And  finally,  in  June  of  1890,  Dillon 
Brown  went  to  the  second  annual  meeting  of  the  Ameri- 
can Pediatric  Society  to  present  a paper  on  the  technique 
of  intubation. 

The  O’Dwyer  tube  seems  to  have  been  judged  by  Amer- 
ican physicians  as  a useful  therapy  for  diphtheria.  In 
1886,  the  editor  George  Shrady  remarked  that  the  innova- 
tion was  desirable  because  it  did  away  with  the  use  of  cut- 
ting instruments,  but  he  more  succinctly  echoed  the  inter- 
ests of  American  physicians  when  he  said  that  “every  new 
therapeutical  [sic]  measure  must  be  judged  by  its  results.” 
He  went  on  to  quote  a number  of  reports  from  medical 
journals  in  New  York,  Boston,  Chicago,  and  even  the  In- 
ternational Encyclopedia  of  Surgery,  which  all  showed  a 
favorable  recovery  rate  from  intubation  when  compared 
with  that  of  tracheotomy  patients. Later  studies,  such  as 
that  by  Dillon  Brown  in  1889,  also  favorably  described 
recovery  from  intubation.  Brown  reported  on  350  intuba- 
tion procedures  that  he  had  performed  on  patients  suffer- 
ing with  laryngeal  diphtheria,  the  most  serious  form  of  the 
disease.  Of  the  last  50  procedures,  26%  of  the  patients  re- 
covered, which  was  considered  remarkable.' 

One  of  the  problems  associated  with  the  use  of  the  tube 
was  to  teach  practitioners  how  to  use  it.  O’Dwyer  devoted 
several  pages  of  his  1889  textbook  to  addressing  this  issue. 
He  showed  how  the  nurse  or  assistant  should  hold  the 
child  in  place.  Then  he  told  his  readers  how  to  place  the 
“Denhardt  gag”  behind  the  teeth — with  care  taken  not  to 
do  it  suddenly  or  with  force.  Once  the  gag  was  in  place, 
O’Dwyer  instructed  the  operator  to  stand  in  front  of  the 
patient,  holding  the  apparatus  that  inserted  the  tube  into 
the  child’s  throat.  He  then  went  on  to  explain  how  to  push 
the  epiglottis  aside  and  glide  the  tube  down  into  the  larynx 
before  detaching  it,  or  else  the  child’s  throat  tissues  would 
sustain  injury.'*' 

O’Dwyer  seemed  concerned  that  his  written  instruc- 
tions would  not  suffice.  Knowing  that  practice  on  human 
subjects  was  beyond  the  reach  of  most  medical  students, 
O’Dwyer  suggested  that  students  of  intubation  try  it  on 
the  larynxes  of  small  animals.  He  recommended  placing 
animal  heads  “upright  in  the  neck  of  a bottle  or  other  con- 
venient receptacle.”  Practice  was  necessary,  he  said,  so 
that  the  practitioner  would  be  prepared  when  he  had  to 
quickly  insert  the  tube  into  the  larynx  of  a struggling, 
choking  child.*** 

Similarly,  Northrup  discussed  practical  problems  en- 
countered by  the  clinician  while  using  the  tube.  He,  too, 
gave  instructions  on  inserting  the  tube,  and  he  also  an- 
swered typical  questions  that  practitioners  were  asking: 
Was  there  any  danger  of  the  tube  slipping  down  the  tra- 
chea? Did  the  tube  ulcerate  the  trachea?  Should  the  tube 
be  regularly  removed  and  cleaned?  How  was  the  child  to 
be  fed  while  intubated?*^ 

He  also  discussed  practitioners’  concerns  about  inter- 
acting with  the  parents  of  diphtheria  patients.  He  assured 
practitioners  that  it  would  be  their  “routine  experi- 
ence ...  to  witness  the  unbounded  gratitude  of  the  parents 
and  friends,”  once  they  had  inserted  the  tube.  He  told 
practitioners  to  instruct  parents  of  the  possibility  that  the 
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tube  may  be  coughed  out,  and  if  so,  to  place  it  in  water.  He 
assured  his  readers  that  difficult  breathing  would  not  re- 
cur for  at  least  four  hours,  more  than  enough  time  for  the 
physician  to  return  and  reinsert  the  tube.  He  firmly  ad- 
vised practitioners  not  to  state  a prognosis  for  at  least  48 
hours  after  insertion,  however.  One  had  to  watch  for  fur- 
ther complications  occurring  in  that  period  before  a favor- 
able prognosis  could  be  made. 

Northrup  believed  that  performing  intubation  instead 
of  tracheotomy  was  advantageous  to  building  the  physi- 
cian’s reputation.  When  performing  tracheotomy,  he  said, 
parents  had  to  be  convinced  to  give  permission,  and  then 
afterwards,  the  house  smelled  of  ether,  there  were  bowls  of 
bloody  towels,  and  then  there  was  the  unpleasant  task  of 
cleaning  knives.  Intubation,  on  the  other  hand,  was  met 
with  little  opposition  on  the  part  of  parents.  It  required  no 
cutting,  and  it  relieved  difficult  breathing  just  as  efficient- 
ly as  tracheotomy.  Intubation’s  most  important  advan- 
tage, he  said,  was  that  the  physician  would  avoid  hostile 
reactions  from  parents  if  the  child  died.  With  intubation, 
there  were  fewer  regrets  that  the  procedure  was  per- 
formed, and  no  discredit  was  attached  to  the  physician. 

Laboratory  Science  and  the  Problem  of 
Diagnosis 

Making  a proper  diagnosis  of  diphtheria  was  of  great 
importance  to  practitioners  in  New  York  City  in  the  late 
19th  century,  and  this  concern  was  addressed  by  the  intro- 
duction of  laboratory  testing  in  1 893.^’^’^  A proper  diagno- 
sis was  crucial,  because  if  diphtheria  were  suspected,  then 
local  irrigation  therapy  would  be  indicated,  which  was 
both  uncomfortable  for  the  patient  and  difficult  to  per- 
form. In  an  article  published  in  1889  by  T.  Mitchell  Prud- 
den,"*®  the  difficulty  in  diagnosing  diphtheria  was  clearly 
laid  out.  The  presence  of  certain  clinical  symptoms,  such 
as  pseudo-membrane  in  the  throat,  and  fever,  did  not  nec- 
essarily mean  that  the  patient  was  suffering  from  diphthe- 
ria. Therefore,  when  Prudden  posed  the  question,  “Should 
the  clinician  consider  and  treat  all  pseudo-membraneous 
inflammations  as  if  they  were  the  local  expression  of  the 
acute,  infectious  disease.  . .called  diphtheria?”,  he  was 
really  asking  if  every  patient  who  presented  with  the  typi- 
cal symptoms  should  be  subjected  to  irrigation  treat- 
ments. 

While  at  the  Carnegie  Laboratory  in  1889,  Prudden 
made  bacteriologic  studies  on  patients  with  suspected 
diphtheria,  in  order  to  find  out  if  the  diphtheria  bacillus 
was  present.  He  found  not  only  the  presence  of  the  so- 
called  Loeffler’s  bacillus,  the  one  that  caused  diphtheria, 
but  also  two  types  of  streptococcus.  According  to  his  arti- 
cle, the  work  concurred  with  that  of  other  European  re- 
searchers who  were  conducting  similar  studies.  Many 
diphtheria  patients  were  suffering  from  “mixed  infec- 
tions”; both  diphtheria  and  the  so-called  false  or  pseudo- 
diphtheria. Others  presented  with  the  classic  symptoms  of 
diphtheria,  but  when  tested  had  only  pseudo-diphtheria,  a 
considerably  less  dangerous  disease. 

Based  on  these  findings,  Prudden  argued  for  the  univer- 
sal use  of  irrigation  therapy.  He  told  his  readers  that 
whether  one  or  more  causative  agents  set  up  the  infectious 
disease  accompanied  by  pseudo-membrane,  in  all  cases 
the  seat  and  origin  of  the  infection  was  local.  He  conclud- 


FIGURE  3.  Irrigation  of  the  naso-pharynx  (reproduced  from  Berg'’®). 


ed  with  the  statement  that  “all  [the]  experiments  pointed 
to  the  paramount  importance  of  efficient  local  germicidal 
treatment.”'*'^ 

A few  years  later,  Prudden’s  student,  William  Hallock 
Park,  would  carry  this  early  work  to  wider  use,  for  both 
private  practitioners  and  for  the  city  health  department. 
Park,  a young  man  and  a nose  and  throat  specialist,  was 
appointed  to  the  city’s  powerful  Division  of  Pathology, 
Bacteriology,  and  Disinfection  under  Prudden  and  Biggs. 
Prior  to  his  appointment.  Park  had  been  studying  cultures 
taken  from  young  patients  at  the  Board  of  Health’s  Wil- 
lard Parker  Hospital.  There  he  found  that  approximately 
one  half  of  the  cases  were  pseudo  or  false  diphtheria.' 

From  May  1893  to  May  1894,  Parld'  conducted  a study 
on  bacteriologic  investigations  and  diagnosis  of  diphtheria 
under  the  auspices  of  the  bacteriological  laboratory  of  the 
city’s  board  of  health.*^'  Charles  Wilson,  a lawyer  and 
then  president  of  the  Board  of  Health,  stated  six  reasons 
for  conducting  such  work.  First,  he  argued  that  differenti- 
ating diphtheria  from  other  diseases  that  affect  the  upper 
air  passages  was  of  great  importance  for  sanitary  reasons; 
in  other  words,  better  diagnosis  meant  better  public 
health.  Second,  he  stated  that  most  practitioners  were 
having  difficulty  in  making  diagnoses.  They  could  not  de- 
termine differences  between  simple,  noncontagious  forms 
of  inflammation  and  diphtheritic  or  communicable  types. 
Clinical  history,  anatomic  lesions,  or  both,  failed  to  pro- 
vide consistent  differences  that  would  guide  the  clinician 
to  a proper  diagnosis.  Third,  he  discussed  the  accuracy  of 
laboratory  testing  in  making  such  diagnoses.  The  value  of 
such  testing,  he  went  on  to  say,  was  in  demonstrating  how 
cases  of  diphtheria,  even  of  the  mildest  type,  were  trans- 
mitted from  infected  persons  to  others.  His  fourth  reason 
was  an  appeal  to  economy:  proper  diagnosis  could  save  the 
city  money.  In  the  city’s  hospital  for  infectious  diseases, 
patients  with  pseudo-diphtheria  as  well  as  true  diphtheria 
had  been  receiving  treatment.  Accurate  diagnosis  would 
eliminate  this  waste  of  resources.  Furthermore,  the  city 
could  save  money  in  fumigations  of  private  dwellings,  a 
service  the  city  was  providing  in  all  cases  of  suspected 
diphtheria.  With  proper  diagnosis,  only  the  homes  with 
definite  cases  would  be  visited.  The  fifth  reason  related  to 
the  image  that  the  board  of  health  wanted  to  project:  to 
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conduct  such  testing  would  represent  a medical  advance. 
The  sixth  reason  was  for  the  sake  of  furthering  scientific 
knowledge.  Wilson  believed  that  these  examinations 
would  reveal  “methods  to  prevent  the  extension  of  the  dis- 
ease.”'*' 

Apparently,  New  York  City  physicians  agreed  that  the 
study  would  be  useful.  Perhaps  it  was  because  1893 
marked  the  beginning  of  another  epidemic,  making  physi- 
cians more  open  to  help  in  the  diagnosis  of  rising  numbers 
of  suspected  diphtheria  cases.  From  May  until  the  end  of 

1893,  2,603  cultures  were  examined.  Among  them,  1,801 
proved  positive;  6 1 3 cases  were  diagnosed  as  pseudo-diph- 
theria, and  209  were  classified  as  unknown. ^ By  May  of 

1894,  5,611  cultures  were  examined.**'  This  was  accom- 
plished by  the  New  York  City  Department  of  Health  tak- 
ing cultures  of  all  suspected  cases  of  diphtheria  among 
hospital  cases,  as  well  as  making  diagnostic  kits  available 
to  private  practitioners  through  40  local  pharmacies. 
Throat  cultures  were  collected  once  daily  by  messenger 
and  were  brought  back  to  the  department’s  laboratory  for 
examination.  After  a 24-hour  incubation  period,  individ- 
ual physicians  were  informed  of  the  results. 

One  of  the  study’s  most  important  and  provocative  find- 
ings was  the  fact  that  seemingly  healthy  persons  could  be 
carriers  of  the  diphtheria  bacillus.  Researchers  realized 
this  because  testing  showed  that  persons  without  symp- 
toms sometimes  had  the  bacillus  in  their  throats.  They 
also  noticed  that  bacilli  often  remained  in  the  throats  of 
convalescing  diphtheria  patients  long  after  the  disappear- 
ance of  the  pseudo-membrane.  Because  of  these  findings, 
by  January  1894,  the  board  of  health  notified  hospital 
physicians  that  patients  could  not  be  released  until  a nega- 
tive bacteriologic  examination  was  proven.  The  board  of 
health  also  warned  physicians  that  “members  of  a house- 
hold in  which  a case  of  diphtheria  exists  should  be  regard- 
ed as  sources  of  danger,  unless  cultures  from  their  throats 
show  the  absence  of  diphtheria  bacilli.”  The  board  of 
health,  in  other  words,  wanted  physicians  in  their  private 
practice  to  suggest  to  the  family  members  of  a diphtheria 
patient  that  they  be  tested  as  well.  The  report  also  suggest- 
ed to  physicians  to  recommend  that  all  recovering  diph- 
theria patients  be  kept  isolated  until  cultures  proved  nega- 
tive. In  places  where  cultures  could  not  be  made,  the  board 
recommended  isolation  for  at  least  three  weeks  after  the 
pseudo-membrane  had  disappeared.*" 

That  these  recommendations  were  impractical  and  also 
difficult  to  enforce  was  clearly  understood  by  Park.  In- 
deed, he  even  confessed  that  given  the  “results  of  the  in- 
vestigations before  us,  we  can  appreciate  the  difficulty  of 
exterminating  diphtheria  from  a city  like  New  York.”  On 
the  one  hand,  he  said,  cases  were  scattered  all  over  the 
city,  some  too  mild  to  be  recognized,  and  on  the  other 
hand,  virulent  cases  were  raging  in  crowded  tenements, 
where  isolation  was  virtually  impossible. 

In  the  report’s  final  passage.  Park  seemed  to  set  the 
stage  for  the  board  of  health’s  next  step  in  fighting  diph- 
theria— the  introduction  of  antitoxin  serum  treatment. 
Although  he  believed  that  “stricter  isolation  of  patients 
and . . . systematic  supervision  of  the  schools  and  tene- 
ments ...”  would  reduce  the  numbers  of  cases  in  the  city, 
the  elimination  of  the  disease  did  not  seem  probable,  he 
said,  “unless  we  can  acquire  a new  means  to  combat  the 


disease.”  That  new  means,  which  was  not  without  its  prob- 
lems and  controversies,  was  introduced  in  New  York  City 
within  months  after  Park’s  report  was  published. ‘*^  '*’ 

Physicians  not  only  used  diagnostic  testing  for  diphthe- 
ria during  the  period  of  time  of  Park’s  study,  it  became 
part  of  normal  therapeutic  practice.  For  example,  in  an 
article  by  W.  H.  Berg,  the  laboratory  diagnosis  of  diph- 
theria was  discussed  with  the  same  ease  as  traditional 
therapies."**  He  suggested  starting  with  a proper  bacterio- 
logic examination,  in  order  to  make  a correct  diagnosis. 
He  then  advised  isolating  infected  patients.  Perhaps  by 
having  the  laboratory  diagnosis  in  hand,  physicians  could 
more  easily  convince  parents  to  remove  well  children  or  to 
isolate  ill  ones.  The  testing  certainly  helped  physicians  de- 
cide whether  or  not  to  treat  local  manifestations  with  irri- 
gations, which  Berg  recommended  highly.  He  also  advised 
using  calomel  fumigations,  setting  up  croup  tents,  intu- 
bating when  necessary,  and,  since  this  article  was  pub- 
lished after  antitoxin  was  made  available,  he  also  suggest- 
ed the  use  of  the  serum  treatment."** 

CONCLUSIONS:  MEDICAL  INNOVATION  AND 
Dissemination 

The  1880s  and  early  1890s  were  critical  years  in  the 
development  of  new  therapies  for  diphtheria.  New  York 
City  was  an  important  locus  of  much  debate  on  the  effica- 
cy of  these  new  innovations.  Because  intubation  was  in- 
vented by  a New  York  City  physician  who  was  connected 
to  a sophisticated  medical  network,  the  innovation  was 
rapidly  and  widely  tried  and  tested  for  its  value  as  a thera- 
py. Debate  surrounding  the  introduction  of  intubation 
centered  on  whether  or  not  it  was  helpful  at  the  bedside. 
Because  New  York  City  physicians  judged  it  to  be  safer 
and  less  uncomfortable  for  patients,  news  of  the  treatment 
quickly  disseminated  through  the  medical  network  in  the 
city,  and  later  throughout  the  state  and  country.  Although 
intubation  was  highly  acclaimed  by  physicians  at  that 
time,  its  contribution  would  pale  when  compared  to  the 
potential  usefulness  of  knowledge  generated  by  the  city’s 
laboratory.  While  intubation  was  used  to  save  life  in  ad- 
vanced cases  of  diphtheria,  better  diagnosis  could  help 
prevent  the  disease  in  the  first  place.  Testing  could  be  used 
to  determine  when  or  if  patients  ought  to  be  isolated  from 
others,  thus  helping  to  curb  further  transmission  of  the 
disease,  and  better  diagnosis  helped  practitioners  know 
which  treatments  to  choose.  Debates  surrounding  this  in- 
novation similarly  centered  on  usefulness  to  clinical  appli- 
cation. 

Although  American  practitioners  utilized  knowledge 
generated  by  their  colleagues  in  the  laboratory,  this  is  not 
to  say  that  they  believed  that  all  of  their  questions  would 
be  answered  there.  Luther  Emmett  Holt,  another  New 
York  City  pediatrician  of  the  same  era,  wrote  in  his  text- 
book The  Diseases  of  Infancy  and  Childhood, which 
would  become  the  bible  of  pediatric  medical  students  for 
the  entire  first  half  of  the  20th  century,  that  his  readers 
ought  to  consider  two  kinds  of  evidence  in  diagnosing 
diphtheria — both  the  clinical  and  the  bacteriologic.  He 
carefully  delineated  the  risks  in  wholly  depending  on  bac- 
teriologic diagnosis  to  the  exclusion  of  clinical  diagnosis. 
Holt  believed  that  the  patient  and  his  surroundings  had  to 
be  thoroughly  examined  for  symptoms  and  evidence  of  the 
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disease.  Chances  for  the  disease  were  greatly  increased, 
for  example,  if  the  patient  were  a young  child,  if  his  home 
was  in  a tenement  or  an  institution,  and  if  there  were  other 
cases  in  his  family  or  neighborhood.  If  throat  symptoms 
occurred  after  high  fevers  accompanying  other  diseases 
such  as  scarlet  fever  or  measles,  he  warned  of  the  high 
probability  of  diphtheria.'*^ 

Holt  made  these  points  because  he  knew  that  the  bacte- 
riologic  approach  had  its  limitations.  Not  every  physician 
and  patient  in  America  had  access  to  diagnostic  laborato- 
ries. Not  all  patients  with  diphtheria  bacilli  in  their 
throats  were  actually  sick.  Nor  were  all  patients  with  sus- 
pected diphtheria  found  to  have  the  bacilli  present  at  the 
time  of  examination.  In  other  words,  insofar  as  laborato- 
ries could  help  physicians  make  diagnoses,  they  could  nev- 
er replace  the  practitioner’s  sharp  observational  powers  in 
helping  to  unravel  the  complexities  of  individual  cases. 
Holt,  therefore,  urged  the  honing  of  clinical  skills  of  physi- 
cians. 

Holt’s  thinking,  a synthesis  of  the  dual  traditions  of 
clinical  and  environmental  observation,  plus  the  new  addi- 
tional use  of  laboratory  science,  would  dominate  pediat- 
rics for  years  to  come.  Although  Holt  seemed  to  be  reluc- 
tant in  adopting  a “chemical  approach’’  to  pediatrics,  by 
1 9 1 0,  he  set  up  a laboratory  in  his  Babies  Hospital,  funded 
by  the  Rockefeller  Institute  which  he  helped  to  found. 
There  he  supervised  biochemical  investigations  into  infant 
feeding,  and  numerous  other  problems  pertaining  to  dis- 
eases of  infancy  and  childhood,  yet  he  never  abandoned 
his  belief  in  the  importance  of  clinical  practice. Physi- 
cians like  Holt  embodied  the  American  tradition  of  valu- 
ing clinical  medicine  while  at  the  same  time  integrating 
the  ideas  and  practices  of  laboratory  science. 
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Hypersensitivity  pneumonitis  (HP)  has 

been  associated  with  the  inhalation  of 
organic  dust  in  farmer’s  lung,  bagasso- 
sis,  and  pigeon  breeder’s  disease.'’^  HP 
resulting  from  the  inhalation  of  anti- 
genic materials  carried  into  the  lung  by 
fine  water  droplets  was  first  reported  by 
Banaszak,  Thiede,  and  Fink  in  1970.^ 
They  described  four  of  27  workers  who 
developed  dyspnea,  fever,  and  chills  in 
an  office  exposed  to  a contaminated  air 
conditioner.  A thermophilic  actinomy- 
cete  was  cultured  from  this  air  condi- 
tioner, and  serum  specimens  from  all 
patients  were  found  to  contain  precipi- 
tating antibodies  against  this  organism. 
In  addition,  inhalation  challenge  with 
the  extract  of  the  cultured  thermophile 
reproduced  the  clinical  features  in  one 
patient.  Subsequent  reports  by  these 
and  other  investigators  indicated  that 
aerosols  containing  antigenic  materials 
can  also  be  produced  by  a variety  of 
contaminated  heating  and  humidifying 
systems.'*”^  We  have  recently  cared  for 
two  individuals  who  developed  clinical 
signs  and  symptoms  of  hypersensitivity 
pneumonitis,  apparently  caused  by  the 
inhalation  of  a humidifier-generated 
aerosol. 

Case  Reports 

Case  1.  An  80-year-old  retired  state 
trooper  was  well  until  fever,  cough,  fatigue, 
and  dyspnea  developed.  A chest  roentgeno- 
gram at  this  time  revealed  diffuse  pulmo- 
nary infiltrates.  A presumptive  diagnosis  of 
an  atypical  pneumonia  with  left  ventricular 
failure  was  made.  He  was  admitted  to  the 
hospital  and  treated  with  erythromycin  and 
diuretics.  His  respiratory  symptoms  and  fe- 
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ver  subsided  in  the  hospital,  and  he  was  dis- 
charged four  days  after  admission.  Howev- 
er, within  24  hours  after  his  return  home,  his 
respiratory  symptoms  and  fever  returned. 

Three  weeks  later,  he  was  readmitted  be- 
cause of  progressive  dyspnea  and  fever.  On 
physical  examination,  he  had  a respiratory 
rate  of  26/min  and  a temperature  of 
38.8°C.  There  was  a soft  systolic  murmur 
but  no  gallops  on  cardiac  examination.  In- 
spiratory crackles  were  heard  over  the  lower 
part  of  both  lungs.  The  hematocrit  was  39%, 
and  the  white  blood  cell  count  was  26,200/ 
mL  with  67%  segmented  granulocytes,  23% 
band-form  granulocytes,  5%  monocytes, 
and  5%  lymphocytes.  Urinalysis  and  electro- 
lytes were  within  normal  limits.  An  arterial 
blood  gas  drawn  while  the  patient  was 
breathing  room  air  showed  a Pa02  of  60  mm 
Hg,  a PaC02  of  35  mm  Hg,  and  a pH  of  7.48. 
He  was  unable  to  perform  spirometry  be- 
cause of  cough  and  shortness  of  breath.  A 
chest  roentgenogram  (Fig  1)  revealed  bilat- 
eral interstitial  and  alveolar  infiltrates,  un- 
changed from  his  previous  admission. 

The  patient’s  symptoms  did  not  improve 
with  the  administration  of  antibiotics,  di- 
goxin,  and  diuretics.  A transbronchial  biop- 
sy was  then  performed.  Microscopic  exami- 
nation of  the  lung  tissue  showed  a prominent 
interstitial  infiltrate  composed  of  a mixture 
of  lymphocytes,  plasma  cells,  and  histio- 
cytes (Fig  2).  Some  areas  contained  multi- 
nucleated  giant  cells  with  granuloma  forma- 
tion and  organizing  intra-alveolar  debris. 


FIGURE  1.  Chest  roentgenogram  showing  dif- 
fuse alveo-interstitial  infiltrates. 


FIGURE  2.  Interstitial  round  cell  infiltrates  (ar- 
rows); organizing  intra-alveolar  debris  (inset) 
(hematoxylin-eosin  stain;  original  magnification 
X 10,  inset  X 20). 

The  pathologic  findings  were  consistent 
with  HP.  Cultures  from  the  bronchial  wash- 
ings were  negative  for  Mycobacterium  tu- 
berculosis, Legionella  pneumophilia,  and 
fungi.  Serologic  studies  were  negative  for 
Mycoplasma  pneumoniae,  Legionella 
pneumophilia,  and  a variety  of  viruses. 

On  close  questioning,  the  patient  indicat- 
ed that  he  had  purchased  two  portable  ultra- 
sonic humidifiers  prior  to  the  onset  of  his 
respiratory  symptoms  and  fever.  He  had 
used  the  humidifiers  every  day,  except  when 
he  was  in  the  hospital.  One  humidifier  was 
kept  next  to  the  arm  of  his  favorite  reading 
chair,  where  he  spent  most  of  each  day.  The 
water  reservoir  of  the  humidifier  was  occa- 
sionally rinsed  out  with  tap  water,  but  no  ef- 
fort was  made  to  clean  the  mechanical  parts. 
Samplings  obtained  from  the  water  and  sur- 
face of  the  mechanical  parts  revealed  a 
growth  of  Cephalosporium  sp,  Tricho- 
sporon  beigelii,  Candida  guilliermondii, 
Trichoderma,  and  aerobic  gram-positive 
bacilli.  No  thermophilic  organisms  could  be 
identified.  Serologic  tests  for  precipitating 
antibodies  to  thermophilic  actinomycetes 
were  negative. 

The  antibiotic  therapy  was  discontinued, 
and  a 60-mg/day  dose  of  prednisolone  was 
administered.  The  patient’s  respiratory 
symptoms  and  fever  abated  gradually  over 
the  next  few  days.  A repeated  analysis  of  ar- 
terial blood,  drawn  while  he  was  breathing 
room  air,  revealed  PaC02,  3 1 mm  Hg;  Pa02, 
82  mm  Hg;  and  pH  7.44.  Chest  roentgeno- 
grams showed  a significant  decrease  of  the 
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pulmonary  infiltrates. 

The  patient  was  discharged  to  his  home, 
and  the  humidifiers  were  removed.  His  res- 
piratory symptoms  continued  to  improve, 
and  the  dose  of  prednisolone  was  tapered 
and  discontinued  over  the  next  three  weeks. 
Follow-up  pulmonary  function  tests  three 
months  after  discontinuing  corticosteroids 
showed  a mild  restrictive  ventilatory  defect 
and  a normal  diffusion  capacity.  Follow-up 
chest  roentgenograms  showed  a complete 
resolution  of  the  pulmonary  infiltrates.  He 
has  remained  asymptomatic  and  in  excellent 
health  during  the  past  two  years. 

Case  2.  A 59-year-old  retired  worker 
was  in  good  health  until  a nonproductive 
cough,  exertional  dyspnea,  and  mild  fever 
developed.  Two  years  prior  to  his  illness,  he 
had  obtained  a portable  ultrasonic  humidifi- 
er, which  was  initially  placed  in  his  wife’s 
bedroom.  He  slept  in  a separate  bedroom 
and  was  only  occasionally  exposed  to  the  hu- 
midifier aerosol.  During  this  time  he  had 
had  no  respiratory  symptoms.  In  November 
1987  he  moved  the  humidifier  to  his  bed- 
room. Three  days  later  he  noted  the  onset  of 
dyspnea,  cough,  and  mild  fever.  He  went  to 
a walk-in  clinic  where  a physician  diagnosed 
pneumonia  and  prescribed  erythromycin.  A 
chest  roentgenogram  at  this  time  showed 
diffuse  pulmonary  infiltrates. 

The  patient’s  respiratory  symptoms  dete- 
riorated during  the  next  week  despite  treat- 
ment with  erythromycin.  He  noted  a signifi- 
cant decrease  in  his  physical  work  capacity 
and  could  no  longer  do  his  regular  house- 
work. He  continued  to  use  this  humidifier 
after  the  onset  of  respiratory  symptoms  and 
sometimes  leaned  over  into  the  rising  mist 
hoping  that  the  humidity  might  relieve  his 
dry  cough.  His  symptoms  worsened. 

He  was  referred  to  a chest  physician  who 
found  inspiratory  crackles  at  the  base  of 
both  lungs.  The  heart  had  no  murmurs  or 
gallops.  There  was  no  edema  of  the  lower  ex- 
tremities nor  clubbing  of  fingers.  Urinalysis, 
complete  blood  cell  counts,  and  electrolyte 
studies  were  normal.  The  chest  roentgeno- 
gram showed  increased  interstitial  and  alve- 
olar infiltrates  in  comparison  to  chest  roent- 
genograms taken  one  week  before.  The 
pulmonary  function  test  revealed  a forced 
vital  capacity  (FVC)  of  2.14  liters  (51%  of 
predicted),  a total  lung  capacity  (TLC)  of 
3.39  liters  (68%  of  predicted),  and  a diffu- 
sion capacity  of  12.2  mL/min/mm  Hg  (43% 
of  predicted),  indicating  restrictive  ventila- 
tory and  diffusion  defects. 

Because  it  was  suspected  that  inhalation 
of  the  humidifier  mist  may  have  caused  his 
respiratory  disorder,  the  patient  was  advised 
to  discontinue  use  of  the  humidifier.  No 
medications  were  given.  He  felt  a significant 
improvement  of  his  respiratory  symptoms 
by  the  following  morning.  Within  a week,  all 
his  respiratory  symptoms  disappeared,  and 
his  physical  activities  have  returned  to  nor- 
mal. Chest  roentgenograms  taken  two  weeks 
later  revealed  a decrease  in  pulmonary  infil- 
trates, and  repeated  pulmonary  function 
testings  showed  an  increase  in  FVC,  TLC, 
and  diffusion  capacity. 


Discussion 

Portable  ultrasonic  humidifiers  have 
been  widely  sold  for  use  in  homes  and 
offices.  Water  droplets  generated  from 
these  humidifiers  range  in  size  from 
0.5m  to  3.0m, small  enough  for  some  of 
these  droplets  to  reach  the  distal  air 
spaces.  Although  the  reservoirs  for 
these  devices  are  generally  transparent 
and  readily  cleaned,  contamination  of 
the  ultrasonic  generator  itself  or  the 
tower  and  nozzle  assembly  which  dis- 
perses the  ultrasonic  mist  is  not  readily 
apparent,  and  these  areas  are  more  dif- 
ficult to  clean  (Fig  3). 

If  the  humidifier  is  not  cleaned  thor- 
oughly and  frequently,  organisms  may 
grow  in  the  machine;  the  organisms 
may  be  aerosolized  during  humidifier 
operation,  and  these  organisms  may  be 
inhaled  by  individuals  who  are  near  the 
humidifier.  If  the  individual  then  be- 
comes sensitized  to  this  noninfectious, 
but  potentially  antigenic  aerosol,  that 
individual  may  develop  a clinically  sig- 
nificant hypersensitivity  reaction  local- 
ized in  the  lung. 

The  diagnosis  of  HP  usually  is  made 
from  a combination  of  characteristic 
history,  an  abnormal  chest  roentgeno- 
gram, abnormal  pulmonary  function 
tests,  and  lung  pathology  consistent 
with  the  diagnosis.  In  the  acute  form  of 
HP,  dyspnea,  cough,  and  fever  usually 
occur  four  to  six  hours  after  exposure  to 
the  offending  antigen.  The  symptoms 
abate  gradually  with  the  avoidance  of 
the  antigenic  agent.  In  the  chronic  form 
of  HP,  which  is  frequently  due  to  pro- 
longed exposure  to  small  amounts  of 
antigen,  the  clinical  presentation  is  usu- 
ally insidious,  and  patients  may  not  ex- 
perience acute  respiratory  distress  after 
the  challenge  of  antigens.^ 


FIGURE  3.  Ultrasonic  humidifier:  A — Aerosol 
Dispersion  Nozzie — this  assembly  is  often  con- 
taminated and  is  difficult  to  thoroughly  clean; 
B — Water  Reservoir — this  portion  of  the  hu- 
midifier is  clear,  relatively  accessible,  and  easy 
to  clean;  C — Ultrasonic  Generator — This  por- 
tion of  the  humidifier  is  recessed  in  a well,  rela- 
tively inaccessible,  and  difficult  to  clean. 


Pulmonary  function  testing  often 
demonstrates  a restrictive  ventilatory 
defect  with  a decrease  in  both  lung  vol- 
umes and  in  the  diffusion  capacity. 
Chest  roentgenograms  reveal  diffuse 
interstitial  and  alveolar  infiltrates.'’^  '' 
The  pathologic  findings  are  character- 
ized by  patchy  interstitial  infiltrates  of 
mononuclear  cells,  multinucleated  gi- 
ant cells  with  granuloma  formation, 
and  organizing  intra-alveolar  debris.'^ 
Histologic  findings  of  the  lung  in  chron- 
ic HP  may  be  that  of  nonspecific  fibro- 
sis. ' ^ Lung  biopsy  may  not  be  necessary 
if  the  clinical  manifestations  are  classic 
and  the  relationship  between  symptoms 
and  exposure  is  obvious.'  '^  Bronchoal- 
veolar  lavage  (BAL)  fluid  from  pa- 
tients with  HP  is  characterized  by  an 
increase  in  lymphocytes  (compared 
with  normal  subject  BAL  fluid)  with  an 
increased  proportion  of  T cells. The 
diagnosis  can  be  established  by  a posi- 
tive antigen  inhalation  challenge  that 
reproduces  the  presenting  signs  and 
symptoms.  Corticosteroids  may  be 
used,  particularly  in  cases  character- 
ized by  severe  systemic  symptoms  or  se- 
rious impairment  of  pulmonary  func- 
tion.'^ Most  acute  cases  will  subside 
without  specific  treatment,  provided 
that  further  exposure  to  the  offending 
antigen  is  avoided. 

The  immunopathogenesis  of  HP  has 
not  been  well  defined.  Immune  complex 
hypersensitivity  and  cellular  reactivity 
have  been  considered  the  major  im- 
mune alterations  induced  by  antigens  in 
this  disorder.''"  Interestingly,  only  a 
small  proportion  of  individuals  exposed 
to  antigen  aerosols  that  are  associated 
with  acute  HP  actually  develop  the  dis- 
ease.^" Genetic  variations  in  the  im- 
munologic response  and  an  increased 
susceptibility,  caused  by  cigarette 
smoking,  for  example,  have  been  postu- 
lated to  explain  the  variability  in  an  in- 
dividual’s clinical  responses  to  the  same 
aerosolized  antigens."  ''* 

As  demonstrated  by  these  cases  and 
others,^’'*’^’^  the  diagnosis  of  HP  associ- 
ated with  the  use  of  humidifiers  is  usu- 
ally delayed,  following  repeated  exacer- 
bations of  respiratory  symptoms 
related  to  reexposure  to  aerosols  or  dust 
to  which  the  symptomatic  individual 
has  become  sensitized.  Irreversible  pul- 
monary damage  may  occur  if  the  disor- 
der is  not  recognized  and  exposure  con- 
tinues. Since  the  portions  of  the 
ultrasonic  humidifiers  that  are  most 
likely  to  become  contaminated  and  that 
generate  the  aerosol  are  not  readily  visi- 
ble (Fig  3),  users  may  not  clean  them 
adequately.  The  diagnosis  of  HP 
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caused  by  the  inhalation  of  an  antigenic 
aerosol  from  such  a humidifier  may  not 
be  considered,  despite  the  otherwise 
typical  clinical  features  of  the  illness, 
because  the  association  between  the  use 
of  small  ultrasonic  humidifiers  and  HP 
is  not  generally  appreciated. 

A variety  of  organisms  such  as  Ther- 
moactinomyces  vulgaris,  Micropoly- 
spora  faeni,  and  Bacillus  sereus  have 
been  listed  as  agents  that  may  contami- 
nate the  ventilation  system  and  result  in 
HP.'’^  Thermophilic  organisms  have 
been  reported  most  often, but 
these  organisms  are  not  usually  found 
in  cool  humidification  systems,  because 
their  growth  requires  a warm  environ- 
ment.^'^ As  shown  in  case  1 and  other 
reported  cases,^’^’^-'^  it  is  common  to 
grow  more  than  one  organism  from  a 
contaminated  humidifier.  Attempts  to 
isolate  specific  antigens  causing  pa- 
tients’ disease  are  frequently  not  suc- 
cessful.'-^ In  a case  reported  by  Hodges 
and  associates^  with  HP  related  to  a 
contaminated  cool-mist  vaporizer, 
aerosol  challenge  with  preparations 
from  individual  fungi  and  bacteria  cul- 
tured from  the  vaporizer  failed  to  re- 
produce clinical  features.  However,  the 
patient  developed  characteristic  signs 
and  symptoms  after  the  challenge  of 
water  from  the  vaporizer.  The  authors 
concluded  that  an  insoluble  particulate 
antigen  not  related  to  the  microorgan- 
isms isolated  from  the  vaporizer  might 
be  the  causal  agent.  Their  case  illus- 
trates the  difficulty  in  preparing  the 
challenge  materials  and  identifying  the 
responsible  agents  in  humidifier-relat- 
ed HP. 

The  presence  of  precipitating  anti- 
bodies in  patients’  sera  is  useful  in  es- 
tablishing the  relationship  between  HP 
and  suspected  causative  antigens.'-^-" 
Unfortunately,  the  value  of  this  immu- 
nologic study  in  the  diagnosis  of  HP  is 
limited  by  its  relatively  low  specific- 
ity 1 6, 1 7 Precipitating  antibodies  may  be 
absent  in  some  symptomatic  patients 
with  exposure  history  and  may  be 
present  in  asymptomatic  but  exposed 
individuals."  In  a survey  conducted  by 
Banaszak  and  colleagues'^  investigat- 
ing the  relationship  between  exposure 


to  thermophilic  actinomycetes  and  hy- 
persensitivity lung  syndromes,  they 
concluded  that  symptomatic  subjects 
had  a higher  frequency  of  precipitating 
antibodies  against  various  thermophilic 
antigens.  Poor  correlation  existed 
among  symptoms,  radiographic  find- 
ings, and  the  presence  of  precipitating 
antibodies.  However,  identification  of 
specific  precipitating  antibodies  might 
sometimes  lead  to  investigation  of  a 
specific  environment  to  uncover  the 
causes  of  HP. 

We  have  evaluated  two  individuals 
with  a noninfectious  pneumonitis.  Both 
individuals  developed  the  clinical  fea- 
tures of  hypersensitivity  pneumonitis 
when  regularly  exposed  to  a home  ul- 
trasonic humidifier,  and  both  individ- 
uals experienced  a complete  remission 
when  exposure  to  the  aerosol  from  these 
devices  was  discontinued.  The  first  pa- 
tient had  a biopsy  which  showed  fea- 
tures characteristic  of  HP.  He  im- 
proved, following  removal  from  the 
ultrasonic  humidifier  mist,  but  identi- 
cal respiratory  symptoms  developed 
following  reexposure  to  the  same  hu- 
midifier at  home,  a de  facto  inhalation 
challenge  test.  Since  the  humidifier  was 
removed,  he  has  remained  well  at  home 
for  the  past  two  years,  strongly  suggest- 
ing that  the  critical  factor  for  respira- 
tory disease  was  his  exposure  to  the 
mist  generated  by  this  humidifier.  We 
confirmed  the  presence  of  contaminat- 
ing bacterial  and  fungal  microorgan- 
isms from  the  well  of  the  humidifier 
used  by  this  patient.  The  isolated  or- 
ganisms are  not  considered  pathogenic 
for  humans.  The  diagnosis  of  HP  in 
case  2 was  based  on  characteristic  find- 
ings of  symptoms,  signs,  chest  roent- 
genograms, and  pulmonary  function 
tests.  That  patient’s  symptoms  rapidly 
subsided  following  the  removal  of  the 
humidifier  without  any  medical  treat- 
ment. Although  we  did  not  identify  the 
specific  agents  responsible  for  their  dis- 
ease, the  relationship  between  each  pa- 
tients’ respiratory  symptoms  to  expo- 
sure to  the  mist  generated  from  a 
specific  ultrasonic  humidifier  strongly 
suggests  that  in  each  case  the  patient 
had  developed  HP  related  to  the  inhala- 


tion of  antigenic  materials  in  this  mist. 

We  conclude  that  a syndrome  typical 
of  HP,  including  a characteristic  clini- 
cal course  and  pathological  findings, 
may  occur  in  some  individuals  exposed 
to  ultrasonic  humidifiers.  Early  diagno- 
sis can  be  made  by  taking  a complete 
environmental  history.  Affected  indi- 
viduals improve  rapidly  when  exposure 
to  the  aerosol  mist  generated  from  the 
humidifier  is  discontinued. 
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Salmonella  arthritis 


Laura  L.  Fisher,  md,  R.  Gordon  Douglas,  Jr,  md 


Arthritis  is  a recognized  yet  uncom- 
mon manifestation  of  salmonella  infec- 
tions. Joint  involvement  may  present  as 
a sterile  reactive  arthritis  or  as  a septic 
arthritis.  The  primary  site  of  infection 
is  rarely  identified,  but  suppurative  sal- 
monella arthritis  is  presumed  to  origi- 
nate by  hematogenous  seeding  or  by  ex- 
tension from  an  adjacent  focus  of 
osteomyelitis. 

Case  Report 

We  recently  treated  a patient  with  septic 
arthritis  of  a prosthetic  hip  Joint  caused  by 
Salmonella  enteritidis.  The  case  is  unusual 
in  that  salmonella  rarely  infects  prosthetic 
joints;  the  patient  possessed  sickle  cell  trait 
rather  than  the  recognized  risk  factor  of 
sickle  cell  disease;  and  the  patient  did  not 
respond  clinically  to  appropriate  antimicro- 
bial therapy. 

A 44-year-old  black  man  with  sickle  cell 
trait  and  chronic  renal  failure  on  mainte- 
nance hemodialysis  was  hospitalized  in  Jan- 
uary 1 987,  following  24  hours  of  acute  onset 
left  prosthetic  hip  pain,  fever,  and  chills.  The 
patient  had  begun  hemodialysis  in  Novem- 
ber 1976  for  end-stage  renal  disease  second- 
ary to  post-streptococcal  glomerulonephri- 
tis. He  received  a cadaveric  kidney 
transplant  in  June  1978.  Glucocorticoid  ste- 
roids were  administered  until  1 983  when  the 
transplant  failed.  Left  hip  arthroplasty  was 
performed  in  1979,  and  a contralateral  arth- 
roplasty was  performed  in  1980,  both  for 
steroid-induced  aseptic  necrosis  of  the  femo- 
ral heads.  Hemodialysis  was  reinstituted  in 
June  1983,  and  the  patient  subsequently  did 
well  until  1985,  when  persistent  left  hip  pain 
developed  without  fever  or  local  signs.  Plain 
x-ray  films  revealed  loosening  of  the  pros- 
thesis. Serial  arthrocenteses  performed  until 
December  1986  produced  no  bacterial 
growth  from  aspirated  joint  fluid.  The  pa- 
tient denied  preceding  trauma  to  his  hip  and 
genitourinary  or  respiratory  complaints.  He 
took  no  antibiotics.  There  was  no  history  of 
gastroenteritis  in  the  patient  or  in  his  family 
members.  He  was  seronegative  for  the  hu- 
man immunodeficiency  virus  (HIV). 

On  admission,  the  patient  was  febrile 
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(temperature,  29.2°C).  The  skin  overlying 
his  left  hip  was  tender  and  warm  and  the 
joint’s  range  of  motion  was  restricted  by 
pain.  There  was  no  conjunctivitis  or  urethri- 
tis. Hemoglobin  was  11.2  g/dL.  There  was 
no  evidence  of  hemolysis.  The  total  white 
blood  cell  was  4,700/mm^;  blood  urea  nitro- 
gen, 63  mg/dL;  and  creatinine,  8.6  mg/dL. 
A chest  film  was  unremarkable,  and  radio- 
graphs of  the  left  hip  only  showed  loosening 
of  the  femoral  component  of  the  prosthesis. 

Arthrocentesis  of  the  left  hip  produced 
purulent  synovial  fluid  with  14,000  red 
blood  cells.  There  were  52,000  leukocytes/ 
mm^  with  9%  mononuclear  cells  and  91% 
neutrophils.  Gram  stain  and  stains  for  acid- 
fast  bacteria  and  fungi  revealed  no  organ- 
isms. Intravenous  vancomycin  and  gentami- 
cin were  administered  and  ceftazidine  was 
added  the  following  day  when  preliminary 
cultures  of  the  joint  fluid  grew  a Gram-neg- 
ative rod. 

The  patient  suffered  a cardiopulmonary 
arrest  two  days  after  admission  and  died  on 
the  third  hospital  day.  Autopsy  revealed 
grossly  normal  heart  tissue  and  valves,  a 
normal  arteriovenous  fistula,  and  a rejected 
cadaveric  renal  transplant.  The  left  hip  joint 
contained  purulent  fluid,  but  no  osteomyeli- 
tis was  evident.  Cultures  of  pre-  and  post- 
mortem left  hip  joint  fluid,  as  well  as  post- 
mortem lung  and  heart  blood,  grew 
Salmonella  enteritidis.  The  organism  was 
sensitive  to  ampicillin,  cefazolin,  chloram- 
phenicol, trimethoprim-sulfamethoxazole, 
and  aminoglycosides.  Antemortem  blood, 
urine,  and  stool  cultures  remained  negative. 

Discussion 

Salmonella  infections  present  an  in- 
creasing challenge  to  clinicians  and  epi- 
demiologists. Risk  factors  for  salmonel- 
la infection  include  sickle  cell  anemia 
and  other  hemoglobinopathies,'  hema- 
tologic malignancies,^  the  acquired  im- 
munodeficiency syndrome  (AIDS),^ 
gastric  surgery,'*  liver  disease,^  diabetes 
mellitus,^  steroid  or  chemotherapy,  and 
collagen  vascular  disease.^ 

Salmonella  infections  can  be  classi- 
fied into  five,  often  overlapping,  clinical 
syndromes:  gastroenteritis,  enteric  fe- 
ver, bacteremia,  focal  infection,  and  the 
chronic  carrier  state.  Bacteremic  pa- 
tients may  develop  focal  salmonella  ab- 
scesses months  to  years  after  their  ini- 


tial salmonella  infection.  Common 
focal  syndromes  include  meningitis,’ 
osteomyelitis,*  pneumonitis,^  endocar- 
ditis and  arteritis,'"  and  arthritis." 

Salmonella  arthritis  manifests  in  two 
distinct  clinical  forms:  reactive  arthritis 
and  septic  arthritis.  Reactive  arthritis  is 
a sterile,  polyarticular  process  which, 
similar  to  the  arthropathy  associated 
with  shigella  and  yersinia  gastroenteri- 
tis, is  more  common  in  HLA  B27  posi- 
tive individuals.'’  Pyogenic  salmonella 
arthritis  is  rare,  with  an  overall  inci- 
dence of  approximately  0.25%  of  all  pa- 
tients with  salmonellosis.'’’''*  In  their 
1976  review  of  224  cases  of  septic  ar- 
thritis, Goldenberg  and  Cohen'’  identi- 
fied only  two  cases  due  to  salmonella. 
Theoretically,  infections  of  joint  fluid 
can  follow  direct  inoculation  of  bacilli 
into  a joint  space,  spread  from  an  adja- 
cent focus  of  osteomyelitis  or  hematog- 
enous spread  from  a distant  site.  David 
and  Black'’  reviewed  84  cases  of  pyo- 
genic salmonella  arthritis.  None  of  the 
cases  had  evidence  of  direct  traumatic 
contamination  of  the  joint  space.  Of  the 
18  x-rays  obtained,  only  8 demonstrat- 
ed an  underlying  osteomyelitis.  Thirty- 
eight  percent  of  cases  had  positive  blood 
and/or  stool  cultures.  Physical  findings 
included  swelling,  erythema,  warmth, 
pain,  tenderness,  and  limited  range  of 
motion.  Sixty-seven  percent  of  cases 
were  monoarticular,  with  the  knee  be- 
ing the  joint  most  frequently  affected 
and  Salmonella  choleraesuis  being  the 
serotype  most  frequently  isolated." 

Ortiz-Neu  et  al’  published  a more  re- 
cent review  of  salmonella  cases.  Nine 
cases  of  septic  arthritis  were  identified. 
Risk  factors  and  physical  findings  were 
similar  to  those  found  in  David  and 
Black’s"  study.  Synovial  fluid  typically 
was  cloudy,  with  a mean  of  80,000  leu- 
kocytes/mm’ and  90%  neutrophils,  a 
blood-to-joint  fluid  glucose  ratio  of 
greater  than  40%,  and  a positive  Gram 
stain  in  67%  of  cases.’  Cohen  et  al'" 
from  Duke  University  reviewed  the  lit- 
erature from  the  antibiotic  era  and 
identified  44  cases  of  salmonella  arthri- 
tis. Twenty-seven  percent  of  cases  oc- 
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curred  in  children.  Blood  cultures  were 
positive  in  65%  of  patients  and  stool  cul- 
tures were  positive  in  43%.  Roentgeno- 
graphic  evidence  of  osteomyelitis  was 
noted  in  68%  of  patients. 

Despite  accumulating  evidence  that 
salmonella  is  a frequent  cause  of  bac- 
teremia and  gastroenteritis  in  patients 
infected  with  HIV,  no  cases  of  salmo- 
nella arthritis  have  been  reported  in 
these  patients.'^'*  Because  of  a paucity 
of  cases,  no  controlled  studies  on  salmo- 
nella arthritis  therapy  have  been  con- 
ducted. Hence,  inferences  must  be 
drawn  from  experience  with  salmonella 
infections  at  other  body  sites  and  from 
arthritis  caused  by  other  Gram-nega- 
tive bacilli. 

Although  most  salmonella  isolates 
are  sensitive  in  vitro  to  cephalosporins 
and  aminoglycosides,  only  ampicillin, 
chloramphenicol,  and  trimethoprim- 
sulfamethoxazole  have  proven  effica- 
cious in  vivo  in  cases  of  salmonella  en- 
teric fever,  bacteremia,  meningitis,  and 
osteomyelitis.^'^ 

Chloramphenicol  penetrates  extra- 
vascular  spaces  well  and  is  a mainstay 
of  therapy  of  focal  salmonella  infec- 
tions. However,  it  has  potentially  seri- 
ous side  effects,  is  rarely  bactericidal  at 
achievable  serum  levels,  and  does  not 
cure  the  carrier  state.  Trimethoprim- 
sulfamethoxazole  enters  closed  spaces 
well,  but  it  also  rarely  achieves  bacteri- 
cidal serum  levels.  Only  ampicillin  has 
been  shown  to  achieve  bactericidal 
blood  levels  and  to  cure  the  chronic  car- 
rier state. Certain  third-generation 
cephalosporins  and  quinolones  have  ex- 
cellent in  vitro  bactericidal  activity 
against  salmonella  species  and  have 
been  used  successfully  in  treating  cer- 
tain cases  of  enteric  fever  and  localized 
infections  caused  by  salmonella. 
However,  in  light  of  studies  demon- 
strating lack  of  correlation  between  in 
vitro  and  in  vivo  sensitivities  of  salmo- 
nella to  other,  older  antimicrobials,  one 
must  be  cautious  in  assuming  clinical 
efficacy  of  these  newer  agents. 

Despite  the  lack  of  prospective  con- 
trolled studies  of  salmonella  joint  infec- 
tions, it  is  clear  that  intravenous  antibi- 
otic therapy  for  two  to  four  weeks  as 
well  as  adequate  drainage  of  purulent 
synovial  fluid  is  mandatory  for 
cure.^^'^^  Controversy  exists  as  to 
whether  needle  aspiration  or  open  sur- 
gical debridement  and  drainage  should 
be  the  initial  surgical  approach.  Ac- 
cording to  a recent  study  by  Golden- 
berg  et  af^  comparing  needle  aspira- 
tion and  surgery  in  the  treatment  of 


septic  arthritis,  open  drainage  was  pref- 
erable in  hip  infections  because  of  tech- 
nical difficulty  in  performing  serial 
needle  arthrocenteses  of  that  joint. 
Other  indications  for  surgical  drainage 
include  evidence  for  an  underlying  os- 
teomyelitis, the  presence  of  an  infected 
prosthetic  joint,  and  inability  to  clear 
synovial  fluid  of  leukocytes  or  organ- 
isms with  serial  needle  aspiration. 
When  Gram-negative  bacilli  infect  a 
prosthetic  joint,  removal  of  the  implant 
is  almost  always  desirable.-^* 

The  case  presented  in  this  report  is 
unusual  in  several  respects.  It  is  only 
the  fifth  reported  salmonella  infection 
of  a prosthetic  joint  in  the  United 
States.^’'® 

Secondly,  the  patient  possessed  no 
clear  risk  factors  for  developing  a sal- 
monella joint  infection.  Steroid  therapy 
had  been  discontinued  three  years  prior 
to  the  onset  of  his  arthritis,  and  the  pa- 
tient’s hemoglobin  electrophoresis  re- 
vealed sickle  cell  trait.  Although  sickle 
cell  disease  is  a significant  risk  factor 
for  both  salmonella  osteomyelitis  and 
arthritis,  sickle  cell  trait  has  only  been 
identified  as  a predisposing  condition 
for  salmonella  osteomyelitis. 

Although  Salmonella  choleraesuis  is 
the  most  common  serotype  to  cause  a 
pyogenic  arthritis,  our  patient’s  culture 
grew  Salmonella  enteritides.  Lastly, 
our  patient  did  not  respond  to  three 
days  of  gentamicin  therapy  and  five 
doses  of  ceftazidine,  despite  favorable 
in  vitro  sensitivities  of  his  isolate  to 
these  antibiotics. 

To  date,  no  prospective  therapeutic 
studies  of  salmonella  arthritis  have 
been  conducted,  and  systemic  adminis- 
tration of  ampicillin,  chloramphenicol, 
or  TMP-SMX  with  adequate  mechani- 
cal drainage  remains  the  cornerstone  of 
therapy.  Clinical  trials  with  the  newer 
cephalosporins  and  quinolones  are  indi- 
cated. Meanwhile,  salmonella  should 
be  considered  an  unusual  yet  potential 
pathogen  in  Gram-negative  infections 
of  both  native  and  prosthetic  joints. 
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Manual  labor  metacarpophalangeal  arthropathy  in  a baker 


Elizabeth  McDonald,  md,  Catherine  Marino,  md 


An  occupational  arthropathy  involving 
the  metacarpophalangeal  (MCP)  joints 
has  been  described  in  manual  laborers 
who  perform  sustained  gripping  with 
both  hands.'  This  disorder  has  been 
termed  the  Missouri  metacarpal  syn- 
drome. The  patients  described  were 
noted  to  be  machinists,  truck  drivers, 
and  masons  presenting  with  bilateral 
hand  disorders  in  the  setting  of  more 
generalized  osteoarthritis  in  other 
joints.  We  describe  an  additional  case 
in  a professional  baker  of  what  we  be- 
lieve to  be  MCP  arthropathy  due  to 
manual  labor  that  exemplifies  typical 
features  of  this  disorder. 

Case  Report 

A 64-year-old  man  presented  with  bilat- 
eral painful  swelling  and  stiffness  of  the 
MCP  joints  of  his  hands  that  had  been 
present  for  many  years.  He  had  a history  of 
a traumatic  amputation  of  the  fifth  digit  of 
the  right  hand  in  childhood,  as  well  as  de- 
generative arthritis  of  the  hips  and  knees.  A 
total  hip  replacement  in  1982  revealed  os- 
teoarthritis in  the  surgical  specimen.  The 
patient  had  worked  consistently  for  35  years 
as  a professional  baker,  which  involved 
kneading  dough  and  gripping  utensils.  His 
hand  complaints  persisted  until  retirement, 
at  which  time  his  symptoms  improved. 

On  physical  examination,  the  patient  ex- 
hibited a visible  enlargement  of  the  second 
and  third  MCP  joints  bilaterally.  Soft  tissue 
swelling  was  not  present,  and  there  was  no 
associated  redness  or  warmth.  The  remain- 
ing articular  examination  was  remarkable 
for  decreased  internal  rotation  of  both  left 
and  right  hips  and  bony  enlargement  of  both 
knees  without  warmth  or  erythema. 

Laboratory  studies  were  all  normal  or 
negative,  including  serum  iron,  total  iron- 
binding capacity  and  ferritin,  cholesterol, 
T4,  serum  calcium,  triglycerides,  rheuma- 
toid factor,  and  anti-nuclear  antibody.  The 
erythrocyte  sedimentation  rate  (ESR)  was 
16  mm/h. 
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Rheumatology.  Department  of  Medicine,  St  John’s 
Queens  Hospital  Division  of  the  Catholic  Medical 
Center  of  Brooklyn  and  Queens.  Inc.  90-02  Queens 
Blvd.  Elmhurst,  NY  1 1373. 


Radiographs  of  the  hands  showed  degen- 
erative changes,  with  narrowing  of  the  sec- 
ond, third,  and  fourth  joint  spaces  bilateral- 
ly. Amputation  of  the  right  fifth  finger  was 
noted.  Prominent  osteophytes  of  both  radial 
and  ulnar  surfaces  (Fig  1)  of  the  involved 
MCP  joints  were  seen  bilaterally.  Cysts  sur- 
rounded by  sclerotic  margins  were  noted  in 
the  second  metacarpal  heads.  Radiographs 
of  the  right  hip  and  knees  identified  mild  de- 
generative changes,  without  chondrocalcin- 
osis. 

Discussion 

This  patient  presented  a picture  of 
severe  osteoarthritic  changes  involving 
the  MCP  joints.  The  differential  diag- 
noses included  osteoarthritis  in  associa- 
tion with  hemochromatosis,  calcium 
pyrophosphate  dihydrate  crystal  depo- 
sition disease,  or  metacarpal  arthropa- 
thy seen  with  manual  labor.  Idiopathic 
hemochromatosis  is  an  inherited  disor- 
der of  iron  metabolism.  The  diagnosis  is 
supported  by  finding  elevated  serum 
iron  and  serum  ferritin  levels.  The 
MCP  joints  (especially  the  second  and 
third),  the  proximal  interphalangeal 
and  distal  interphalangeal  joints,  as 
well  as  the  wrists  are  involved  in  the  ar- 
thropathy of  hemochromatosis.  Larger 
joints  (shoulders,  hips,  and  knees)  may 
also  be  affected. ^ The  patient  had  a 
joint  replacement  of  the  right  hip, 
which  lacked  histologic  evidence  of  iron 
deposition. 

Half  of  the  patients  with  calcium  py- 
rophosphate dihydrate  deposition  dis- 
ease (CPPD)  have  progressive  joint  de- 


FIGURE  1.  Roentgenogram  of  the  hands 
showing  degenerative  changes  of  the  second, 
third,  and  fourth  MCP  joint  spaces  bilateraliy. 


generation  which  involves  the  knees, 
wrists,  MCP  joints,  hips,  shoulders,  el- 
bows, and  ankles.  In  approximately 
10%  of  these  patients,  the  disease  pro- 
gresses to  a chronic  symmetric  polyarti- 
cular form  of  arthritis  resembling 
rheumatoid  arthritis.^  On  joint  roent- 
genograms, calcific  deposits  occur  in 
characteristic  sites.  The  patient  de- 
scribed here  lacked  radiographic  evi- 
dence of  chondrocalcinosis  in  the  radio- 
carpal joints,  symphysis  pubis,  or  knees. 
He  also  had  no  CPPD-associated  meta- 
bolic or  endocrine  diseases.  The  possi- 
bility of  crystal  deposition  disease,  how- 
ever, cannot  be  absolutely  excluded 
without  the  benefit  of  a synovial  biopsy, 
but  it  is  less  likely  in  view  of  the  above 
findings.  The  patient  was  negative  for 
rheumatoid  factor  and  did  not  have  the 
symmetric  inflammatory  joint  process 
characteristic  of  rheumatoid  arthritis. 

Studies  have  suggested  that  long 
term  occupational  stresses  or  sports  ac- 
tivities may  precede  the  development  of 
degenerative  joint  disease."*'^  As  sug- 
gested by  Peyron,^  mechanical  stress  is 
one  factor  among  others,  such  as  aging, 
malalignment,  or  joint  deformity,  that 
interact  to  produce  osteoarthritis  of 
specific  joints.^ 

Normal  forces  across  a joint  may 
produce  changes  if  a cartilage  abnor- 
mality or  the  cartilage  composition 
makes  the  joint  more  susceptible  to  in- 
jury.^ Biochemical  and  metabolic 
changes  in  the  articular  cartilage  of  pa- 
tients with  osteoarthritis  have  been  de- 
scribed.* A cartilage  abnormality  may 
have  played  a role  in  predisposing  this 
patient  to  generalized  osteoarthritis 
and  also  facilitated  the  development  of 
a traumatic  arthritis  of  the  MCP  joints. 

The  patient  lacked  coincident  in- 
volvement of  the  proximal  interphalan- 
geal and  distal  interphalangeal  joints 
commonly  seen  in  osteoarthritis  of  the 
hands.  His  hand  involvement  was  bilat- 
eral, which  points  toward  usage  as  play- 
ing a role,  since  his  manual  labor  tasks 
required  use  of  both  hands.  The  domi- 
nant hand  had  more  severe  involve- 
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ment  as  seen  in  the  task-related  impair- 
ments of  cotton  mill  workers.® 

Mechanical  forces  across  the  joint  may 
induce  pathologic  changes  if  the  forces 
are  abnormal  in  quantity,  or  if  normal 
forces  are  directed  in  abnormal  direc- 
tions.® The  occupational  arthropathy 
presented  here  occurred  in  the  setting 
of  “abnormal”  stresses  to  the  joints  in- 
volved over  time.  The  arthropathy  is  of 
interest  for  its  anatomic  distribution  in 
a setting  of  occupationally  related  man- 
ual use  over  a period  of  35  years.  The 
differential  diagnosis  of  degenerative 


changes  involving  the  MCP  joints  should 
include  manual  labor  arthropathy  in 
addition  to  hemochromatosis  and  calci- 
um pyrophosphate  deposition  disease. 
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FROM  THE  LIBRARY 


THE  PRESIDENT’S  PAGE 

The  medical  profession,  called  by  Robert  Louis  Stevenson  “the  flower  of  our  civilization,”  is  now  on 
trial.  Grave  decisions  will  soon  be  made,  which  will  determine  whether  our  methods  of  service,  our 
ideals,  our  independence  will  endure. 

We  are  not  opposed  to  change.  In  fact,  we  will  work  continually  for  change  if  it  is  for  the  benefit  of  our 
patients,  and  if,  in  the  end,  that  change  leaves  our  individual  patient  an  individual,  not  a number.  The 
physician  is  only  part  of  the  social  picture,  and  it  is  certain  that  the  profession  will  not  completely 
control  its  own  destiny  in  the  economic  sphere.  Its  spiritual  destiny,  however,  will  be  its  own  to  preserve 
gloriously,  or  to  lose  miserably. 

Opposing  us  are  large  groups  of  people  of  various  sorts.  Sociologists,  labor  organizations,  government 
bureaucrats,  and  even  minority  groups  in  the  profession  itself  are  doing  their  utmost  to  shackle  the 
physician  in  a system  of  government-controlled  distribution  of  medical  care. 

The  issue,  as  expressed  by  all  of  these  groups,  is  for  the  most  part  an  economic  one,  and  is  based  on  the 
false  idea  that  money  can  cure  the  evils  that  beset  mankind.  If  we  add  our  war  debt,  the  material  price  of 
our  liberty  to  date,  we  are  now  spending  and  giving  away  our  great-grandchildren’s  money,  with  dogged 
perseverance,  to  prove  this  thesis,  but  I leave  it  to  you  whether  the  evils  seem  to  be  diminishing  or 
multiplying. 

The  physician,  on  the  other  hand,  points  out  that  the  most  important  thing  is  a high  standard  of 
medical  service  to  the  people.  So  both  sides  are  not  talking  about  the  same  thing  at  any  time. 

The  medical  profession  is  keenly  aware  of  the  high  cost  of  medical  care.  No  one  is  more  so.  Medical 
fees  are  but  a fraction  of  it.  It  is  indeed  a very  complicated  problem.  The  medical  profession  will  accept 
whatever  is  for  the  good  of  its  patients,  provided  the  control  of  and  responsibility  for  their  care  is  left 
with  the  doctors — where  it  belongs. 

The  medical  profession  will  fight  this  threat  to  its  patients  best  welfare  with  all  its  strength,  and  with 
honor  and  integrity.  Our  hope  is  that  the  people  themselves,  as  this  controversy  is  waged,  will  distin- 
guish between  sound  and  sound  judgement. 

The  true  physician,  actuated  by  his  ideals,  will  ever  carry  on  in  fair  weather  or  foul.  He  would  rather 
carry  on  as  at  present,  with  the  ever-increasing  potentialities  for  good  for  his  patient.  If,  however,  he 
must  bow  to  the  whirlwind,  his  wounds  will  be  on  his  front  and  not  on  his  rear,  and  he  will  still  carry  on. 
If  a debacle  should  come,  he  will  again  assume  control  and  carry  on.  It  will  be  his  duty  to  do  so.  He 
knows  no  other  stimulus.  It  is  in  his  blood. 

The  people  should  not  be  anxious  about  their  doctors.  They  should  be  anxious  for  themselves.  If 
medicine  should  be  socialized,  that  will  be  here,  as  it  has  been  elsewhere,  the  entering  wedge  to  the 
collective  state — the  great  leveler.  If  this  nemesis  should  catch  up  with  our  generation,  it  will  sit  down 
with  our  children  and  our  children’s  children. 

LEO  T.  SIMPSON,  MD 
{NY State  J Med  1949;  49:379) 
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Intestinal  perforation/ 
fistulization  complicating 
temporal  arteritis 

TO  THE  EDITOR:  The  report  by 

Patsner  and  associates'  of  three  cases  of 
intestinal  perforation/fistulization 
complicating  temporal  arteritis  raises 
several  questions  and  elicits  some  com- 
ments. 

The  report  once  again  underscores 
the  frequent  nonspecificity  of  signs  and 
symptoms  in  the  aged,  their  tendency  to 
be  disproportionate  to  the  severity  of 
pathology,  and  their  common  absence 
of  localizing  value.  We  cannot  be  re- 
minded of  these  features  too  often,  and 
not  only  in  steroid-treated  elders. 

One  may  question  whether  temporal 
arteritis  was  directly  responsible  for 
any  of  these  perforations,  and  the  au- 
thors have  not  asserted  that  it  was.  The 
lesions  occurred  in  patients  who  had  no 
other  active  manifestations  of  giant  cell 
arteritis  at  the  time,  but  this  fact  and 
the  absence  of  previous  extracephalic 
manifestations  probably  cannot  be  giv- 
en any  weight  in  deciding  the  role 
played  by  arteritis  in  the  perforations. 
More  significantly,  the  authors  de- 
scribe no  anatomic  or  histopathologic 
evidence  of  vasculitis  or  vascular  occlu- 
sion in  the  arteries  supplying  the  perfo- 
rated segments,  nor  of  transmural  ne- 
crosis with  the  possible  exception  of  the 
third  case.  The  specimen  resected  sur- 
gically in  case  two  was  surely  extensive 
enough  to  be  expected  to  reveal  any  re- 
sponsible lesions.  In  case  three  a recur- 
rence of  peritonitis  seven  months  after 
the  initial  episode  is  described,  but 
there  are  no  comments  on  whether  the 
second  laparotomy  revealed  an  ana- 
tomic cause  for  the  recurrence,  nor  if 
any  surgical  tissue  specimens  were  tak- 
en and  analyzed  at  the  second  opera- 
tion. Also,  the  reader  infers  that  autop- 
sy was  refused  in  case  three;  the 
anatomic  findings  would  have  been  of 
great  interest.  Although  corticosteroid 
therapy  might  have  obscured  or  lysed 
active  vascular  inflammation  in  these 
cases,  there  would  have  to  be  some  re- 
sidual vaso-occlusive  lesion,  eg,  scar,  in- 
timal  proliferation,  or  thrombosis,  to 
act  as  intermediary  between  arteritis 


and  organ  damage.  Two  of  the  patients 
reported  had  other  conditions,  common 
in  the  elderly,  that  can  be  associated 
with  perforation:  duodenal  ulcer,  adhe- 
sions from  prior  intraperitoneal  sur- 
gery, and  diverticular  disease.  While 
there  exists  heated  controversy  about 
whether  corticosteroid  therapy  can 
cause  or  exacerbate  peptic  disease,  and 
about  its  role  in  gastroenteric  perfora- 
tions, certainly  one  cannot  exclude  its 
having  played  a significant  role  in  any 
or  all  of  the  cases  reported  by  Patsner 
and  associates;  the  absence  of  repeated 
perforations  in  two  patients  (or  all 
three?)  while  on  follow-up  tapering 
corticosteroid  therapy  does  not  militate 
against  a major  corticosteroid  contribu- 
tion. 

The  spectrum  of  extracephalic  mani- 
festations of  giant  cell  arteritis  is  widen- 
ing all  the  time,^  and  intestinal  involve- 
ment appears  to  be  among  them. 
Whatever  the  answers  to  the  questions 
raised  in  this  communication,  for  the 
reasons  cited  by  Patsner  and  associates 
it  will  behoove  the  clinician  to  keep  the 
complication  of  intestinal  perforation 
in  mind  in  patients  with  giant-cell  ar- 
teritis who  have  abdominal  pain:  The 
management  will  be  equally  urgent 
whether  the  arteritis  itself,  the  neces- 
sary therapy  for  the  arteritis,  or  some 
other  factor  underlies  it. 

HENRY  SCHNEIDERMAN,  MD 

University  of  Connecticut  Health  Center 
Farmington,  CT  06032-9984 
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Cervical  tuberculosis 

TO  THE  EDITOR:  Recent  papers  on  tu- 

berculosis published  in  the  Journal''^ 
emphasize  the  importance  of  making 
the  diagnosis  of  this  disease  through  en- 
tertaining a high  degree  of  suspicion. 
We  recently  encountered  a 35-year-old 
black  East  African  man  who  had  mi- 
grated to  the  United  States  within  the 
previous  five  years.  A painful  mass  was 


noted  in  the  left  side  of  the  upper  neck 
suggestive  of  lymphadenopathy.  The 
mass  showed  some  improvement  with 
oral  antibiotic  therapy.  Subsequent  ex- 
amination showed  localized  fluctuation 
with  diffuse  lymphadenitis  in  the  upper 
cervical  area.  A recent  chest  film  did 
not  show  any  tubercular  lesions.  At  the 
time  of  drainage,  pus  was  found  and  a 
biopsy  of  the  wall  was  taken.  An  initial 
Gram’s  stain  and  cultures  showed  no 
bacteria  or  any  growth.  No  acid-fast 
bacilli  were  seen  on  stains.  A biopsy 
showed  granuloma  without  caseation. 
Cultures  subsequently  identified  My- 
cobacterium tuberculosis,  and  the  pa- 
tient was  started  on  triple  anti-tubercu- 
lous therapy. 

It  would  have  been  difficult  to  treat 
this  patient  based  on  a lack  of  acid-fast 
bacilli  on  smear  and  routine  sterile  cul- 
tures. The  chest  radiograph  was  nega- 
tive, as  could  be  expected  in  a third  of 
all  patients  with  extrapulmonary  tuber- 
culosis.^ The  diagnosis  could  easily 
have  been  missed  without  a high  degree 
of  suspicion. 

MUHAMMAD  A.  HENA,  MD 
4 Ten  Eyck  Ave 
Albany,  NY  12209 
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The  use  of  a Swan-Ganz  catheter 
and  streptokinase  in  the 
management  of  massive 
hemoptysis 

TO  THE  EDITOR:  In  the  January  1 990 

issue  of  the  Journal,  Dr  Brandstetter 
reports  how  he  ingeniously  controlled 
massive  hemorrhage  from  the  left 
mainstem  bronchus  by  tamponading 
endobronchially  with  a Swan-Ganz 
balloon  catheter,'  rather  than  an  embo- 
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lectomy  or  thrombectomy  balloon  cath- 
eter, as  described  by  Gottleib  and  his 
colleagues. Although,  as  the  author 
points  out,  the  Swan-Ganz  catheter  is 
more  readily  available  in  critical  care 
units,  embolectomy  catheters  offer  ad- 
vantages the  Swan-Ganz  does  not.  Em- 
bolectomy catheters  are  made  with 
varying  sized  balloons,  so  a good  match 
between  the  balloon  and  the  orifice  to 
be  occluded  can  be  achieved  without 
stress  on  the  balloon.  Embolectomy 
catheters  can  be  placed  either  through 
the  channel  of  the  fiberoptiscope  or 
alongside  the  scope.  (The  distal  end  of  a 
catheter  can  be  grasped  by  a foreign- 
body  retriever  or  forceps  that  has  been 
passed  through  the  channel  of  a fiber- 
scope and  then  dragged  by  the  scope 
into  the  appropriate  spot  in  the  tracheo- 
bronchial tree.)  Embolectomy  cathe- 
ters can  be  left  in  place  with  the  balloon 
inflated,  by  clamping  the  catheter  near 
the  hub  with  a hemostat,  cutting  off  the 
hub,  then  plugging  the  catheter  lumen 
with  a pin.  Instead  of  a straight  pin  as 
recommended  by  Gottleib  and  Hill- 
berg,^  I find  the  tapered,  pointed  por- 
tion cut  from  a safety  pin  a more  func- 
tional plug.  Once  this  is  done,  if  the 
catheter  has  been  threaded  through  a 
fiberscope,  the  scope  can  be  removed. 
Likewise,  if  the  patient  is  intubated,  the 
endotracheal  tube  can  be  removed.  It  is 
not  easy  to  plug  the  balloon  lumen  of  a 
Swan-Ganz  catheter. 

In  the  case  described  by  Brandstet- 
ter,  the  endotracheal  tube  ultimately 
became  occluded  by  blood  clot.  A con- 
servative therapeutic  option  would  have 
been  to  extubate,  and  then  reintubate 
the  right  mainstem  bronchus  of  the  pa- 
tient, perhaps  using  a bronchoscope  or 
an  endobronchial  tube  changer.'^  If  the 
catheter  occluding  the  left  mainstem 
had  been  plugged  with  a pin,  perhaps 
this  could  have  been  done. 

MICHAEL  A.  NAKAO,  MD 

317  South  Manning  Blvd 
Albany,  NY  12208 
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In  reply.  The  response  to  my  paper  by 
Dr  Nakao  is  appreciated,  especially 
when  one  considers  the  mortality  from 


massive  hemoptysis  and  the  limited 
success  of  a variety  of  methods  to  con- 
trol bleeding.  I am  familiar  with  embo- 
lectomy catheters  and  agree  that  these 
can  be  passed  through  a fiberoptic 
scope  or  alongside  it.  As  with  other 
types  of  catheters,  however,  their  avail- 
ability in  acute  massive  hemoptysis 
may  be  limited.  In  addition,  familiarity 
with  the  correct  use  of  these  catheters 
may  also  be  limited.  Indeed,  as  Dr  Na- 
kao points  out,  he  had  to  modify  the 
original  technique  of  plugging  the  cath- 
eter lumen  of  these  embolectomy  cathe- 
ters as  described  by  Gottlieb  and  Hill- 
berg.' I do  disagree  with  Dr  Nakao’s 
comment  that  plugging  the  balloon  lu- 
men of  the  Swan-Ganz  catheter  is  diffi- 
cult. The  2.5  cc  syringe  which  inflates 
the  balloon,  or  a clamp,  will  guarantee 
balloon  inflation. 

Finally,  Dr  Nakao  appears  to  have 
misread  the  article,  or  he  would  not 
have  made  the  suggestion  of  removing 
the  endotracheal  (ET)  tube  in  order  to 
resolve  the  blood  clot  in  it.  The  Swan- 
Ganz  catheter  was  in  the  ET  tube,  with 
the  clot  adhered  to  it.  Obviously  remov- 
ing the  ET  tube  would  have  resulted  in 
pulling  the  Swan-Ganz  catheter  out, 
and  massive  hemoptysis  would  have  re- 
curred. 

As  Dr  Rubin  stated  in  his  editorial  in 
the  same  issue  of  the  Journal,^  cautious 
but  creative  ideas  in  gravely  ill  patients 
should  be  presented  and,  if  possible, 
published.  I thank  the  Journal  for  pub- 
lishing this  paper,  and  thank  Dr  Nakao 
for  contributing  his  own  experience  to 
the  matter  of  life  threatening  hemopty- 
sis. 

ROBERT  D.  BRANDSTETTER,  MD 
Department  of  Medicine 
New  Rochelle  Hospital  Medical  Center 
16  Guion  PI 
New  Rochelle,  NY  10802 
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The  PRO  contract 

TO  THE  EDITOR:  Much  could  be  writ- 

ten on  the  subject  of  whether  or  not  the 
Empire  State  Medical,  Scientific  and 
Educational  Foundation  should  have 
been  denied  the  professional  review  or- 
ganization (PRO)  contract  for  the 
three  years  beginning  December  1, 
1989. 

Having  been  actively  involved  in  the 
peer  review  process  from  its  inception 
and  having  participated  in  the  organi- 


zation and  subsequent  administration 
of  the  Empire  State  PRO,  I can  attest 
to  the  fact  that  one  could  not  find  a 
more  dedicated  group  of  physicians  and 
staff  than  those  involved  at  the  founda- 
tion. With  the  ever  changing  demands 
and  additions  to  the  peer  review  process 
imposed  by  the  Health  Care  Financing 
Administration  (HCFA),  the  founda- 
tion did  make  some  unavoidable  mis- 
takes. However,  on  balance  we  were  a 
dedicated  organization  which  did  a very 
creditable  job  to  assure  the  Medicare 
population  the  best  medical  care  avail- 
able to  them  under  the  law.  Although 
we  disagree  with  its  choice,  we  realize 
that  HCFA  had  the  authority  to  award 
the  contract  to  whomever  it  wished. 
What  is  disturbing  is  the  manner  in 
which  it  went  about  it.  It  was  uncon- 
scionable for  HCFA  to  have  kept  the 
foundation  waiting  until  3:15  PM  on 
November  30th,  the  last  day  of  the  con- 
tract, to  be  told  to  cease  all  work  by  4:30 
PM  that  same  afternoon.  Most  assured- 
ly the  HCFA  contracting  office  must 
have  reached  its  decision  long  before 
the  last  day  of  the  expiring  contract. 
Aside  from  the  fact  that  it  was  patently 
unfair  to  have  kept  the  board  of  direc- 
tors in  great  suspense,  it  belies  the  sense 
of  common  decency  for  a loyal  staff, 
which  worked  far  beyond  the  call  of 
duty,  to  learn  that  in  an  hour  and  15 
minutes  they  would  be  out  of  a job.  The 
fact  that  it  was  just  before  Christmas 
compounds  the  injustice. 

Along  with  many  other  unanswered 
questions,  this  final  maneuvering  can- 
not help  but  focus  attention  on  HCFA’s 
strategy  in  denying  the  contract  to  the 
foundation. 

MARTIN  MARKOWITZ,  MD 
Treasurer  and  Member  of  the  Board 
of  Directors 

Empire  State  Medical,  Scientific  and 
Educational  Foundation 
525  Neptune  Ave 
Brooklyn,  NY  1 1224 

The  influence  of  malpractice 
fears  on  the  practice  of  medicine 

TO  THE  EDITOR:  In  the  Ongoing  con- 

troversy regarding  medical  malprac- 
tice, there  is  an  oft-stated  misconcep- 
tion that  needs  to  be  addressed,  ie,  the 
belief  that  the  ever  present  possibility  of 
a malpractice  suit  will  make  physicians 
practice  better  medicine.  The  supposi- 
tion is  that  physicians,  driven  by  fear  of 
a lawsuit,  will  take  better  care  of  their 
patients. 

Those  involved  in  the  practice  of 
medicine  know  that  this  is  not  the  case. 
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All  physicians  know  that  medical  deci- 
sions are  often  judgment  calls  and  one 
must  have  confidence  in  one’s  judgment 
to  be  able  to  practice  medicine.  Though 
many  bits  of  data  may  factor  into  the 
decision  making  process,  the  ultimate 
choice  of  what  is  to  be  done  and  how  it  is 
to  be  done  is  determined  by  the  experi- 
ence, intuition,  knowledge,  and  sensi- 
tivity—in  other  words,  the  judgment — 
of  the  physician. 

The  possibility  of  a malpractice  suit, 
if  nothing  else,  greatly  increases  the 
anxiety  associated  with  decision  mak- 
ing. Medical  decisions  are  already  load- 
ed with  much  anxiety  due  to  their  very 
nature.  The  more  anxious  a physician  is 
about  a decision,  the  more  difficult  it  is 
for  the  physician  to  rely  on  his  or  her 
judgment.  It  is  when  one  is  afraid  to 
trust  oneself  that  one  is  most  likely  to  go 
against  one’s  better  judgment  and, 
therefore,  be  most  likely  to  make  seri- 
ous errors. 

The  threat  of  malpractice  suits  does 
not  make  for  better  physicians,  only  for 
more  anxious,  defensive,  and  insecure 
ones. 

BERNARD  J.  KATZ,  MD 

85  Livingston  St 
Brooklyn,  NY  11201 


Fetal  heart  rate  changes  during 
general  anesthesia 

TO  THE  EDITOR:  Surgical  emergen- 

cies in  the  pregnant  patient  raise  major 
concern  in  clinical  obstetrics.  The  po- 
tential fetal  effects  of  drugs  adminis- 
tered to  the  mother  to  induce  general 
anesthesia  have  been  the  subject  of  nu- 
merous reports.'-^  We  recently  moni- 
tored the  fetal  heart  rate  during  general 
anesthesia  for  an  emergency  laryngos- 
tomy. 

Case  Report.  The  patient,  a 36-year-old 


woman  in  her  34th  week  of  gestation,  was 
admitted  to  our  institution  with  an  airway 
obstruction  due  to  laryngeal  granulomas 
and  subglottic  stenosis.  She  presented  to  the 
emergency  room  with  a history  of  intubation 
after  a drug  overdose  six  weeks  prior  to  her 
admission,  and  was  taken  to  the  operating 
room  for  excision  of  laryngeal  granulomas 
under  general  anesthesia.  Fetal  heart  rate 
monitoring  showed  a normal  pattern  prior  to 
induction  of  anesthesia  and  was  continued 
throughout  the  procedure.  After  adequate 
preparation  and  the  intravenous  administra- 
tion of  2 mg  of  versed,  100  mg  of  fentanyl 
citrate,  250  mg  of  surital,  and  slow  infusion 
of  succinyl  choline  as  a paralyzing  agent,  de- 
creased beat-to-beat  variability  was  noted  as 
early  as  three  minutes  later.  Inhaled  anes- 
thetics included  0.5%  enflurance  (ethrane), 
50%  oxygen,  and  50%  nitrous  oxide. 

Twenty  minutes  later,  there  was  a com- 
plete absence  of  the  fetal  heart  rate  beat-to- 
beat  variability  and  a downward  shift  of  the 
baseline  from  150  beats  per  minute  to  130. 
Maternal  blood  pressure  also  decreased  pro- 
gressively from  152/94  to  110/60. 

After  the  surgical  procedure  the  patient 
was  awakened,  and  the  fetal  heart  rate  pat- 
tern and  baseline  returned  to  normal.  The 
pregnancy  continued  to  term  and  a healthy 
infant  was  delivered  vaginally  six  weeks 
later. 

Discussion.  We  have  observed  the  fe- 
tal heart  rate  patterns  during  general 
anesthesia  administered  to  a gravid 
woman.  Although  central  nervous  sys- 
tem depressants  are  readily  cleared  by 
the  mother  during  pregnancy,  their 
pharmacologic  effects  may  continue 
well  into  the  early  postnatal  period 
should  delivery  occur  immediately. 

In  this  report,  the  patient  received 
general  anesthesia  during  a nonobste- 
tric  procedure.  The  observed  fetal  heart 
rate  patterns  are  compatible  with  cen- 
tral nervous  system  depression  second- 
ary to  maternal  hypoxia  as  described  by 
Katz.^  Neonatal  central  nervous  de- 
pression predisposes  to  hypoxia  and  its 


long  term  sequelae.  Because  no  uterine 
contractions  occurred  during  the  obser- 
vation period,  these  fetal  heart  rate 
changes  may  indicate  that  large  doses 
of  anesthetics  directly  interfere  with 
functioning  of  the  fetal  central  nervous 
system.  In  addition,  these  changes 
could  be  secondary  to  decreased  placen- 
tal perfusion  associated  with  relative 
maternal  hypotension,  although  it  may 
be  argued  that  the  observed  decrease  in 
blood  pressure  was  not  sufficient  to  al- 
ter placental  function.  If  general  anes- 
thesia is  administered  to  the  pregnant 
woman,  these  fetal  cardiovascular 
changes  must  be  anticipated ' and 

corrected  in  the  event  delivery  cannot 
be  delayed.  It  has  been  concluded  that 
this  loss  of  beat-to-beat  variability  asso- 
ciated with  general  anesthesia  is  proba- 
bly normal  for  the  anesthetized  fetus. ^ 
However,  more  studies  are  needed  to 
establish  the  clinical  relevance  of  these 
fetal  heart  rate  changes  to  the  early 
neonatal  period. 

DANIEL  FAUSTIN,  MD 
LOUIS  GUTIERREZ,  MD 
M.  RASHID  CHAUDHRY,  MD 
MOKHTAR  Y.  ESTEFAN,  MD 

Department  of  Obstetrics  and  Gynecology 
Brookdale  Hospital  Medical  Center 
Brooklyn,  NY  11212 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  January  1990  issue  o/Epidemiology 
Notes  ( Vol.  5,  No.  1),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Benzodiazepines:  Additional  effects  of 
the  triplicate  program 

This  article  is  the  second  in  a two-part  series  describing 
the  effects  of  the  addition  of  benzodiazepines  to  the  New 
York  State  Triplicate  Prescription  Program.  The  first 
article  described  the  decrease  in  benzodiazepine  prescrip- 
tions; this  article  describes  the  effect  of  the  law  on  substi- 
tute drug  prescriptions,  pharmacy  practices,  drug  abuse 
emergency  incidents  and  diversion. 

Benzodiazepines  were  added  to  the  New  York  State 
Department  of  Health  (NYSDOH)  Triplicate  Prescrip- 
tion Program  effective  January  1,  1989.'  This  family  of 
drugs  was  added  to  reduce  the  diversion  of  these  drugs 
into  illicit  use  and  to  reduce  inappropriate  prescribing. 
Results  from  the  first  six  months  show  that  prescriptions 
for  benzodiazepines  have  been  reduced  with  concomitant 
reduction  in  drug  overdoses.  Prescribing  has  also  been  sta- 
ble, or  has  increased,  for  drugs  that  have  not  been  abused. 
An  increase  in  substitute  drugs,  offsetting  the  decrease  in 
benzodiazepine  prescriptions,  has  not  been  observed. 

Methodology 

As  described  in  an  earlier  issue  of  Epidemiology  Notes,  ^ 
the  primary  objectives  for  inclusion  of  the  benzodiaze- 
pines into  the  Triplicate  Prescription  Program  were  to  re- 
duce the  diversion  of  these  drugs  into  illicit  use  and  to 
reduce  inappropriate  prescribing  that  can  compromise  pa- 
tient well  being.  As  part  of  the  effort  to  measure  the  suc- 
cess of  the  objectives,  prescribing  practices  for  drugs  that 
were  most  likely  to  be  substituted  for  a benzodiazepine 
agent  were  analyzed  both  pre-  and  post-regulation  (Janu- 
ary 1,  1989).  The  analysis  included  examination  of  shifts 
in  drug  utilization,  from  a benzodiazepine  agent  to  drugs 
that  were  deemed  appropriate  substitutes  and  to  other  less 
effective  and/or  more  dangerous  drugs. 

Data  sources  used  in  the  drug  substitution  analysis  in- 
clude: 

• Medicaid,  a federal,  state  and  locally  supported  pro- 
gram that  provides  health  care  to  the  poor; 

• Empire  Plan,  which  provides  insurance  for  over 
423,000  state  and  local  government  employees,  re- 
tirees and  dependents; 

• Elderly  Pharmaceutical  Insurance  Coverage 
(EPIC)  Program,  a state  cost-sharing  program  that 
provides  prescription  drug  insurance  to  more  than 


70,000  low-  and  moderate-income  individuals  aged 
65  or  older. 

In  the  Medicaid  and  Empire  Plan  analyses,  quarterly 
claims  averages  were  calculated  for  the  four  1988  quar- 
ters and  for  the  two  1989  quarters,  and  the  averages  were 
compared.  For  the  EPIC  program,  data  were  averaged 
from  three  1988  quarters  and  compared  with  each  of  the 
first  two  1989  quarters. 

Diversion,  abuse  and  misuse  were  analyzed  using  three 
additional  data  sources.  These  sources  are  a survey  of 
pharmacies  conducted  by  the  Department  of  Health  Bu- 
reau of  Controlled  Substances,  data  on  street  prices  of  se- 
lected benzodiazepines  in  New  York  City  collected  by  the 
Street  Intelligence  Unit  of  the  New  York  State  Division  of 
Substance  Abuse  Services  (DSAS)  and  an  analysis  of 
data  from  the  Drug  Abuse  Warning  Network  (DAWN) 
of  the  National  Institute  of  Drug  Abuse. 

The  DOH  Bureau  of  Controlled  Substances  conducted 
a survey  of  benzodiazepine  dispensing  in  80  New  York 
State  pharmacies  during  one  week  in  December  1988  and 
one  week  each  in  January  and  April  1989.  Three  of  the 
NYC  pharmacies  had  closed  by  the  April  week.  The  sur- 
vey consisted  of  on-site  review  of  pharmacy  records  con- 
ducted by  trained  investigators. 

Twenty-one  pharmacies  in  the  Bronx  and  Manhattan 
were  selected  because  of  their  high  volume  of  Medicaid 
claims  or  because  of  intelligence  information  indicating 
possible  involvement  in  diversion. 

The  remaining  pharmacies,  located  in  Brooklyn, 
Queens,  Nassau  and  Suffolk  counties  and  in  central  and 
western  New  York,  were  selected  to  be  more  representa- 
tive of  a cross-section  of  pharmacies.  Although  the  phar- 
macies surveyed  did  not  constitute  a statistically  valid 
sample,  the  intent  was  to  establish  a barometer  of  early 
indicators  to  assess  the  general  impact  of  the  regulation  at 
the  pharmacy  level. 

Changes  in  street  prices  of  illicit  drugs  are  used  as 
markers  for  changes  in  the  availability  of  the  drugs.  The 
Street  Intelligence  Unit  of  DSAS  collects  information  re- 
garding illicit  availability  and  sales  of  drugs  in  New  York 
City.  This  information  includes  the  price  as  well  as  the 
methods  of  sale  of  illicit  drugs. 

Approximately  60  hospitals  in  the  New  York  City 
Standard  Metropolitan  Statistical  Area  participate  in  the 
DAWN  program  by  reporting  emergency  room  mentions 
of  drugs.  A drug  mention  is  defined  as  a substance  which 
was  mentioned  in  a drug  abuse  episode.  Up  to  four  sub- 
stances may  be  reported  for  one  emergency  room  drug 
abuse  episode.  The  US  Drug  Enforcement  Administra- 
tion (DEA)  has  analyzed  the  data  and  has  provided  esti- 
mates of  the  number  of  such  emergency  room  mentions  in 
New  York  City  and  the  nation  for  the  first  four  months  of 
1988  and  of  1989. 

Findings 

Data  from  Medicaid,  the  Empire  Plan  and  EPIC  show 
a marginal  increase  in  claims  for  benzodiazepine  substi- 
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FIGURE  1.  Prescriptions  for  benzodiazepines,  other  anxiolytics,  and 
hypnotics  paid  by  New  York  State  Medicaid  (data  derived  from  MR-63 
Quarterly  Reports,  Department  of  Social  Services). 


tute  drugs  not  on  the  triplicate  program.  However,  this 
rise  has  not  offset  the  decline  in  benzodiazepine  prescrib- 
ing. 

Figure  1 illustrates  that  in  the  Medicaid  program,  the 
decrease  in  the  average  number  of  prescriptions  per  quar- 
ter written  for  benzodiazepines  in  the  first  two  1989  quar- 
ters from  the  average  number  per  quarter  in  1988  was 
215,497,  while  the  increase  in  the  number  of  prescriptions 
for  other  anxiolytic  and  hypnotic  drugs  (barbiturates, 
chloral  hydrate,  hydroxyzine,  meprobamate,  buspirone) 
for  the  same  time  period  was  44,580.  In  the  Empire  Plan 
(Figure  2),  the  average  number  of  prescriptions  written 
per  quarter  for  the  anxiolytics  hydroxyzine,  meprobamate 
and  buspirone  increased  by  2,700  between  1988  and  1989, 
while  the  average  number  of  prescriptions  written  for  ben- 
zodiazepines fell  by  12,207. 

In  the  EPIC  program,  the  percentage  of  participants 
with  other  anxiolytic  claims  per  quarter  remained  con- 
stant at  2.6%  during  1 988.  That  percentage  rose  to  4.8%  in 
the  first  quarter  of  1989  and  to  4.9%  in  the  second  quarter 
(Figure  3).  This  is  compared  to  a decrease  in  the  partici- 
pants with  benzodiazepine  claims  from  21%  in  1988  to 
13.8%  by  the  second  quarter  of  1989.  As  a proportion  of 
all  claims,  other  anxiolytics  increased  to  1%  of  claims  in 
the  first  quarter  of  1 989  and  to  1 . 1 % in  the  second  quarter, 
after  remaining  a stable  0.6%  of  claims  in  each  quarter  of 


FIGURE  2.  Prescriptions  for  benzodiazepines  and  other  anxiolytics  un- 
der the  Empire  Plan. 


1988.  At  the  same  time,  the  proportion  of  benzodiazepine 
claims  was  decreasing  from  5.4%  of  all  claims  in  the  sec- 
ond quarter  of  1 988  to  3.2%  in  the  second  quarter  of  1989. 

Pharmacy  Survey 

The  pharmacy  survey  conducted  by  staff  of  the  Bureau 
of  Controlled  Substances  found  a statewide  reduction  of 
61%  in  the  number  of  benzodiazepine  prescriptions  filled. 
The  number  of  prescriptions  filled  in  these  pharmacies  in 
the  December  1988  week  was  3,389  compared  with  1,315 
in  the  April  1989  week. 

In  the  21  Manhattan  and  Bronx  pharmacies  with  high 
volume  Medicaid  claims  or  suspected  of  drug  diversion, 
prescriptions  filled  dropped  76%  between  December  and 
April.  In  the  59  other  pharmacies,  the  decrease  between 
the  December  week  and  the  April  week  was  48%. 

Street  Intelligence 

DSAS  Street  Intelligence  Unit  information  shows  a 
marked  increase  in  the  street  value  of  selected  benzodiaze- 
pines known  to  be  diverted  for  illicit  use,  as  well  as  a 
change  in  the  marketing  techniques  of  pushers. 

Between  December  1988  and  September  1989,  the 
price  per  pill  for  1 mg  of  Alprazolam  (Xanax)  increased 
from  $1.50  to  $8.00,  while  the  price  for  10  mg  of  Diaze- 
pam (Valium)  rose  from  a range  of  $2.00-2.50  to  $4.50- 
6.00.  Prior  to  implementation  of  the  regulation,  benzodia- 
zepines were  widely  available  on  the  street.  Street  sales 
observed  by  DSAS  now  take  place  one  pill  at  a time. 

Drug  Abuse  Warning  Networli  (DAWN) 

The  number  of  times  benzodiazepines  were  mentioned 
to  DAWN  as  a drug  abuse  episode  leading  to  an  emergen- 
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FIGURE  3.  EPIC  Program  participants  with  anxiolytic  claims. 
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cy  room  visit  in  New  York  City  declined  31%  between 
January  and  April  1989  compared  with  the  same  time  pe- 
riod in  1 988.  Led  by  Diazepam,  a total  of  nine  benzodiaze- 
pines were  among  the  25  most  commonly  mentioned  con- 
trolled substances  in  emergency  room  visits  in  the  first 
four  months  of  1988,  with  a total  estimate  of  688  men- 
tions. In  1989,  the  total  number  of  mentions  declined  to 
474  and  three  of  the  nine  benzodiazepines  from  1988  were 
not  among  the  top  25.  Simultaneously,  the  estimated 
number  of  benzodiazepine  mentions  nationwide  in 
DAWN  rose  by  1 1%  from  17,219  in  the  first  four  months 
of  1988,  to  19,142  in  1989. 

Discussion 

Substitution  of  drugs  not  on  the  triplicate  program  has 
increased,  but  has  not  offset  the  decrease  in  benzodiaze- 
pine prescribing.  DAWN  data  indicate  the  regulation’s 
impact  on  abuse  and  possible  illicit  use  of  benzodiaze- 
pines. The  data  show  a 3 1%  decline  in  the  number  of  emer- 
gency room  mentions  for  benzodiazepines  during  the  first 
four  months  of  1989  compared  to  the  same  time  period  in 
1988,  while  the  nationwide  mentions  increased  by  11%. 

The  street  price  of  a drug  is  an  effective  measure  of  its 
availability  for  illicit  use.  At  a time  when  prices  for  crack, 
heroin  and  other  drugs  have  remained  stable  or  have  been 
decreasing  due  to  increased  availability,  street  prices  of 
benzodiazepines  have  shown  a marked  increase.  The  price 


increase  suggests  there  has  been  a decrease  in  supply  of 
these  drugs  since  implementation  of  the  regulation.  These 
price  increases  also  indicate  that  illicit  demand  has  not 
been  met  by  substitution  of  other  drugs  on  the  street.  If  it 
had  been,  the  demand  would  have  switched  to  the  other 
drugs  with  prices  for  benzodiazepines  remaining  at  the 
lower  level.  The  DSAS  intelligence  unit  has  found  evi- 
dence of  the  lack  of  alternatives  available. 

The  distinct  difference  between  the  magnitude  of  the 
decrease  in  benzodiazepine  prescriptions  and  the  magni- 
tude of  the  increase  in  the  substitute  prescriptions,  cou- 
pled with  the  decrease  in  the  benzodiazepine  prescriptions 
in  the  high  volume  pharmacies,  the  increase  in  the  street 
price  of  benzodiazepines  and  the  decrease  in  DAWN  drug 
mentions,  indicate  that  the  goal  of  reducing  diversion  and 
abuse  of  benzodiazepines  is  being  achieved.  To  the  extent 
that  physicians  are  prescribing  less  effective  or  more  dan- 
gerous drugs  rather  than  have  their  benzodiazepine  pre- 
scribing monitored  by  the  Department  of  Health,  appro- 
priate peer  counseling  or  Department  of  Health  review 
may  be  needed.  For  further  information  regarding  the 
Triplicate  Prescription  Program,  contact  the  Division  of 
Public  Health  Protection,  (518)474-3276. 
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BOOK  REVIEWS 


ANORECTAL,  PRESACRAL  AND 
SACRAL  TUMORS:  ANATOMY, 
PHYSIOLOGY,  PATHOGENESIS  AND 
MANAGEMENT 

By  S.  Arthur  Localio,  MD,  Kenneth 
Eng,  MD,  and  Gene  Francis  Coppa,  MD. 
356  pp,  illustrated.  Philadelphia,  Pa, 
WB  Saunders  Co,  1987.  $78.95  (hard- 
cover) 

Anorectal,  Presacral  and  Sacral  Tu- 
mors is  a 356-page  nicely  printed  com- 
pendium that  addresses  the  sometimes 
complex  problem  of  management  of  tu- 
mors in  this  area.  Dr  Localio  is  the 
Johnson  & Johnson  Distinguished  Pro- 
fessor of  Surgery  at  the  New  York  Uni- 
versity School  of  Medicine.  His  collab- 
orators, Drs  Eng  and  Coppa,  are  also 
well-known  authorities.  Chapter  1 is  a 
fascinating  illustrated  guide  of  the  his- 
tory of  surgery  for  carcinoma  of  the  rec- 
tum. In  a series  of  16  illustrations,  the 
reader  is  guided  from  the  early  1930s 
attempts  to  extirpate  rectal  cancer  to 
the  Turnbull-Cutait  procedure  of  the 
1960s.  Chapter  2 provides  detailed,  in- 
formative, multicolored  illustrations  of 
the  pertinent  anatomy.  The  remaining 
16  chapters  cover  diagnosis  and  treat- 
ment of  tumors  of  the  anus,  anal  canal, 
rectum,  and  colorectum.  Preoperative 
preparation  is  discussed,  followed  by 
details  of  the  treatment  options.  Man- 
agement of  malignant  extension  to  ad- 
jacent organs  is  discussed.  It  concludes 
with  consideration  of  metastatic  dis- 
ease, radiation  therapy,  chemotherapy, 
postoperative  follow-up  and  recur- 
rence, and  rehabilitation  of  the  stoma 
patient.  This  book  is  extremely  well 
written.  The  editing  assured  remark- 
able consistency  with  minimal  overlap 
between  chapters.  While  other  text- 
books contain  similar  information. 
Anorectal,  Presacral  and  Sacral  Tu- 
mors provides  a wealth  of  material  in  a 
reasonably  sized  volume.  References 
cited  are  voluminous  and  mostly  cur- 
rent. This  text  fulfills  the  authors’  ob- 
jective to  “place  in  one  volume  our 
present  understanding  and  experience 
with  these  diverse  neoplasms.”  I recom- 
mend it  to  surgeons  whose  practice  in- 
cludes management  of  neoplasms  in  the 
anorectal,  presacral,  and  sacral  areas. 

RICHARD  M STILLMAN,  MD 
Vascular  Institute  of  South  Florida 
5800  Colonial  Dr,  Suite  304 
Margate,  FL  33063 


TOWARD  A NATIONAL  POLICY  ON 
DRUG  AND  AIDS  TESTING 

Edited  by  Mathea  Falco  and  Warren  I. 
Cikins.  81  pp.  Washington,  DC,  Brook- 
ings Books,  1989.  $10.95  (paperback) 

Two  fundamental  public  health 
problems,  the  epidemic  of  HIV  infec- 
tion and  the  epidemic  of  drug  abuse,  are 
inextricably  linked.  This  linkage  goes 
beyond  the  reality  that  drug  use  is  a key 
pathway  to  the  broadening  of  the  AIDS 
epidemic.  New  technologies  have  given 
us  the  tools  to  detect  both  HIV  as  well 
as  the  presence  of  certain  illicit  sub- 
stances. As  a result  there  have  been 
calls  from  both  the  private  and  public 
sector  to  expand  testing  as  a means  of 
controlling  both  these  epidemics.  Oth- 
ers have  viewed  such  measures  as  the 
ultimate  abrogation  of  our  personal 
freedoms  as  well  as  limiting  our  ability 
to  deal  with  these  two  problems.  This 
text  summarizes  the  discussion  held  at 
two  meetings  which  were  held  in  late 
1987  and  early  1988.  These  conferences 
were  sponsored  by  the  Brookings  Insti- 
tution to  examine  the  critical  issues 
raised  by  drug  and  AIDS  testing.  Par- 
ticipants in  these  discussions  represent- 
ed the  private  sector,  experts  in  law  and 
medicine,  as  well  as  federal,  state,  and 
local  government. 

This  report  is  divided  into  four  chap- 
ters. The  first,  by  Mathea  Falco,  an  at- 
torney in  New  York,  summarizes  the 
legal  and  philosophical  issues  raised  by 
the  implementation  of  testing  in  various 
settings.  This  chapter  concludes  by  set- 
ting forth  three  possible  scenarios  for 
applying  increased  testing.  These  in- 
clude expanded  testing,  mandatory 
testing  in  some  circumstances,  or  per- 
mitting voluntary  HIV  testing  while 
eliminating  drug  testing.  In  the  second 
chapter,  June  Osborn  of  the  University 
of  Michigan,  School  of  Public  Health, 
provides  the  medical  background  of 
testing.  Eighty  percent  of  this  chapter 
revolves  around  HIV  testing,  which  is 
unfortunate  since  many  of  the  issues 
she  raises  (lack  of  therapeutic  options 
for  seropositive  individuals  and  issues 
of  antibody  test  reliability)  have  now 
been  clarified.  There  is  no  discussion  of 
reliability  issues  with  regard  to  drug 
testing.  In  the  third  chapter,  private 
concerns  are  laid  out  by  a panel  includ- 
ing representatives  of  the  insurance  in- 
dustry, the  corporate  sector,  and  orga- 


nized labor.  While  it  was  agreed  that 
HIV  testing  has  no  specific  role  in  the 
workplace,  issues  of  drug  testing  are  not 
clarified.  The  fourth  chapter,  edited  by 
Norman  Zinberg,  addresses  the  issues 
raised  by  mandatory  testing. 

This  rather  slim  volume  clearly  raises 
many  of  the  issues  raised  by  mandatory 
testing.  Nonetheless,  the  attempt  to 
tackle  both  HIV  testing  as  well  as  drug 
testing  in  a single  text  ultimately  fails. 
Although  linked,  testing  for  HIV  serves 
a different  purpose  than  testing  for 
drug  use.  As  the  book  itself  points  out, 
these  two  processes  are  fundamentally 
different  in  that  HIV  infected  individ- 
uals do  not  know  they  are  infected, 
while  drug  testing  does  not  provide  new 
information  to  the  person  tested,  only  to 
the  testing  agency. 

In  summary,  this  text  may  be  useful 
in  outlining  some  of  the  elementary  is- 
sues. If  the  reader  is  truly  interested  in 
dealing  with  these  issues  on  a more  sub- 
stantial basis,  other  resources  will  be 
necessary. 

JACK  A DeHOVITZ,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 


OTOLARYNGOLOGY:  PROBLEMS  IN 
PRIMARY  CARE 

Edited  by  D.  Thomas  Upchurch,  MD. 
350  pp,  illustrated.  Oradell,  NJ,  Medi- 
cal Economics  Co,  Inc,  1989.  $42.95 
(softcover) 

This  book  presents  otolaryngologic 
disorders  in  a succinct  fashion,  with 
emphasis  on  differential  diagnosis, 
geared  specifically  toward  primary  care 
physicians,  medical  students,  and  other 
health  care  personnel  who  need  “to 
know  more  about  otolaryngology”  and 
“a  place  to  start  to  learn.”  Information 
regarding  management  within  the 
scope  of  nonspecialty  physicians  is  giv- 
en for  routine  as  well  as  difficult  and 
emergency  problems.  The  purpose  of 
the  book  is  to  impart  basic,  useful  un- 
derstanding of  the  entire  spectrum  of 
diseases  that  may  be  encountered  in 
otolaryngology. 

Structured  after  a course  for  family 
physicians  sponsored  by  the  Depart- 
ment of  Otolaryngology  of  the  Univer- 
sity of  Tennessee,  the  book  is  edited  by 
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Dr  D.  Thomas  Upchurch,  clinical  assis- 
tant professor  in  the  department.  Coau- 
thors include  Dr  Richard  W.  Babin, 
professor  and  chairman  of  the  Depart- 
ment of  Otolaryngology  and  a recog- 
nized authority  in  the  field,  and  Dr 
Christopher  J.  Harrison,  assistant  pro- 
fessor of  pediatrics  from  the  Children’s 
Hospital  Medical  Center  in  Cincinnati, 
Ohio,  an  active  researcher  and  clini- 
cian. 

This  book  is  especially  useful  in  de- 
lineating those  circumstances  in  which 
the  primary  care  practitioner  may  diag- 
nose and  definitively  treat  specific  dis- 
eases, as  opposed  to  conditions  that  re- 
quire referral  or  consultation  once  a 
preliminary  diagnosis  is  made  or  emer- 
gent treatment  is  initiated. 

In  the  first  section,  entitled  “Assess- 
ment,” anatomy,  physiology,  and  phys- 
ical examination  techniques  are  re- 
viewed. Under  “Problems,”  differential 
diagnostic  possibilities  are  outlined 
based  upon  symptoms,  signs,  and  tests 
such  as  audiograms.  Next,  otolaryngo- 
logic disorders  are  described  in  alpha- 
betical sequence  in  the  “Diseases”  sec- 
tion. Finally,  in  “Emergencies,”  urgent 
conditions  and  their  management  are 
detailed  with  minimal  cross-reference 
to  the  other  sections  so  that  it  may  serve 
as  a quick-reference  handbook. 

While  the  writing  style  enhances 
readability  and  the  content  is  in  general 
commendably  comprehensive  and  cur- 
rent, there  are  several  instances  of  inac- 
curacy and  inconsistency.  The  recom- 
mendation to  perform  caloric  testing 
with  ice  water  in  the  awake  and  alert 
patient  cannot  fail  to  elicit  severe  verti- 
go and  vomiting  in  a sizable  proportion 
of  patients  with  functional  vestibular 
systems.  Surgical  treatment  for  posi- 
tional vertigo  is  rarely  indicated  and  is 
associated  with  a significant  incidence 
of  hearing  loss  as  a complication,  yet 
the  “Diseases”  section  implies  that  po- 
sitional vertigo  of  traumatic  origin 
“usually  requires  . . . destructive  surgi- 
cal procedure.”  The  book  advocates  use 
of  magnetic  resonance  imaging  and  ul- 
trasonography in  the  evaluation  of  na- 
sal and  sinus  disorders,  both  of  which 
techniques  are  relatively  unproven  and 
controversial.  Likewise,  CT  sialogra- 
phy is  no  longer  a helpful  tool  with 
present  generation  CT  scanners.  Addi- 
tionally, arrows  for  two  of  the  branches 
erroneously  label  structures  in  a dia- 
gram outling  the  facial  nerve.  The  ag- 
gressive surgical  debridement  men- 
tioned in  the  discussion  of  malignant 
external  otitis  has  not  proved  useful  and 
is  not  indicated.  Viral  labyrinthitis  has 


been  omitted  for  unclear  reasons  from 
the  differential  diagnoses  of  conditions 
with  vertigo  and  hearing  loss.  Otitis  ex- 
terna is  not  mentioned  as  a cause  of  per- 
iauricular adenitis.  Established  etiolo- 
gies such  as  sarcoidosis  and  bulimia  are 
not  included  in  the  differential  diag- 
noses of  parotid  enlargement.  Antithy- 
roid antibodies  are  incorrectly  attribut- 
ed to  acute  rather  than  chronic 
thyroiditis.  Fundic  exam  is  not  includ- 
ed in  the  diagnostic  work-up  of  sub- 
arachnoid hemorrhage.  In  the  “Disea- 
ses” section,  otolaryngologic  consultation 
is  advised  for  Ludwig’s  angina  only  if 
airway  compromise  arises  or  initial 
treatment  is  unsuccessful,  whereas  the 
“Emergencies”  section  treats  this  po- 
tentially fulminant  infection  which  may 
require  tracheotomy  in  concert  with 
surgical  consultation.  Another  incon- 
sistency arises  in  the  management  of 
blisters  in  frostbite,  with  one  chapter 
advocating  breaking  the  bullae,  and  an- 
other warning  against  it  (blisters  are 
usually  viewed  as  sterile  protective  bar- 
riers to  infection  that  should  not  be  bro- 
ken). 

There  are  few  books  in  the  field  di- 
rected toward  primary  care  physicians 
which  have  been  as  ambitious  in  their 
scope  and  detail.  The  book  comes  close 
to  fulfilling  the  objectives  of  the  authors 
despite  the  aforementioned  flaws. 

ROBERT  C.  WANG.  MD 

Manhattan  Eye,  Ear  and  Throat  Hospital 
New  York,  NY  10021 


YANKEE  SURGEON:  THE  LIFE  AND 
TIMES  OF  USHER  PARSONS  1788-1868 

By  Seebert  J.  Goldowsky,  MD.  450  pp, 
illustrated.  Boston,  Mass,  The  Francis 
A.  Countway  Library  of  Medicine, 
1988.  $24.50  (hardcover) 

This  book  depicts  the  life  and  times 
of  a 19th  century  physician  and  sur- 
geon named  Usher  Parsons.  He  and  the 
author.  Dr  Goldowsky,  had  much  in 
common.  They  both  practiced  in  Rhode 
Island,  served  on  the  faculty  of  Brown 
University,  and  received  their  medical 
degrees  from  Harvard. 

Dr  Parsons  spent  ten  of  his  early 
years  as  a naval  surgeon  and  became 
famous  for  having  participated  in  the 
Battle  of  Lake  Erie  during  the  War  of 
1812.  He  was  30  when  granted  a medi- 
cal degree.  It  marked  the  beginning  of 
50  more  years  as  a medical  practition- 
er, prolific  writer,  articulate  speaker, 
and  very  diligent  delegate  to  the  Amer- 
ican Medical  Association.  He  was  re- 


elected several  times  and  rose  to  the 
position  of  vice-president.  Dr  Parsons 
was  married  to  the  sister  of  Oliver 
Wendell  Holmes,  Sr,  who  bore  his  only 
son,  Charles,  who  died  of  unknown 
causes  at  the  age  of  23. 

This  well-referenced  book  is  difficult 
to  read  and  review.  It  is  both  a detailed 
biography  of  an  interesting  man  and  a 
historical  account  of  the  period  in 
which  he  lived  (1788-1868).  Apparent- 
ly the  author  was  strongly  motivated 
by  his  respect  and  love  for  his  native 
state — Rhode  Island — and  his  subject. 
He  used  the  logs,  diaries,  letters,  books, 
and  articles  produced  by  Dr  Parsons  to 
write  this  epic.  I believe  it  is  over-long. 

This  book’s  appeal  will  be  limited  to 
readers  interested  in  early  American 
history,  especially  natives  of  Rhode  Is- 
land, and  the  relatively  few  of  us  who 
played  an  active  role  in  the  affairs  of 
organized  medicine. 

JULIUS  E.  STOLFI.  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 


THEORIES  OF  CARCINOGENESIS 

Edited  by  Olav  Hilmar  Iversen,  MD. 
327  pp,  illustrated.  New  York,  Hemi- 
sphere Publishing  Corp,  1988.  $59.95 
(hardcover) 

This  book  consists  of  the  proceedings 
of  a conference  held  in  Norway  on  Au- 
gust 16-20,  1986.  The  purpose  of  the 
conference  was  to  get  together  experts 
in  the  field  of  carcinogenesis  critically 
to  discuss  current  concepts  that  are 
used  by  scientists  in  studying  the  pro- 
cess of  carcinogenesis.  It  was  thought 
that  this  was  necessary  because  of  the 
sometimes  confusing  use  of  terms  and 
phrases  by  different  people  working  in 
this  area.  It  is  clear  that  Dr  Iversen  got 
together  experts  in  the  various  fields  of 
carcinogenesis  research  and  managed 
to  put  together  a clear  and  concise  vol- 
ume of  the  “current”  state  of  affairs  in 
carcinogenesis  research.  There  is  no 
doubt  that  this  book  will  be  useful  for  a 
number  of  disciplines,  in  particular  for 
scientists  working  in  carcinogenesis.  It 
will  also  be  useful  for  the  medical  pro- 
fession, in  particular  for  those  who  deal 
with  the  treatment  of  cancer  patients, 
since  the  current  research  at  the  molec- 
ular levels  of  oncogenesis  is  starting  to 
have  an  impact  on  chemotherapy.  The 
problem,  of  course,  in  writing  a book 
like  this  involves  the  difficulties  in  keep- 
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ing  the  information  up  to  date  since 
progress  in  both  basic  and  clinical  re- 
search in  oncology  is  tremendous.  For 
example,  since  the  time  of  this  confer- 
ence (1986),  a number  of  important 
new  leads  and  discoveries  inevitably 
have  occurred.  Perhaps  the  most  useful 
thing  that  Dr  Iversen  has  done  is  to  get 
people  together  to  discuss  concepts, 
definitions,  and  paradigms  that  are  cur- 
rently used  in  the  field.  As  such,  the 
book  does  provide  a foundation  for  fur- 
ther exploration  and  discussion  among 
those  who  are  involved  in  research  and 
those  who  would  want  to  get  into  the 
field  of  carcinogenesis  research. 

The  book  is  divided  into  six  parts. 
The  first  part  is  entitled  “Philosophy  of 
Science:  The  Impact  of  Paradigms”; 
the  second,  “Oncogenes:  Positive  and 
Negative  Growth  Factors  and  DNA 
Repair”;  the  third,  “The  Two-stage 
Theory”;  the  fourth,  “Aging,  Endoge- 
nous Production  of  Electrophiles,  Oxi- 
dative DNA  Damage”;  the  fifth,  “Phe- 
notypic Cellular  Changes:  Evidence 
from  Liver  Carcinogenesis”;  and  the 
sixth,  “Growth  Control,  Cell  Prolifera- 
tion, Hormonal  Carcinogenesis,  Clona- 
lity.”  These  parts  are  well  covered.  In 
particular  the  two-stage  model  of  carci- 
nogenesis is  discussed  in  depth,  and  pro- 
vides a foundation  for  further  discus- 
sion and  possibly  some  new  ideas  to  be 
explored  in  both  clinical  and  basic  re- 
search. 

The  organization  and  style  of  the 
book  are  good  and  there  is  no  doubt  that 
the  book  has  achieved  the  objective  set 
out  by  the  editor  in  compiling  a concise 
treatise  on  theories  of  carcinogenesis. 
This  book  greatly  complements  the 
more  detailed  in-depth  reviews  that 
currently  can  be  found  in  the  literature. 

SNORRI  S.  THORGEIRSSON,  MD,  PhD 
RICHARD  K.  BURT,  MD 
Division  of  Cancer  Etiology 
Department  of  Health  and  Human 
Services 

National  Cancer  Institute 
Bethesda,  MD  20892 


JURY  OF  MY  PEERS:  A SURGEON’S 
ENCOUNTER  WITH  THE 
MALPRACTICE  CRISIS 

By  Howard  C.  Snider,  Jr,  MD.  292  pp. 
Montgomery,  Ala,  Fountain  Press, 
1989.  $19.95  (hardcover) 

It  is  unusual  to  be  a competent  prac- 
titioner, an  articulate  speaker,  and  a 
fine  writer.  Dr  Snider’s  book  is  solid  ev- 
idence that  he  has  accomplished  all 


three.  His  use  of  words  and  phrases  viv- 
idly conveys  his  innermost  thoughts  and 
feelings  when  he  was  accused,  with  a 
partner,  of  medical  malpractice. 

After  receiving  his  medical  degree 
from  the  University  of  Alabama,  Dr 
Snider  served  an  internship  at  Johns 
Hopkins  and  a surgical  residency  in  Al- 
abama. In  1973  he  entered  private 
practice  in  a partnership,  and  in  1981 
became  involved  with  one  of  the  part- 
ners in  a very  difficult  surgical  proce- 
dure on  a young  woman  whose  pelvic 
organs  were  completely  frozen  together 
by  a cancerous  lesion  that  originated  in 
the  colon.  The  details  of  the  case  are  not 
unique  but  the  exquisite  story  telling  by 
the  author  will  fascinate  you,  as  it  did 
me.  I could  actually  feel  the  pain  he  ex- 
perienced, and  his  words  describe  vivid- 
ly his  frustration  and  emotional  dis- 
tress. Dr  Snider’s  doubts,  fears,  and 
periods  of  depression  and  elation  are 
real  and  will  make  the  reader  believe 
that  “there,  but  for  the  Grace  of  God, 
go  I.” 

Having  spent  many  hours  since  1970 
thinking  about  our  professional  liability 
problem,  writing  editorials,  and  attend- 
ing national  meetings  in  a futile  search 
for  possible  solutions,  I thought  I knew 
a great  deal  more  than  the  average  phy- 
sician. But  in  over  40  years  of  practice 
and  teaching,  never  having  been  sued  or 
threatened  with  a suit,  I never  truly 
imagined  the  devastation  it  produces. 
The  author  makes  one  feel  involved  in 
the  case  from  the  initial  charge  through 
the  trial  in  1985. 

I share  Dr  Snider’s  feelings  about 
jury  trials  and  decisions  made  by  12  of 
his  “peers.”  His  call  for  reform  and  lack 
of  faith  in  the  present  tort  system  are 
right  on  target.  To  be  effective,  this 
book  must  be  read  by  all  practitioners, 
medical  students,  politicians,  insurance 
executives,  and  lawyers.  It  may  help 
stem  the  tidal  wave  that  is  engulfing  all 
of  us. 

In  the  judge’s  charge  to  the  jury  he 
included  two  definitions  that  are  worth 
repeating  here:  “Negligence  is  the  fail- 
ure to  do  what  a reasonably  prudent 
person  would  have  done  under  the  same 
or  similar  circumstances,  or  the  doing 
of  something  which  a reasonably  pru- 
dent person  would  not  have  done  under 
the  same  or  similar  circumstances,” 
and  “Proximate  cause  of  an  injury  is 
that  cause  which,  in  the  natural  and 
probable  sequence  of  events  and  with- 
out the  intervention  of  any  new  or  inde- 
pendent cause,  produces  injury,  and 
without  which  such  injury  would  not 
have  occurred.” 


The  findings  of  the  jury  will  surprise 
you. 

JULIUS  E.  STOLFI,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


THE  FAMILY  FITNESS  HANDBOOK 

By  Bob  Glover  and  Jack  Shepherd,  415 
pp.  New  York,  Penguin  Books,  1989. 
$9.95  (paperback) 

This  book’s  purpose  is  to  serve  as  a 
comprehensive  guide  and  reference 
source  for  people  of  all  ages.  It  specifi- 
cally addresses  many  important  health 
issues  as  they  pertain  to  contemporary 
families.  The  theme,  the  involvement  of 
children  from  a very  young  age  through 
adulthood  with  regular  exercise  and 
good  nutrition,  is  introduced  by  the  au- 
thor using  examples  of  personal  experi- 
ences with  his  son.  Throughout  the 
book  the  author  shares  situations  and 
events  he  and  his  family  have  partici- 
pated in  together. 

Bob  Glover  has  a great  deal  of  expe- 
rience with  program  development,  im- 
plementation, and  supervision.  His  pri- 
mary focus  is  on  running,  exercise  and 
wellness  programs,  and  youth  organiza- 
tions. He  has  spent  much  of  his  life 
helping  Americans  of  all  ages  get  fit. 
He  uses  these  experiences  and  some  of 
the  latest  research  to  provide  good, 
sound  advice  and  recommendations  for 
health  educators,  practitioners,  and, 
most  important,  parents. 

This  book  is  strongly  recommended 
to  anyone  who  works  with  or  has  chil- 
dren of  any  age.  It  can  benefit  clinicians 
in  their  practice  by  explaining  the  im- 
portance of  developing  these  habits  at  a 
very  young  age.  The  book  can  also  as- 
sist in  communicating  the  key  roles  reg- 
ular cardiovascular  exercise  and  good 
nutrition  play  in  helping  to  prevent 
many  major  diseases. 

The  book’s  main  objective  is  the  in- 
volvement of  children  in  regular  exer- 
cise, both  at  home  and  in  schools.  The 
author  gives  a brief  history  of  fitness 
and  how  our  society  has  changed  with 
the  advance  of  technology.  He  also  dis- 
cusses the  “unfitness  revolution,” 
building  a case  that  today’s  youth  are  in 
much  poorer  physical  condition  than 
prior  generations.  He  then  defines  fit- 
ness, giving  examples  of  different  types 
of  exercise,  sports,  and  activities.  The 
benefits  of  both  exercise  and  sport  are 
elaborated  on,  the  author  pointing  out 
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that  variety  is  very  important  for  lon- 
gevity. 

Several  chapters  are  devoted  to  par- 
ent, child,  and  family  interactions. 
Much  is  said  about  role  modeling  of 
parents,  interest  and  motivation  of  chil- 
dren, the  child’s  environment  both  at 
home  and  school,  and  his  or  her  peers. 
Various  types  of  games  and  activities 
are  discussed  based  on  their  aerobic 
content. 

Another  large  section  discusses  the 
fundamentals  of  getting  fit.  It  explains 
such  physiological  principles  as:  over- 
load, recovery,  consistency,  specificity, 
adaptation,  and  others  important  in  un- 
derstanding a complete  program.  There 
are  discussions  on  the  various  compo- 
nents that  make  up  a comprehensive 
program:  warm-up,  flexibility, 

strength,  cardiovascular  endurance, 
and  cool  down.  Examples  of  “fitness 
games”  are  also  numerous  and  very 
well  explained.  The  author  is  very  help- 
ful in  recommending  games  and  activi- 
ties through  a child’s  developmental 
years  tailored  to  specific  age  categories, 
ie,  pre-school,  elementary  school,  teen- 
ager, etc. 

The  rest  of  the  book  discusses  the  im- 
portance of  lifetime  participation  in 
regular  exercise  and  the  concept  of  total 
wellness. 

The  quality,  organization,  and  style 
of  the  book  is  very  good.  The  material  is 
presented  in  a clear  and  concise  manner 
with  good  explanations  and  examples. 
The  one  area  that  is  somewhat  lacking 
is  that  of  technical  features.  Several 
studies  are  mentioned  and  quoted,  but 
there  is  no  bibliography,  reference  list, 
or  footnotes  citing  original  investiga- 
tions. It  is  quite  obvious  the  author  has 
done  the  necessary  research  for  the 


book’s  content.  However,  a bibliogra- 
phy would  have  been  helpful  for  those 
interested  in  pursuing  some  of  the  top- 
ics in  depth. 

This  book  is  very  comprehensive,  and 
discusses  many  topics  not  touched  on  in 
publications  with  similar  titles  and  ob- 
jectives. The  goals  and  objectives  set 
forth  by  the  author  have  been  achieved 
in  an  organized  manner  and  in  lan- 
guage that  is  easily  understood. 

KEVIN  D.  STEELE,  PhD 
Director  of  Education,  Research  & 
Member  Services 
Health  and  Tennis  Corporation  of  America 
Los  Angeles,  CA  90067 


FOREVER  YOUNG:  20  YEARS  YOUNGER 
IN  20  WEEKS.  DR  BERGER’S  STEP-BY- 
STEP  REJUVENATING  PROGRAM 

By  Stuart  M.  Berger,  MD.  254  pp,  illus- 
trated. New  York,  William  Morrow  & 
Co,  1989.  $17.95  (clothcover) 

In  the  never-ending  quest  for  ever- 
lasting youth,  we  now  have  Forever 
Young  by  Stuart  Berger,  MD,  author  of 
several  books  including  The  Immune 
Power  Diet  and  What  Your  Doctor 
Didn’t  Learn  in  Medical  School.  For- 
ever Young  is  a self-help  book  implying 
that  by  following  the  advice  given,  the 
prize  will  be  increased  longevity  and 
prolonged  youthfulness. 

Dr  Berger  has  extensive  clinical  ex- 
perience in  the  use  of  nutrition  to  con- 
trol weight,  allergies,  and  other  nutri- 
tionally related  illnesses.  He  has 
contributed  significantly  to  the  public’s 
awareness  of  the  importance  of  nutri- 
tion in  obtaining  and  maintaining  good 
health. 


Forever  Young  contains  sections  on 
keeping  a youthful  skin,  taking  care  of 
one’s  heart  through  proper  diet,  the 
physiological  costs  of  smoking,  protec- 
tion of  the  skeletal  system  through  ex- 
ercise, diet,  and  nutritional  supplemen- 
tation, information  on  keeping  the 
immune  system  in  top  shape,  and  pro- 
tecting brain  functioning.  In  the  appen- 
dix a modified  21 -day  “very  low 
(1,600)  calorie  diet”  is  outlined.  Each 
of  the  chapters  on  the  individual  organ 
systems  has  a brief,  intriguing  descrip- 
tion of  promising  research  and  develop- 
ments. 

Forever  Young  is  written  in  a friend- 
ly, chatty  style.  There  are  numerous 
self-tests  for  evaluation  and  summaries 
for  easy  reference.  The  only  references 
not  provided  are  those  which  refer  to 
the  stated  facts  and  advice  throughout 
the  book,  although  we  are  told  that  a 
computer  search  of  “aging”  resulted  in 
45,000  references. 

With  Forever  Young,  Dr  Berger  once 
again  has  contributed  to  the  further 
popularization  and  awareness  of  the 
value  of  active  intervention  in  main- 
taining one’s  good  health.  The  informa- 
tion given  is  easily  understood  and,  if 
applied  diligently,  should  positively  af- 
fect the  quality  of  life  and  health  of  the 
individual.  Whether  following  Dr  Ber- 
ger’s advice  will  actually  prolong  life 
and  youthfulness  cannot  be  judged  for 
another  50  or  more  years.  Dr  Berger  is 
optimistic.  He  invites  every  reader  to  a 
“gala  celebration  of  long  life,  strong 
health,  and  extended  youth,”  Sunday, 
January  1,  2045,  12:00  noon,  place  to 
be  announced.  See  you  there? 

HARVEY  M.  ROSS.  MD 

7080  Hollywood  Blvd 

Hollywood,  CA  90028 
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NEWS  BRIEFS 


Two  new  infection-fighting  drugs  come  to  market 

Fungal  infections  are  a cause  for  concern  in  any  patient, 
but  for  patients  with  immunosuppression,  fungal  infec- 
tions carry  a high  risk  of  morbidity  and  mortality.  Flucon- 
azole (Diflucan®)  is  the  first  drug  on  the  market  in  the 
United  States  derived  from  a new  class  of  broad  spectrum 
triazoles  to  treat  and  prevent  relapse  of  fungal  infections. 

Fluconazole  is  a highly  selective  inhibitor  of  ergosterol, 
a vital  component  of  cell  wall  formation  in  fungi.  Its  en- 
hanced efficacy  combined  with  low  toxicity  provide  ad- 
vantages over  existing  antifungal  agents.  Another  benefit 
is  its  dual  mode  of  administration;  it  is  available  in  both 
oral  and  intravenous  formulations.  Roerig,  division  of 
Pfizer  Pharmaceuticals  (New  York,  NY),  the  manufac- 
turer of  Diflucan,  boasts  a 90%  bioavailability  of  the  oral 
form.  As  concentrations  of  fluconazole  in  the  tissues  and 
fluids  compare  favorably  with  those  in  the  serum,  the  drug 
can  fight  fungal  disease  in  almost  all  parts  of  the  body, 
including  the  central  nervous  system. 

Fluconazole  has  been  approved  by  the  US  Food  and 
Drug  Administration  (FDA)  for  treatment  of  fungal  in- 
fections such  as  oropharyngeal  and  esophageal  candidia- 
sis, systemic  candidiasis,  including  urinary  tract  infection, 
pneumonia,  and  peritonitis,  and  for  the  treatment  and 
suppression  of  relapse  of  cryptococcal  meningitis.  It  will 
be  especially  beneficial  for  immunocompromised  patients, 
such  as  those  with  cancer  or  AIDS,  as  well  as  organ  trans- 
plant recipients. 

Mefloquine  hydrochloride  (Lariam®),  a new  antima- 
larial  agent  produced  by  Roche  Laboratories,  division  of 
Hoffmann-La  Roche,  Inc  (Nutley,  NJ),  is  effective 
against  drug  resistant  Plasmodium  falciparum.  Although 
chloroquine  continues  to  be  an  effective  prophylactic 
agent  against  some  species  of  malaria,  during  the  past  25 
years,  there  has  been  an  increase  in  chloroquine-resistant 
strains  of  Plasmodium  falciparum.  How  mefloquine  pro- 
tects against  malaria  is  not  yet  completely  understood,  but 
the  drug  appears  to  prevent  malarial  parasites  from  invad- 
ing red  blood  cells. 

Chloroquine-resistant  malaria  has  become  especially 
prevalent  in  southeast  Asia,  sub-Sahara  Africa,  the  interi- 
or of  South  America,  and  in  New  Guinea.  The  Centers  for 
Disease  Control  (CDC)  recommend  the  use  of  mefloquine 
by  travelers  to  any  region  of  the  world  known  to  have  chlo- 
roquine-resistant malaria.  For  travelers  to  regions  where 
chloroquine  is  effective,  the  CDC  promotes  the  use  of 
chloroquine,  rather  than  mefloquine,  so  as  to  lessen  the 
risk  of  development  of  mefloquine  resistance. 

Diagnosing  Lyme  disease  in  seronegative  patients 

The  spirochete  Borrelia  burgdorferi  causes  Lyme  dis- 
ease, a multisystemic  disorder  with  symptoms  that  mimic 
a variety  of  other  diseases.  The  diagnosis  of  Lyme  disease 
is  often  difficult;  even  when  patients  present  with  the  ery- 
thema chronicum  migrans  (ECM)  that  is  characteristic  of 
the  disease  and  which  occurs  in  about  50%  of  affected  in- 
dividuals, these  patients  may  be  seronegative.  Seronega- 
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tive  patients  with  classic  symptoms  of  Lyme  disease  lead 
to  a diagnostic  dilemma. 

Schutzer  et  al  have  proposed  that  the  inability  to  detect 
antibody  to  B burgdorferi  “despite  clinical  features  of  the 
disease  may  perhaps  be  due  to  sequestration  of  the  anti- 
body in  complexed  form  . . . , in  which  immune  complexes 
(IC)  often  contain  the  relevant  antigen  and  antibody,  even 
in  the  absence  of  the  free  component”  {Lancet 
1 990;  335:31 2-3 1 5).  The  authors  tested  this  theory  by  an- 
alyzing immune  complexes  from  seronegative  patients 
with  Lyme  disease. 

There  were  22  seronegative  patients  in  the  study  popu- 
lation with  symptoms  of  Lyme  disease  who  exhibited  no 
antibody  to  B burgdorferi  based  on  a commercial  enzyme 
linked  immunosorbent  assay  (ELISA).  All  of  these  pa- 
tients were  from  areas  of  New  Jersey  endemic  for  Lyme 
disease. 

Seronegativity  was  first  reconfirmed  by  ELISA.  Then 
two  different  enzyme  immunoassays  were  employed  to  de- 
tect immune  complexes.  The  technique  of  polyethylene 
glycol-borate  dissociation  of  the  ICs  enabled  analysis  of 
the  components  by  ELISA  and  confirmatory  Western 
blotting  for  Borrelia  antibody  and  antigen. 

The  authors  found  near  normal  IC  levels  in  both  the  test 
and  control  patient  populations.  All  ten  patients  with  ser- 
onegative Lyme  disease  who  had  erythema  chronicum  mi- 
grans had  B burgdorferi-reactive  antibody  in  their  im- 
mune complexes.  Four  of  the  other  12  seronegative 
patients  with  possible  Lyme  disease  had  ICs  containing 
anti-5  burgdorferi  antibody.  Complexed  anti-5  burgdor- 
feri antibody  was  also  detectable  in  ICs  from  20  of  21 
(95%)  seropositive  patients  with  symptoms  of  Lyme  dis- 
ease. Complexed  antibody  was  absent  from  ICs  of  healthy 
controls  having  no  symptoms  of  Lyme  disease,  as  well  as 
control  patients  with  chronic  fatigue  or  other  diseases. 

Soluble  CD4:  A new  antiviral  treatment  for  AIDS 

Human  immunodeficiency  virus  1 (HIV-1),  the  retro- 
virus that  causes  the  acquired  immunodeficiency  syn- 
drome (AIDS),  has  been  isolated,  tested,  and  evaluated  in 
laboratories  throughout  the  world.  The  specific  stages  re- 
quired for  HIV-1  replication  are  now  well  understood,  and 
scientists  are  assessing  each  step  in  the  virus’  replicative 
process  in  their  goal  to  develop  inhibitory  agents  that 
would  halt  the  progression  of  HIV  infection. 

The  first  antiretroviral  drug  licensed  to  combat  HIV-1 
was  zidovudine  (AZT),  a type  of  nucleoside  analogue. 
Other  nucleoside  analogues,  such  as  dideoxycytidine  and 
dideoxyinosine,  are  yielding  promising  antiviral  activity  in 
early  phase  testing  in  humans.  These  drugs  are  also  highly 
toxic  and  can  produce  severe  adverse  effects  at  therapeu- 
tic dosages. 

Recombinant  soluble  CD4  (rsCD4)  is  a new  antiretro- 
viral agent  now  undergoing  preliminary  testing  in  HIV- 
infected  persons.  Early  results  of  toxicity  and  pharmaco- 
kinetics studies  have  been  promising,  and  there  has  been 
evidence  of  the  drug’s  antiviral  activity  at  tolerable  doses. 

Recombinant  soluble  CD4  inhibits  HIV-1  production 
at  a different  stage  of  the  viral  replicative  cycle  than  do 
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nucleoside  analogues.  Combination  therapy  with  multiple 
antiviral  agents  having  different  modes  of  action  may 
prove  to  be  the  most  effective  and  least  toxic  method  for 
conquering  the  human  immunodeficiency  virus. 

Based  on  the  knowledge  that  the  HIV-1  envelope  glyco- 
protein (gpl20)  binds  to  the  CD4  glycoprotein  on  the  sur- 
face of  mature  T4  lymphocytes  in  order  for  the  virus  to 
enter  the  cell,  researchers  sought  to  block  the  virus  at  this 
step,  before  it  could  penetrate  the  cell  {Ann  Intern  Med 
1990;  112:241,  247-253,  254-261).  This  goal  led  to  the 
development  of  recombinant  soluble  CD4,  a genetically 
engineered  fragment  of  the  CD4  molecule  that  can  bind 
gpl20  of  HIV-1,  thus  effectively  competing  with  the  cell 
surface  receptor  for  circulating  HIV-1. 

Preliminary  safety  studies  employed  escalating  dosages 
of  rsCD4,  from  0.9  mg  to  30  mg,  administered  intramus- 
cularly or  intravenously,  to  test  for  toxicity  in  HIV-infect- 
ed subjects.  “No  significant  differences  in  hepatic,  renal, 
or  hematologic  measurements  were  noted  during  rsCD4 
therapy  for  patients  at  any  dosage  . . . .No  patient  in  our 
study  developed  severe  or  life  threatening  toxicities  relat- 
ed to  rsCD4  therapy.”  Reactions  included  transient  ery- 
thema at  the  injection  site,  a maculopapular  eruption 
which  disappeared  with  cessation  of  treatment,  and  in  one 
patient,  the  development  of  antibodies  that  bound  rsCD4. 
This  antibody  response  did  not  cause  any  negative  clinical 
effect.  The  authors  concluded  that  “rsCD4  is  well  tolerat- 
ed by  patients  with  AIDS  or  AIDS-related  complex  when  giv- 
en in  doses  up  to  30  mg/d  for  as  long  as  28  consecutive 
days.”  The  drug’s  long  term  effects  require  further  testing. 

Measurements  of  the  subjects’  serum  HIV-1  p24  anti- 
gen levels  taken  before  and  after  rsCD4  therapy  suggested 
antiviral  activity.  There  was  a significant  (p  = 0.021), 
23%  reduction  in  p24  antigen  levels,  when  comparing  pre- 
treatment (1,341  pg/mL)  and  post-treatment  values  (789 
pg/mL)  for  subjects  receiving  30  mg/d  of  rsCD4.  This 
study  did  not  determine  the  maximum  tolerated  dosage  of 
rsCD4.  Therefore,  additional  tests  are  needed  to  assess 
whether  higher  dosages  or  a longer  course  of  treatment 
would  further  enhance  antiviral  activity. 

Recombinant  soluble  rsCD4  could  be  an  important  con- 
tributor to  the  fight  against  AIDS.  It  could  prove  impor- 
tant in  combination  antiviral  regimens,  or  as  a transporter 
of  toxic  substances  that  target  the  HIV  virus  for  destruc- 
tion. Its  most  effective  role  awaits  further  study. 

Cigarette  smoking  has  a reversibie,  adverse  effect  on 
oifactory  function 

In  a study  performed  at  the  University  of  Pennsylvan- 
ia’s Smell  and  Taste  Center  (Philadelphia,  Pa),  Frye  et  al 
demonstrated  “a  clear  adverse  effect  of  cigarette  smoking 
on  olfactory  function  that  is  dose  related  and  present  in 
past  smokers.  This  effect  is  reversible,  at  least  to  some 


degree,  and  the  time  course  of  this  reversibility  is  depen- 
dent on  the  duration  of  cessation  from  smoking  and  the 
amount  of  prior  smoking  activity”  {JAMA 
1990;  263:1233-1236). 

Using  the  University  of  Pennsylvania’s  Smell  Identifi- 
cation Test,  the  authors  assessed  olfactory  function  in  a 
group  of  current  smokers,  nonsmokers,  and  subjects  who 
had  previously  smoked.  Based  on  cumulative  cigarette 
smoking  dose  for  current  and  previous  smokers,  Frye  and 
colleagues  found  an  inverse  relation  between  pack-years 
and  olfactory  function.  Furthermore,  there  was  a signifi- 
cant {p  = 0.04)  correspondence  between  the  length  of 
time  since  a smoker  had  quit  smoking  and  the  improve- 
ment in  olfactory  function.  A previous  smoker  does  not 
quickly  regain  his  or  her  sense  of  smell. 

Man’s  sense  of  smell  serves  many  functions,  from  de- 
tecting hazards  such  as  natural  gas  leaks,  smoke,  or 
spoiled  food,  to  enjoying  the  smells  of  flowers,  spices,  and 
scents.  According  to  this  study,  “persons  who  currently 
smoke  are  nearly  twice  as  likely  to  have  an  olfactory  defi- 
cit than  persons  who  have  never  smoked.” 

Promising  new  arthritis  drug  awaits  testing  in  humans 

Researchers  at  the  University  of  Colorado  Health  Sci- 
ences Center  (Denver)  and  Synergen  (Boulder,  Colo),  a 
small  biotechnology  company,  have  discovered  a protein 
that  prevents  arthritis-associated  inflammation  in  rabbits 
and  rodents.  The  protein  also  appears  to  stop  the  destruc- 
tion of  cartilage  in  rheumatoid  arthritis,  in  which  a pa- 
tient’s immune  system  mistakenly  attacks  healthy  cells  in 
the  joints. 

The  research  team  of  Thompson  et  al  reported  the  puri- 
fication of  this  protein,  an  interleukin- 1 antagonist,  in  the 
]o\xTm\  Nature  (1990;  343:336-346).  Interleukin-1  plays 
a major  role  in  the  body’s  response  to  injury  and  infection. 
The  release  of  interleukin- 1 from  monocytes  and  its  subse- 
quent binding  to  receptors  on  white  blood  cells  stimulates 
the  body’s  infection-fighting  machinery  and,  in  the  pro- 
cess, produces  pain  and  inflammation.  Thompson  and  col- 
league’s protein  is  produced  by  the  same  cells  that  manu- 
facture interleukin- 1 (IL-1),  and  it  acts  as  a highly 
specific  IL-1  antagonist  by  blocking  the  IL-1  receptors 
without  activating  an  IL-1 -like  response. 

The  IL-1  antagonist  appears  to  prevent  the  inflamma- 
tion and  tissue  destruction  caused  by  arthritis,  rather  than 
merely  reducing  the  symptoms  of  arthritis  while  allowing 
the  disease  to  progress,  as  do  current  treatments  such  as 
painkillers  and  anti-inflammatory  agents.  Synergen  and 
Hoffman-La  Roche  are  collaborating  to  develop  a syn- 
thetic form  of  the  drug,  which  could  be  manufactured 
more  easily,  inexpensively,  and  in  greater  quantities.  Hu- 
man testing  with  the  IL-1  antagonist  is  planned  for  later 
this  year. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  Journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  talales,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith^  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  Stale  J Med  1983;  83:925-927. 

2.  Behrman  RE.  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  1 2.  Philadel- 
phia, WB  Saunders  Co.  1983.  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  11042. 
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Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alphai -antitrypsin  (AAT)."'  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.^ 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1 , Branlly  ML,  Paul  LD.  Miller  BH,  et  al:  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsih  deficiency  of  adults  with  pulmonary  symptoms. 
Am  Rev  Respir  Dis  1988;138:327-336. 

2.  Wewers  MD,  Casolaro  MA,  Sellers  SE,  et  al:  Replacement  therapy  for  alpha, -antitrypsin 

©1990  Miles  Inc  deficiency  associated  with  emphysema.  N EnglJ  Med  1987;316:1055-1062. 


Miles  Inc. 

Cutter  Biological 
400  Morgan  Lane 
West  Haven,  CT  06516 

Cutter 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


{continued  from  p 7 A) 

MISSOURI 

June  1-2.  Third  Annual  Contact  Lens 
Course.  June  6-9.  Facial  Rejuvenation. 
17  Cat  I Credits.  Ritz-Carlton  St  Louis 
Hotel,  St  Louis.  June  7-9.  Frontiers  in 
Endosurgery:  Flexible  Endoscopy,  La- 
ser Surgery,  and  Endourological  Tech- 
niques. Washington  University  Medi- 
cal Center,  St  Louis.  Contact:  Cathy 
Caruso,  Office  of  Continuing  Medical 
Education,  Washington  University 
School  of  Medicine,  660  S Euclid,  Box 
8063,  St  Louis,  MO  63110.  Tel:  (314) 
362-6893. 

NEW  MEXICO 

June  28-30.  Highlights  in  Women’s 
Health  Care.  16  Cat  I Credits.  Contact: 
Sharon  Stermer,  Office  of  Continuing 
Medical  Education,  Scott  and  White, 
2401  South  31st  St,  Temple,  TX  76508. 
Tel:  (817)  774-4073. 

OHIO 

June  7-10.  AIDS:  Living  in  Recovery 


Conference.  Omni  Netherland  Plaza, 
Cincinnati.  Contact:  James  R.  Swear- 
ingen, Communication  Coordinator, 
AIDS:  Living  in  Recovery  Conference, 
PO  Box  14949,  Cincinnati,  OH  45250. 
Tel:  (513)  541-7022. 


SOUTH  CAROLINA 

June  11-16.  Intensive  Review  in  Family 
Medicine.  38  Vz  Cat  I Credits.  Westin 
Resort  Hotel,  Hilton  Head.  Contact: 
Gerri  LaVia,  Department  of  Family 
Medicine,  Medical  University  of  South 
Carolina,  Charleston,  SC  29425.  Tel: 
(803)  792-2426. 


TEXAS 

June  13-17.  Issues  in  Care:  Pain.  16 
Cat  I Credits.  South  Padre  Hilton  Re- 
sort, South  Padre  Island.  June  21-22. 
Pediatric  Advanced  Life  Support 
(PALS)  Provider  Course.  1 3 Cat  I Cred- 
its. Temple.  Contact:  Office  of  Con- 
tinuing Medical  Education,  Scott  and 
White,  2401  South  31st  Street,  Tem- 
ple, TX  76508.  Tel:  (817)  774-4073. 


AROUND  THE  WORLD 


CANADA 

June  23-24.  Fifth  Conference  on 
Health  Problems  of  the  Chinese  in 
North  America.  Four  Seasons  Toronto. 
Contact:  Dr  John  H.  C.  Chiu,  50  Mi- 
chael Dr,  Willowdale,  Ontario,  Cana- 
da, M2H  2A5.  Tel:  (416)  635-2550. 

June  25-28.  Molecular  and  Cellular 
Mechanisms  of  Alcohol  and  Anesthet- 
ics. University  of  Calgary  School  of 
Medicine,  Alberta.  Contact:  Confer- 
ence Director,  The  New  York  Acade- 
my of  Sciences,  2 E 63rd  St,  New  York, 
NY  10021.  Tel:  (212)  838-0230. 


FRANCE 

June  14-18.  New  Approaches  to  Pul- 
monary Ventilation.  L’Hopital  de  la  Pi- 
tie-Salpetriere,  Paris.  Contact:  Profes- 
sional Seminars  Inc,  PO  Box  012318, 
Miami,  FL  33173.  Tel:  (305)  547- 
6511.  □ 
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SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you.  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


MANHASSET  HILLS,  MANHASSET,  EAST  HILLS 
AREA.  Spacious  1 1 room  house,  6 bedrooms, 
3 baths,  30  ft.  by  30  ft.  immense  living  room, 
dining  room  area  over  large  eat  in  kitchen.  Per- 
fect location  tor  professional.  Near  L.I.E.  and 
Northern  State  Parkways.  Close  to  hospitals, 
Herricks  School  System.  $555,000.00.  Tele- 
phone (516)  627-2416. 

LAKE  OSCAWANNA,  PUTNAM  VALLEY.  Year 
round  Vacation  Home.  2 bedrooms,  2 full 
baths,  finished  basement.  Lake  rights,  dock  & 
boat,  40  miles  from  N.Y.C.  Call  (212)  364- 
4699. 

FOR  SALE  — PORT  JEFFERSON,  L.I.,  N.Y., 

Waterfront  contemporary  4500  sq.  ft.  1.25 
acres,  5 B.R.,  bathrooms.  Indoor  solar 
heated  pool  & sauna.  $895,000.00  (516)  928- 
7300. 

MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  for  sale.  (516)  868-4070. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher.  J.D..  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  In  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid.  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S,  Asher,  Esq.,  295  Madison 
Ave.  .Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 

TAX  SPECIALIST — CPA/Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning,  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA,  JD,  LLM,  488  Madison  Avenue, 
New  York,  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nenrous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindi»tions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’-^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' 3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon<  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221,  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4. 

1983. 

4.  A.  Moralesetal.,  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


SHAPIRO  & BAINES,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D,,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  16  Court  Street,  Brooklyn,  N.Y. 
718-855-5858,  55  Mineola  Blvd.,  Mineola, 

N.Y.  516-877-1055. 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  11021 
(516)  773-3322. 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid, workers  compensation,  and  no  fault.  Sec- 
ondary insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N.Y.  11788  (516)436-7776. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services.  Inc.  (914)  623-0022. 

BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE”, 

to  be  mailed  from  March  to  August  1990.  For  a 
free  sample  copy,  mail  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Orange,  New  Jersey,  07052. 

OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  in  your  plans,  please  call:  Dilip 

Khetani,  Pension  Actuary,  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq,,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661-8070. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  lo  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association.  Atlanta.  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges. defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue.  New  York.  N.Y.  10010. 
212-213-8484. 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 

COLLECTION  PROBLEMS?  Call  the  New  York 
Professional  Bureau  (A  Subsidiary  of  the  New 
York  County  Medical  Society)  for  information, 
(212)  268-1580.  Serving  Doctors  in  New  York 
State  for  over  37  years. 

LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder/ partnership  agreements,  buy  and 
sell  agreements.  ACCCUNTING/C.P.A.  Tax 
returns  (corporate  and  individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
-F  pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretory 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
cUdinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  foUows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  h3rpersensitivity  to  chlordiazepoxide 
HCl  and/or  cfidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alermess  (e.g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  antichohnergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  hmit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefuDy  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  estabhshed.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especiafiy  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  hbido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dr5mess  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  S3rmptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

PI  0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


-'lij 


ITS  TIME 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepox  ide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  AH  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Mmtmal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  f ^cove  duodena/ u/cer-foi  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -lot  healed  duodenal  ulcer  pahents  at  a 
reduced  dosage  of  150  mg  hs.  The  consequences  of  therapy  with  /txid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitrvity  to  the  drug.  Use  with  cauhon 
in  patients  with  hypersensitivity  to  other  H;-receptor  antagonists. 
Precautions:  General-!.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastnc  malignancy 

2.  Do^e  should  be  reduced  in  pahents  with  moderate  to  severe 
renal  insutficiency. 

3.  In  pahents  with  normal  renal  funchon  and  uncomplicated  hepahc 
dysfunction,  the  disposihon  of  nizahdine  is  similar  to  that  in  normal 
subjects 

Laboialory  Tests -False-positive  tests  for  urobilinogen  with  Mulhshx* 
may  occur  during  therapy. 

Drug  interactions -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxHfe.  lorazepam,  lidocaine.  phenytom.  and  warfann.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interachons  mediated  by  inhibition  of  hepahc  metabolism  are  not  expected 
to  occur.  In  pahents  given  very  high  doses  (3.900  mg)  of  aspinh  daily, 
inaeased  serum  salicylate  levels  were  seen  when  nizahdine.  150  mg 
bid.  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol Ferttity-n  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  hmes  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastnc  oxynhc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mce.  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepahc  nodular  hyperplasia  with  no 
numerical  increase  seen  m any  of  the  other  dose  groups  The  rate  of 
hepahc  caranoma  in  the  high-dose  animals  was  wrthin  the  historical 
control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conhols  and  evidena  of  mild  liver  in)ury  (transaminase  elevations).  The 
occurrence  of  a marginal  hnding  at  high  dose  only  in  animals  given 
Axid*  (nizabdine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats  niale  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genehc  toxicity,  including  bacterial  mutahon  tests  unscheduled 
DNA  synthesis,  sister  chromabd  exchange,  mouse  lymphoma  assay, 
chromosome  aberrahon  tests,  and  a micronudeus  test 

In  a two-generahon.  pennatal  and  postnatal  ferhiity  study  in  rats  doses 
ol  nizahdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  Ihe 
reproductive  pertormance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Eltects- Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  hmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  hmes  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  hmes  the  human  dose,  treated  rabbits  had  aborhons 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights  On  intra- 
venous administrahon  to  pregnant  New  Zealand  White  rabbits  nizahdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg.  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  It  is  also  not  known  whether 
nizahdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduchon  capacity.  Nizahdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

Nursing  Mothers -StuPies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  treated 
lactahng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use-Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Bderty  F^henfs- Healing  rates  in  elderly  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalihes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizahdine.  Elderly  patients  may  have  reduced 
renal  luncbon. 

Adverse  Reactions:  Clinical  tnals  of  varying  durabons  included  almost 
5.000  pahents  /Vmong  the  more  common  adverse  events  in  domestic 
placebo-controlled  tnals  of  over  1.900  nizahdine  pahents  and  over  1.300 
on  placebo,  sweahng  (1%  vs  0.2%).  urhcana  (0.5%  vs  <0.01%).  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizahdine.  It  was  not  possible  to  detemiine  whether  a vanety  of  less 
common  events  was  due  to  the  drug. 

/txid*  (nizahdine.  Lilly) 


H^oaftc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pahents.  In  some  cases,  mere  was  marked  elevahon  (>500  lU/L)  in  SCOT 
or  SGPT  and.  in  a single  instance.  SGPT  was  >2.000  lU/L  The  inadence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  mree  hmes 
me  upper  limit  ol  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  )aundice  have  been  reported.  All 
abnormalihes  were  reversible  after  disconhnuahon  of  Axid. 

Cardiovascular -In  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  venbicular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  m mree  untreated  subtects. 

CWS- Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocnne-Clihical  pharmacology  studies  and  controlled  clinical  tnals 
showed  no  evidence  ol  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  wim  equal  frequency  by 
pahents  on  nizahdine  and  mose  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-Tatai  mrornbocytopenia  was  reported  in  a pahent 
heated  wrth  nizahdine  and  anomer  H;-receptor  antagonist  This  patient 
had  previously  expenenced  mrornboc^openia  while  taking  omer  drags. 
Rare  cases  of  mrombocytopenic  purpura  have  beeh  reported. 

Integumental -Sweating  and  urhcaria  were  reported  significanhy 
more  frequently  in  nizahdine-  than  in  placebo-heated  pahents.  Rash  and 
exfoliahve  dermatitis  were  also  reported. 

Hypersensitivity- hs  wim  omer  Hi-receptor  antagonists  rare  cases  ol 
anaphylaxis  following  nizahdine  administration  have  been  reported. 
Because  cross-sensihvity  among  mis  class  has  been  observed.  Hj-receptor 
antagonists  should  not  be  administered  to  mose  wnh  a history  of  hyper- 
sensihvity  to  mese  ageots  Rare  episodes  ol  hypersensitivity  reactions 
(eg.  bronchospasm.  laryngeal  edema  rash,  and  eosinophilia)  have  been 
reported 

Offier-Hyperancemia  unassoaated  wrth  gout  or  nephrolimiasis  was 
reported.  Eosinophilia  fever,  ahd  nausea  related  to  nizahdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesia  or  lavage  should  be  considered  along 
wrth  clinical  monitonng  and  supportive  metapy.  Renal  dialysis  tor  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  (091289) 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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Would  you  like  some  free  no-obligation  financial  advice  from  someone  who 
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risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
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options  that  help  you  aoquire  what  you  need 
economically.  With  our  leasing  program  you  can 
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price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 
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An  approved  vendor  benefit  program. 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1-800-333-0301 


MEETINGS  AND 
LECTURES 
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AROUND  THE  STATE 


COOPERSTOWN 

July  11.  Neurology.  3 Cat  I Credits. 
Bassett  Hall  Conference  Center.  Con- 
tact: Charlotte  L.  Hoag,  Medical  Edu- 
cation Coordinator,  Office  of  Medical 
Education,  The  Mary  Imogene  Bassett 
Hospital,  One  Atwell  Rd,  Cooper- 
stown,  NY  13326.  Tel:  (607)  547-3926. 

SOUTHAMPTON 

July  9.  Update  on  Interventional  Cardi- 

{continued  on  p 9 A) 


AKE  THE  MOST 
OF  YOUR  PRACTICE. 
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present  assets  to  finance  your  future  pians. 

Security  Pacific  Healthcare  Professional  Funding  is  pleased 
to  introduce  Commercial  Reserve  — a new  loan  that  helps 
you  use  your  present  assets,  like  equipment  or  accounts 
receivable,  to  get  additional  funds  for  business  growth. 

And  because  your  time  is  important,  you  can  apply  for 
Commercial  Reserve  quickly  and  easily.  In  fact,  the  whole 
process  can  be  handled  through  the  mail. 

How  to  get  more  information. 

Call  us  toll-free  at  (800)  365-6161.  You’ll  discover  that 
Commercial  Reserve  is  a loan  plan  that  truly  helps  you 
make  the  most  of  your  pracrice. 


SECURITY  PACIFIC 
Healthcare  Professional  Funding,  Inc. 
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YOCON* 

YOHIMBINE  HCI 


Classified 

Advertising 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimuiation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generaliy,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


PHYSICIANS  WANTED 


AIM  HIGH — Serve  your  country  and  discover  the 
tremendous  support  of  a dedicated  staff  of  pro- 
fessionals as  an  Air  Force  physician.  Enjoy 
quality  benefits,  quality  lifestyle  and  30  days  of 
vacation  with  pay  each  year.  Find  out  how  to 
qualify.  Call:  USAF  HEALTH  PROFESSIONS 
1-800-423-USAF  AIR  FORCE. 

ANESTHESIOLOGISTS— IMMEDIATE  OPENING 

— Rewarding  opportunity  in  out-patient  surgical 
centers  in  N.Y.C.  and  L.I.:  F/T,  P/T  or  per 
patient  remuneration.  Equity  position.  Con- 
tact P.O.  Box  1192,  White  Plains,  N.Y.  10602. 

DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Karen 

Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full 
time  and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
malpractice  insurance.  Benefit  package  avail- 
able to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

BEAVER,  PENNSYLVANIA.  Seeking  director,  as- 
sistant director,  full-time  and  part-time  emergen- 
cy physicians  for  475  bed  Level  II  facility.  Dou- 
ble and  triple  coverage  provided  during  peak 
periods.  Outstanding  compensation  and  paid 
malpractice  insurance.  Benefits  available  to 
full-time  staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 
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PHYSICIANS  WANTED— CONT’D 


INTERNIST  NEEDED  for  several  openings  in: 
Colorado  Springs,  CO:  Dallas/Ft.  Worth,  TX; 
and  near  Las  Vegas,  NV.  Practice  quality 
medicine  on  quality  people — where  the  pa- 
tient's needs  come  first.  Reach  new  heights. 
Call  1 -800-53 1 -5980.  Please  send  CV  to  Capt. 
David  H.  Bramigk,  3513  USAFRSQ/RSHM, 
510  Stewart  Drive  West,  N.  Syracuse,  NY 
13212-3421. 

AMBULATORY  CARE  CENTER.  Practice  oppor- 
tunity for  any  primary  care  physician.  One  half 
ownership  of  practice,  includes  one  half  owner- 
ship of  building.  Beautiful  Southeast  Florida 
coastal  location.  $450,000.00.  Direct  inqui- 
ries to  Dr.  Robert  Cranfield,  8234  Stagecoach 
Lane,  Boca  Raton,  Florida  33496  or  call  407- 
488-9365. 

ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  Is  offering  a generous 
financial  package  for  Internists,  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Lyn  1.  Kucij,  Di- 
rector of  Marketing  & Development,  Nathan 
Littauer  Flospital,  99  East  Street,  Gloversville, 
NY  12708  (518)  725-8621. 

THERE'S  A JOB  FOR  YOU  IN  A SUMMER 

CAMP — Physicians  needed  for  300  camps  in 
the  Northeast.  Contact  the  American  Camping 
Association,  12  West  31  St.,  Dept.  (JM),  N.Y., 
N.Y.  10010,  1-800-777-CAMP. 

EDWARD  JOHN  NOBLE  HOSPITAL  of  Alexandria 
Bay  N.  Y.  seeks  an  Internist.  Ideal  location  in 
the  1000  Islands  resort  area  on  the  St.  Law- 
rence river.  This  50  bed  facility  is  well  endowed 
and  well  staffed.  Education  loan  forgiveness, 
income  guarantee,  excellent  office  facilities  and 
other  benefits  available.  Call  3 1 5-686-2434  or 
send  resume  to  Joseph  Kehoe,  RR1,  Box  363, 
Clayton,  N.  Y.  13624. 

INTERNAL  MEDICINE/FAMILY  PRACTICE  PHY- 
SICIAN. Busy  ambulatory  health  care  facility 
seeks  additional  physician  to  begin  immediately. 
Wide  variety  of  adult  and  pediatric  patients. 
Guaranteed  salary  with  incentive  bonus.  Mal- 
practice insurance  plus  excellent  benefits. 
Practice  high  quality  care  in  a community  ideal 
for  family  living.  Please  send  current  c.v.  to  S. 
M.  Pepper,  Executive  Director,  Groton  Commu- 
nity Health  Care  Center.  Inc.,  120  Sykes  Street. 
Groton,  NY  13073. 

MEDICAL  DIRECTOR— Upstate  Hospital  (350- 
bed  acute  care /long  term  care /mental  health), 
near  the  scenic  Thousand  Islands/ Lake  Ontario 
region  offers  challenging  and  rewarding  oppor- 
tunity for  qualified  physician  as  full-time  Medical 
Director.  Seeking  individual  Interested  in  de- 
veloping proactive  programs  designed  to  facili- 
tate and  increase  collaborative  efforts  between 
the  Hospital  and  the  Medical  Staff  to  Insure 
quality  medical  care.  The  Medical  Director  re- 
ports to  the  Board  of  Directors  through  the 
CEO.  Qualified  physicians  will  have  5-10  years 
of  medical  practice  with  Board  Certification  in 
their  practice  area.  Two  or  more  years  of  medi- 
co/administrative experience  and  familiarity 
with  Quality  Assurance  programs  required. 
Prior  Medical  Director  experience  preferred. 
Very  competitive  salary  and  fringe  benefit  pack- 
age. Interested  candidates  should  submit 
complete  CV  to:  Medical  Director  Search 

Committee,  CEO's  Office,  Mercy  Hospital  of 
Watertown,  218  Stone  Street.  Watertown,  New 
York  13601. 


PHYSICIANS  WANTED— CONT’D 


GOOD  OPPORTUNITY  for  a Doctor  to  practice  in  a 
posh  Nassau  area,  close  to  good  hospitals. 
Please  call  (516)  489-3337. 


MEDICAL  DIRECTOR — Nonprofit,  ambulatory, 
community  health  center  seeks  an  experienced 
primary  care  physician  with  a commitment  to 
serving  underprivileged  communities.  Family^ 
Practice  and  Internal  Medicine  specialists  are 
preferred.  Applicants  must  be  board  eligible  or 
board  certified  and  possess  strong  manage- 
ment and  organizational  skills.  Send  resume 
to:  Personnel  Department,  Charter  Oak  Ter- 
race/Rice Heights  Health  Center,  81  Overlook 
Terrace,  Hartford,  Connecticut  06106.  EOE. 


PEDIATRICIAN — Nonprofit,  ambulatory,  commu- 
nity health  center  seeks  a pediatrician  with  a 
commitment  to  serving  underprivileged  commu- 
nities. Applicants  must  be  board  eligible  or 
board  certified.  Send  resume  to:  Personnel 
Department,  Charter  Oak  Terrace/Rice  Heights 
Health  Center,  81  Overlook  Terrace,  Hartford, 
Connecticut  06106.  EOE. 


A PART  TIME  POSITION  is  available  for  a physi- 
cian interested  in  working  in  a Bariatric  (Weight 
Management)  practice.  Must  be  available 
Wednesdays  from  1 0 A.  M.  to  8 P.  M.  and  Thurs- 
days from  11  A.M.  to  8 P.M.  Call  for  details 
during  the  hours  above  at  (718)  347-0473  or 
(718)  347-0535  ask  for  Dr.  Aziz  Gurler. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST — Third  Internist  to  join  very  busy  pro- 
gressive 20  man  multi-specialty  group  in  historic 
midwest  community.  Fully  equipped  120  bed 
hospital  with  plans  for  new  facility,  excellent 
school  system,  many  recreational  and  civic  ac- 
tivities. Competitive  starting  salary  and  bene- 
fits package  with  productivity  bonus  and  part- 
nership potential.  Call  Cheryl  Broderick.  E.G. 
Todd  Associates,  (800)  762-9213  or  collect 
(508)  688-9063. 


ORTHOPEDIC  SURGEON — Second  orthopedic 
surgeon  sought  to  join  very  busy  20  man  multi- 
specialty group  in  Midwest  community.  Inter- 
est in  back  surgery  a plus.  Fully  equipped  pro- 
fessionally staffed  P.T.  department  at  120  bed 
hospital:  excellent  school  system,  many  recre- 
ational and  civic  activities.  Competitive  start- 
ing salary  and  benefits  package  with  productivi- 
ty bonus  and  partnership  potential.  Call  Cheryl 
Broderick,  E.G.  Todd  Associates.  (800)  762- 
9213  or  collect  (508)  688-9063. 


OB/GYN — Fourth  OB/GYN  to  join  very  busy  20 
man  multi-specialty  group  in  a historic  midwest- 
ern  town.  Birthing  rooms  and  24  hour  anesthe- 
sia availability.  Fully  equipped  120  bed  hospi- 
tal, many  recreational  and  civic  activities. 
Competitive  starting  salary  and  benefits  pack- 
age with  productivity  bonus  and  partnership  po- 
tential. Call  Cheryl  Broderick,  E.G,  Todd  Asso- 
ciates, (800)  762-9213  or  collect  (508)  688- 
9063. 


While  YOU 
LEARN 

The  Air  Force  Reserve  can  do  some- 
thing important  for  you'  We’ll  teach 
you  a skill  you  can  use  Earn  pay  while 
you  learn  Spend  one  weekend  a 
month  and  two  weeks  a year  with 
the  Air  Force  Reserve  Get  extra 
income  plus  other  unigue  bene- 
fits It's  a good  deal'  Find 
out  about  your  opportunity 
in  the  Air  Force  Reserye 
OPENINGS  NOW: 

Aeromedkal  Tech 
Plus  Many  More  Exerting  Jobs 

CALL:  (718)745-6270  USAFR  RCRTG  OFFICE 

Or  Fill  Out  Coupon  ana  Mail  Today  9807  4th  AV 
TO:  Brooklyn,  NY  11209 

Name Address 


City.  State,  Zip_ 
pnone 


_ Prior  Service. 


iNOI_ 


.Date  of  Birtn. 


AIB  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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Consistency 


stable  rales,  respensive 
service,  excellence  In 
less  cenlreL.aml  the 
predlctabllily  that 
makes  eur  valueb 
Insurebs  feel  cenliilent. 


.y.  .:^'V 


That’s... 

. . ■:  ■ 

MED  PRO 

Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Ave.  Ml.  Kisco,  NY  10549 

Call  lor  a Quote  on  your 
meilleal  malpractice  Insurance: 

800-822-8260 


■r.'} 


Exclusive  Agent  For... 


INSURANCE  CO. 


A.M.  Best  Rated  8+ 


Attention  New  Doctors:  Sign  Up  With  MED  PRO  And  Receive  A 50%  Discount!!! 


COMMENTARIES 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

June  1990  • Volume  90,  Number  6 


Mainstreaming  the  minority  and  assumptions  of  rightful 

place 


Those  of  us  educated  before  the  explosion  of  women  enter- 
ing the  medical  profession  during  the  past  decade  and  a 
half  remember  well  the  professor  who  welcomed  the  in- 
coming freshman  students  with  the  ancient  warning, 
“Gentlemen,  look  to  the  right  of  you!  Look  to  the  left  of 
you!  One  of  you  will  not  be  here  when  the  semester  ends!” 
An  updated  version  of  that  grim  reminder  of  the  toll  of 
medicine  should  now  be,  “Students!  Look  to  the  right  of 
you!  Look  to  the  left  of  you!  One  of  you  is  now  a woman, 
and  the  other  soon  will  be!” 

One  third  of  the  freshman  class  has  been  female  for 
quite  a while  now,  resulting  in  one  fifth  of  New  York  State’s 
practicing  physicians  being  female.  The  projections  are 
for  a continued  heavy  upsurge  of  women  in  medicine.  We 
therefore  considered  it  more  than  timely  for  an  issue  de- 
voted primarily  to  the  issues  of  women  physicians,  and, 
inevitably,  the  women  who  are  pleased  to  seek  them  out  as 
personal  physicians.  The  Journal  of  the  American  Medi- 
cal Women’s  Association  has  been  addressing  their  con- 
cerns for  decades,  but  only  recently  has  the  “male  estab- 
lishment” joined  their  chorus.  Our  colleagues  at  the 
Western  Journal  of  Medicine  produced  a fine  issue  on  this 
subject  in  1988.^  And  the  numbers  of  women  submitting 
articles  for  publication  in  the  medical  journals  of  all  spe- 
cialties have  been  increasing.  We  further  note  the  con- 
comitant rise  in  the  numbers  of  women  in  other  profes- 
sions that  intersect  medicine,  such  as  the  law. 

The  growing  number  of  female  physicians  has  in  many 
ways  intensified  the  difficulties  of  women  entering  this 
profession.  The  problems  they  have  always  faced  have  not 
been  solved  by  their  numbers,  and  in  fact,  their  very  mag- 
nified presence  has  only  served  to  accentuate  the  unre- 
solved issues  attending  those  who  wish  to  enjoy  the  bene- 
fits not  only  of  a career,  but  of  traditional  fomily  life  as 
well.  When  women  were  few  in  numbers,  they  could  em- 
brace the  professional  life  in  full  service  to  society,  and  let 
the  other  go,  as  a necessary  prerequisite  to  the  superior 
performance  demanded  of  them.  The  pre-21st  century  de- 
mand that  women  “have  it  all”  has  compounded  their  di- 
lemmas even  as  it  has  expanded  their  horizons. 

Most  of  the  literature  dealing  with  how  women  are 
adapting  to  their  new  role  comes  not  from  women  physi- 


cians themselves,  but  from  social  scientists  of  all  kinds, 
primarily  those  whose  intellectual  pursuits  lie  in  the  area 
known  roughly  as  “women’s  studies.”  Psychologists,  soci- 
ologists, anthropologists,  psychometricians,  economists, 
specialists  in  organizational  theory,  even  political  scien- 
tists now  find  the  growing  role  of  women  in  all  the  profes- 
sions not  only  worthy  of  study,  but  vital  to  the  interests  of 
the  nation.  Much  of  the  literature  on  women  physicians  is 
now  unfortunately  buried  in  larger  works  dealing  with 
women  professionals  in  general,  for,  as  medicine  now 
more  closely  approximates  the  work  of  teachers,  lawyers, 
etc,  the  interests  and  concerns  of  female  professionals  all 
merge.  Women  are  concerned  with  professional  advance- 
ment, reorganization  of  the  power  elites,  equitable  reim- 
bursement, recognition  of  the  validity  of  their  simulta- 
neous responsibilities  as  wives  and  mothers,  maintenance 
and  recognition  of  their  “mind-set”  as  women  with  an  al- 
ternative view  of  the  universe,  and  flexibility  of  training 
schedules  which  recognize  their  unique  contributions  in 
the  dual  role.  They  have  shown  themselves  to  be  profound- 
ly concerned  with  issues  of  ethics,  social  justice,  empathic 
listening,  and  other  intangibles  we  toss  into  the  inappro- 
priately-named rubric,  “humanism  in  medicine”  or  “med- 
ical humanities.” 

The  emergence  of  women  into  this  profession  coincides 
with  possibly  the  greatest  period  of  stress  that  physicians 
have  known  in  this  country.  The  very  roots  of  how  we 
practice,  why  we  practice,  and  for  whom  are  undergoing 
massive  transplantation.  Women  no  longer  have  prece- 
dents to  follow,  a factor  which  may  serve  them  well  or  ill, 
as  only  time  can  prove.  They  are  well  aware  of  the  dan- 
gers. It  behooves  us  all  to  work  together  for  those  values 
which  remain  immutable,  no  matter  what  the  circum- 
stances under  which  we  work. 

We  are  all  indebted  to  Dr  Carola  Eisenberg  for  her  re- 
cent unequivocal  statement  in  the  New  England  Journal 
of  Medicine  f and  to  Dr  Arnold  Reiman’s  editorial  in  the 
same  issue,^  which  calls  the  reader’s  attention  to  the  con- 
cept of  “critical  mass”  in  the  profession.  By  pointing  out 
that  the  numbers  of  women  have  increased  to  the  point 
where  formerly  hard-won  concessions  are  now  across-the- 
board  necessities  if  the  profession  as  a whole  is  to  continue 
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to  function,  she  requires  all  physicians  to  accept  that 
women  are  no  longer  merely  welcome  guests  but  now 
hosts  and  co-owners  of  the  establishment.  They  need  no 
longer  slip  away  in  guilt  to  attend  to  their  duties  at  home, 
nor  can  their  male  colleagues  continue  to  view  these  activ- 
ities as  unavoidable  evils  that  detract  from  a woman’s 
worth  as  a physician.  Those  realists  who  heed  her  call  and 
take  it  to  heart  may  be  responsible  for  the  most  massive 
transformation  in  the  internal  structure  that  the  profes- 
sion has  seen  in  almost  a century. 

Those  of  us  who  have  watched  and  nurtured  the  growth 
and  progress  of  women,  particularly  during  these  several 
past  explosive  decades,  are  being  amply  rewarded  for  our 
belief  that  women  would  someday  assume  their  rightful 
place  in  this  most  blessed  of  professions.  We  will  continue 
to  monitor  the  steady  unfolding  of  this  process. 

The  articles  in  this  issue  represent  an  eclectic  mix  of 
some  of  the  issues  which  have  been  of  concern  to  women 
physicians  and  their  patients,  and  which  bear  their  con- 
tinuing attention.  We  applaud  the  growing  trend  recog- 
nizing that  women  are  not  just  smaller  men,  and  note  that 
reliable  and  accurate  health  indices  cannot  be  established 


using  only  the  data  culled  from  research  based  on  men. 
We  happily  view  progress  towards  the  goal  we  had  as  med- 
ical students  . . . that  someday,  with  more  women  physi- 
cians, we  would  finally  make  dysmenorrhea  a diagnosis  as 
extinct  as  diphtheria.  We  encourage  further  work  on  those 
pathologies  afflicting  only  women,  from  breast  cancers  to 
parking  lot  deliveries. 

We  acknowledge  not  only  our  contributors,  but  the  tire- 
less planning  committee  of  women  physicians  who  met 
faithfully  for  a full  year  (despite  two  successful  pregnan- 
cies and  happy  deliveries);  Karyl  Cole,  MD;  Renee  Altman 
Fleischer,  MD;  Lillian  Gross,  MD;  Mary  Parisi,  MD;  Clau- 
dia Thomas,  MD;  and  Ellen  Yankauskas,  MD. 

NAOMI  R.  BLUESTONE,  MD,  MPH 
Consulting  Editor 

Special  Editor 

“Women  as  Physicians — Women  as  Patients” 

1.  Women  and  medicine.  fVest  J Med  1988;149(6). 

2.  Eisenberg  C:  Medicine  is  no  longer  a man’s  profession:  Or,  when  the  men’s 
club  goes  coed  it’s  time  to  change  the  regs.  N Engl  J Med  1989;  321:1542-1544. 

3.  Reiman  A:  The  changing  demography  of  the  medical  profession.  N Engl  J 
Med  1989;  321:1540-1542. 


Women,  families,  and  academic  medicine 


Now  that  women  comprise  more  than  one  third  of  the 
graduating  classes  of  medical  schools  across  the  country,' 
many  of  us  in  academic  medicine  are  committed  to  assur- 
ing that  they  advance  and  contribute  to  research  and  the 
teaching  of  medicine  in  commensurate  numbers.  Howev- 
er, there  are  reports  throughout  the  academic  medical 
community  of  young  women  dropping  out  of  or  never  en- 
tering tenure-track  positions  because  they  believe  that  the 
rigorous  pace  necessary  to  achieve  tenure  is  incompatible 
with  maintaining  a household  and  raising  children.  Many 
gravitate  towards  non-tenure  clinical  tracks  which  are  be- 
coming increasingly  dominated  by  women, ^ thus  consti- 
tuting, in  essence,  “Mommy  tracks”  in  academic  medi- 
cine. However,  male  junior  faculty,  as  well  as  female,  are 
expressing  growing  discontent  with  the  traditional  struc- 
ture of  title  and  tenure  and  with  departmental  expecta- 
tions that  junior  faculty  have  few  or  no  personal  responsi- 
bilities that  might  interfere  with  their  research.  Many 
male  academic  physicians  are  the  husbands  of  working 
women  and  therefore  must  share  in  the  tasks  of  running  a 
household  and  caring  for  children.  It  is  no  longer  possible 
for  them  to  devote  all  their  waking  hours  to  research  and 
teaching. 

While  working  class  families  have  long  been  burdened 
by  the  need  for  both  parents  to  work  and  the  absence  of 
societal  supports  such  as  adequate  child  care,  the  old  para- 
digm for  professionals  split  the  home  world  from  the  work 
world  by  sex.  The  men  were  available  to  work  long  hours 
at  their  profession,  while  women  bore  primary  responsibil- 
ity for  the  home  and  children.  Occasionally  these  arrange- 
ments were  disrupted  by  a woman’s  working,  out  of  choice 


or  necessity.  In  either  case,  the  female  professional,  in  or- 
der to  succeed,  had  to  present  herself  to  the  work  world  as 
if  she  were  unencumbered  by  family  or  household  com- 
mitments. This  was  understandable  since  she  had  to  com- 
pete with  male  professionals,  the  majority  of  whom  had 
full-time  support  at  home  and  were  truly  unburdened  by 
these  responsibilities. 

This  paradigm  no  longer  exists  in  many  of  our  private 
lives.  However,  the  work  world  has  yet  to  recognize  that 
the  trade-off  for  having  talented  women  in  the  professions 
is  a loss  of  some  degree  of  individual  productivity.  Instead 
of  dividing  tasks  by  sex,  we  now  require  commitments  to 
both  home  and  work  from  each  individual.  This  new  para- 
digm is  more  fulfilling  for  all  and  ultimately  more  produc- 
tive for  society.  Men  can  enjoy  their  children  more  and  no 
longer  feel  like  strangers  in  their  own  homes;  women  no 
longer  feel  frustrated  by  their  financial  dependence  nor  by 
their  exclusion  from  the  work  world;  and  children  benefit 
from  the  full  participation  of  both  parents  in  their  up- 
bringing. Less  talent  goes  untapped  than  did  in  our  moth- 
ers’ generation. 

Unfortunately,  because  the  old  paradigm  is  still  with  us, 
and  the  demands  of  the  work  world  are  often  unrealistic, 
many  women  feel  forced  to  choose  between  the  two  worlds 
and  therefore  sometimes  yearn  for  the  old  “simple”  sepa- 
ration of  sexual  roles.  In  the  case  of  academic  medicine, 
this  problem  is  magnified  because  “full-time”  means  60- 
80  hours  a week,  a time  commitment  incompatible  with 
the  maintenance  of  a household  or  the  raising  of  children. 
Thus,  just  as  opportunities  are  expanding  for  them,  wom- 
en are  inclined  to  drop  out  because  they  still  believe  that 
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when  conflict  arises  (between  work  and  home  or  between 
the  demands  of  their  jobs  and  the  demands  of  their  hus- 
bands’ jobs),  it  is  primarily  their  responsibility  to  resolve 
it.  Their  talents  are  lost  to  medical  research  and  teaching, 
and  they  do  not  serve  as  the  successful  role  models  so  des- 
perately needed  by  their  younger  colleagues.  Men  may 
also  be  forgoing  careers  in  academic  medicine  for  the 
same  reasons.  They  are  certainly  grumbling  privately 
about  juggling  the  multiple  personal  and  professional  de- 
mands of  their  lives. 

Academic  medicine  needs  to  be  restructured  so  that  the 
education,  creativity,  and  experience  of  all  its  members 
can  be  fully  utilized.  It  is  reasonable  that  tenure  be  re- 
served for  those  who  excel  but  there  is  no  particular  need 
for  that  excellence  to  be  achieved  in  the  seven  years  that 
most  frequently  coincide  with  the  start  of  a faculty  mem- 
ber’s family.  More  realistic  demands  during  the  early 
years  of  academicians’  lives  will  enable  them  to  develop 
the  personal  and  professional  maturity  that  will  guarantee 
productive  careers.  There  is  no  need  for  a “Mommy 
track”  or  even  a “parent  track.”  The  need  for  a more  ra- 
tional system  is  universal.  Flexibility  in  the  pace  of  ad- 
vancement is  necessary  for  all  young  people  in  academic 
medicine;  speed  is  not  always  predictive  of  greater  overall 
productivity.  Too  often,  the  pressure  to  produce  quickly 
gives  rise  to  reams  of  useless,  repetitious  publications  at 
best,  and  scientific  fraud  at  worst. 

Both  men  and  women  will  benefit  from  the  development 
of  more  rational  policies  towards  maternity  and  paternity 
leaves  and  towards  child  and  dependent  care.  The  United 
States  and  South  Africa  are  the  only  developed  countries 
in  the  world  which  have  no  national  maternity  leave  policy 
and  lag  behind  most  European  countries  in  the  quality  and 
quantity  of  child  care  available.^  Academic  centers  should 
take  the  lead  in  establishing  realistic  maternity  and  pater- 
nity leave  policies  and  in  providing  comprehensive  child 
care,  either  on-site  or  in  the  surrounding  community. 
Such  programs  can  benefit  child  study,  psychiatric  train- 
ing, and  research  programs  as  well  as  providing  a means  of 


sharing  resources  with  the  surrounding  community  to  im- 
prove “town-gown”  relations. 

Many  will  respond  to  these  points  by  saying  that  the 
brightest  and  most  dedicated  physicians  are  not  unhappy 
with  the  current  demands  of  academic  medicine  and  that 
they  will  continue  to  sacrifice  their  private  lives  to  their 
science.  While  it  is  true  that  there  will  always  be  some 
people  for  whom  the  60-80-hour  work  week  is  not  a prob- 
lem, one  cannot  ignore  the  fact  that  fewer  bright  young 
people  are  going  into  medicine  in  general  and  academic 
medicine  in  particular,  and  that  many  who  have  chosen  to 
do  so  are  becoming  angry  at  the  insensitivity  of  their  insti- 
tutions to  the  realities  of  their  lives.  The  pool  is  shrinking 
and  will  continue  to  do  so  if  academic  medicine  does  not 
become  a more  supportive  environment  for  young  people 
who  demand  fulfilling  professional  and  personal  lives. 
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Screening  for  breast  cancer;  Are  physicians  doing  enough? 


The  paper  on  breast  cancer  screening  by  Drs  Lane  and 
Burg’  in  this  issue  of  the  Journal  emphasizes  the  critical 
role  of  the  primary  care  physician  in  the  early  detection  of 
breast  cancer.  Breast  cancer  is  the  most  common  cancer  in 
women,  and  is  second  only  to  lung  cancer  as  the  leading 
cancer  cause  of  death  in  women. ^ Although  knowledge  is 
rapidly  accumulating  about  the  epidemiology  of  breast 
cancer,^  not  enough  is  currently  known  to  significantly  re- 
duce the  incidence  of  the  disease,  and  treatment  advances 
are  unlikely  to  result  in  substantial  reductions  in  mortality 
in  the  near  future.  Secondary  prevention,  or  early  detec- 
tion through  screening,  offers  the  best  hope  of  reducing 
breast  cancer  mortality.'’ 

Breast  cancer  is  the  only  cancer  for  which  evidence 
from  a single  site  randomized,  controlled  trial  has  estab- 


lished the  effectiveness  of  screening  in  reducing  mortal- 
ity.^ The  Health  Insurance  Plan  of  Greater  New  York 
(HIP)  study  demonstrated  that  cancer  deaths  in  women 
who  were  offered  annual  mammograms  and  physical  ex- 
aminations were  significantly  lower  than  in  a control 
group.^  The  American  Cancer  Society,  the  National  Can- 
cer Institute,  and  nine  other  medical  organizations  recent- 
ly issued  a consensus  report  endorsing  periodic  screening 
mammography  and  clinical  examination  of  the  breast  for 
women  beginning  at  age  40,^  although  the  recommenda- 
tion for  mammography  screening  for  women  in  their  40s 
remains  somewhat  controversial.* 

Despite  the  evidence  supporting  the  routine  application 
of  mammography  and  physician  breast  examination, 
many  physicians  have  remained  unconvinced  or  uncertain 


JUNE  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  285 


about  guidelines  for  breast  cancer  screening,  particularly 
with  respect  to  mammography.^- Although  mammogra- 
phy is  only  one  component  of  a three-pronged  strategy  for 
early  detection  of  breast  cancer — clinical  breast  examina- 
tion and  breast  self-examination  are  the  others — evidence 
indicates  that  physicians  are  less  likely  to  recommend 
mammography  than  to  perform  clinical  breast  examina- 
tion or  to  recommend  breast  self-examination. Mam- 
mography may  be  the  most  effective  modality  for  detect- 
ing treatable  lesions.'' 

Of  particular  interest  with  respect  to  mammography 
screening  is  the  finding  by  Lane  and  Burg  that  the  most 
frequently  cited  reason  by  women  for  never  having  had  a 
mammogram  was  that  their  “doctor  never  recommended 
it.”'  Several  other  studies  have  underscored  the  impor- 
tance of  the  physician’s  recommendation  in  persuading 
patients  to  undergo  mammography.  Zapka  et  al"  found 
that  women  who  had  a regular  physician  were  more  likely 
to  obtain  mammographies  than  those  who  did  not.  Coll  et 
al'^  found  that  88%  of  women  who  recalled  their  physician 
advising  a mammogram  had  obtained  one,  whereas 
among  those  who  could  not  recall  their  physician  advising 
a mammogram  only  7%  had  had  one. 

Physicians’  recommendations  for  mammography  may 
also  play  a role  in  the  lower  five-year  survival  from  breast 
cancer  seen  in  black  women  compared  to  white  women. 

A survey  of  physicians  in  New  York  City  found  that  only 
7%  of  practitioners  with  predominantly  black  and  Hispan- 
ic patient  populations  recommended  screening  mammog- 
raphy for  their  patients,  compared  with  23%  of  physicians 
with  predominantly  white  patient  populations  who  recom- 
mended mammography  for  their  patients.'''  Analysis  of 
data  from  the  HIP  study  found  that  there  was  no  differ- 
ence in  survivorship  between  black  and  white  women  in 
the  treatment  group  (ie,  where  every  woman  was  offered 
mammography  and  physician  breast  exam),  prompting 
the  authors  to  conclude  that  secondary  prevention  mea- 
sures might  succeed  in  closing  the  gap  in  breast  cancer 
survival  between  white  and  nonwhite  women. The  dif- 
ference in  survivorship  between  black  and  white  women 
for  breast  cancer  may  thus  possibly  be  explained,  at  least 
in  part,  by  a failure  of  black  women’s  physicians  to  recom- 
mend the  appropriate  screening  test. 

Why  don’t  more  physicians  recommend  screening 
mammography  for  their  patients?  Lane  and  Burg'  found 
that  fewer  than  half  of  the  physicians  in  their  sample 
(48%)  reported  ordering  regular  screening  mammograms, 
as  have  other  physician  surveys. Explanations  often 
center  around  the  cost  of  the  test,  although  recent  legisla- 
tion in  New  York  and  24  other  states  which  requires 
health  insurance  carriers  to  cover  screening  mammogra- 
phy should  mitigate  this  concern  somewhat.'^  Other  fac- 
tors that  may  contribute  to  physician  reluctance  to  refer 
patients  for  screening  mammography  include  concern 
about  radiation  exposure,  patient  anxiety,  and  false  posi- 
tives and  their  associated  unnecessary  work-ups.  An  addi- 
tional deterrent  behind  a failure  to  recommend  screening 
mammography  may  simply  be  a lack  of  familiarity  with 
the  indications  for  the  test.  A 1984  survey  found  that  few- 
er than  one  in  ten  physicians  were  able  to  recall  the  Ameri- 
can Cancer  Society  (ACS)  guidelines  for  mammography 
screening,  although  almost  three  quarters  of  the  physi- 


cians surveyed  cited  the  ACS  as  a source  of  information 
for  prevention  guidelines.'"  These  data  emphasize  the 
need  for  continuing  education  for  physicians  about  the  in- 
dications, risks,  and  benefits  of  screening  mammography. 
The  fact  that  Lane  and  Burg'  found  that  obstetrician-gy- 
necologists were  significantly  more  likely  to  comply  with 
guidelines  for  breast  cancer  screening  than  were  internists 
and  family  practitioners,  a finding  replicated  in  a recent 
survey  of  primary  care  physicians  in  Pennsylvania,'^  sug- 
gests that  some  specialties  require  additional  efforts  to 
educate  them  about  the  importance  of  screening  for  breast 
cancer. 

Age-adjusted  cancer  mortality  rates  have  not  declined 
appreciably  in  the  United  States  in  the  past  35  years,  and 
prevention  may  offer  the  greatest  potential  for  achieving  a 
meaningful  reduction  in  cancer  deaths.'*  The  HIP  study 
provided  clear  evidence  that  secondary  prevention  of 
breast  cancer  saves  lives,  but  a minority  of  women  under- 
go annual  mammography.'  Should  educational  programs 
succeed  in  getting  more  physicians  to  recommend  screen- 
ing mammography,  the  data  suggest  that  many  patients 
would  comply.  Physicians  can  thus  play  a pivotal  role  in 
contributing  to  a reduction  in  mortality  from  breast  can- 
cer. By  documenting  the  extent  to  which  primary  care 
physicians  are  currently  recommending  mammography 
and  the  willingness  of  patients  to  comply  with  their  physi- 
cians’ recommendations,  the  paper  by  Lane  and  Burg' 
serves  to  remind  us  of  the  essential  role  of  the  primary  care 
physician  in  enhancing  early  detection  of  breast  cancer. 
Physicians  can  do  more,  and  should. 
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Granulomatous  mastitis 


The  most  important  step  in  the  management  of  a patient 
with  a breast  mass  is  to  determine  the  presence  or  absence 
of  malignancy.  In  most  cases,  biopsy  of  a palpable  breast 
mass  reveals  common  benign  or  malignant  breast  lesions, 
and  decisions  regarding  treatment  generally  follow  estab- 
lished guidelines.  Occasionally,  a biopsy  performed  in  a 
patient  with  a clinically  suspicious  breast  mass  reveals 
granulomatous  inflammation.  This  finding  is  usually  un- 
expected and  raises  a series  of  questions  regarding  the  eti- 
ology of  the  disease  and  the  proper  management  of  the 
patient. 

Mammary  granulomas  can  be  divided  into  infectious 
and  noninfectious  types.  Infections  such  as  tuberculosis, 
syphilis,  and  fungal  infections  may  give  rise  to  a palpable 
breast  mass,  but  these  are  much  less  common  than  nonin- 
fectious granulomas.  Noninfectious  granulomatous  mas- 
titis may  be  an  isolated  finding  without  evidence  of  extra- 
mammary disease,  or  it  may  be  part  of  a systemic, 
immunologic  disease. 

A common  cause  of  isolated  noninfectious  granuloma- 
tous inflammation  of  the  breast  is  mammary  duct  ectasia 
(periductal  mastitis).  On  clinical  evaluation,  this  disorder 
closely  simulates  carcinoma  and  is  characterized  by 
marked  ductal  dilation  with  stasis  of  ductal  contents  and 
an  extensive  periductal  inflammatory  infiltrate.  Initially, 
the  inflammatory  infiltrate  is  rich  in  plasma  cells  (so- 
called  plasma  cell  mastitis),  but  in  later  stages,  a poorly 
circumscribed,  periductal,  granulomatous  response  devel- 
ops. Although  the  inflammation  is  thought  to  represent  a 
host  reaction  to  leakage  of  ductal  secretions,  the  etiology 
of  mammary  duct  ectasia  remains  unknown.  Another, 
much  rarer,  form  of  “idiopathic”  granulomatous  mastitis 
is  not  associated  with  duct  dilation.'  In  this  condition, 
granulomas  are  confined  to  lobules  and  are  associated 
with  distinct  microabscesses.  This  form  of  granulomatous 
mastitis  may  persist  if  untreated,  but  there  is  some  evi- 
dence to  suggest  that  these  cases  respond  to  steroid  thera- 
py.2 

Systemic  diseases  in  which  breast  involvement  may  be 
observed  include  Wegener’s  granulomatosis,  giant  cell  ar- 
teritis, and  sarcoidosis.  Sarcoidosis  most  commonly  in- 
volves the  lung,  lymph  nodes,  and  skin,  but  any  tissue  may 
be  involved,  and  the  pathologic  findings  are  similar  in 
each.  These  findings  include  the  presence  of  well-circum- 
scribed, noncaseating  granulomas  usually  not  associated 
with  acute  inflammation,  necrosis,  or  other  evidence  of 
overt  tissue  damage.  Asteroid  bodies  and  Schaumann’s 


bodies  (thought  to  be  degenerated  cell  organelles)  are 
commonly  found  but  are  not  pathognomonic  of  sarcoid- 
osis. Granulomas  in  mammary  sarcoidosis  are  not  re- 
stricted to  lobules  or  ducts.  In  contrast  to  Wegener’s  gran- 
ulomatosis and  giant  cell  arteritis,  mammary  sarcoidosis 
does  not  typically  show  significant  arteritis.  Interestingly, 
a small  group  of  patients  has  recently  been  reported  in 
whom  granulomatous  inflammation  of  the  breast  presents 
in  a pattern  similar  to  that  seen  in  sarcoidosis.^  In  each  of 
these  patients,  however,  the  biopsies  also  revealed  small 
vessel  vasculitis.  The  relationship  between  this  disorder 
and  other  forms  of  noninfectious  granulomatous  inflam- 
mation is  unclear. 

Many  hypotheses  regarding  the  pathogenesis  of  sar- 
coidosis have  centered  around  inhaled  antigens.  While  a 
specific  antigenic  stimulus  has  not  been  identified,  numer- 
ous studies  provide  evidence  for  a complex  disorder  involv- 
ing T lymphocytes  and  histiocytes.  Of  interest  is  the  find- 
ing of  cancer  in  a patient  with  sarcoidosis.  It  is  well  known 
that  carcinomas  may  be  associated  with  granulomatous 
inflammation  either  adjacent  to  the  tumor  or  in  a regional 
lymph  node,  but  sarcoid-like  granulomas  in  patients  with 
breast  cancer  are  relatively  rare.  In  this  issue  of  the  Jour- 
nal, Shah  and  colleagues"'  report  one  of  the  few  well-docu- 
mented cases  of  mammary  sarcoidosis  in  a patient  with 
breast  cancer.  The  diagnosis  of  pulmonary  sarcoidosis  had 
been  previously  established  in  this  patient,  and  mammary 
sarcoidosis  was  subsequently  discovered  in  the  contralat- 
eral breast.  Thus,  in  this  patient,  the  granulomas  do  not 
appear  to  represent  a response  to  carcinoma.  Previous 
studies  have  suggested  an  increased  frequency  of  malig- 
nancies in  patients  with  sarcoidosis,  but  statistical  proof 
for  this  is  lacking.^  The  coexistence  of  these  two  lesions 
may  simply  be  coincidental. 

PATRICK  L.  FITZGIBBONS,  MD 
Department  of  Pathology 
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Breast  cancer  screening 

Changing  physician  practices  and  specialty  variation 

Dorothy  S.  Lane,  md,  mph;  Mary  Ann  Burg,  msw,  phd 


ABSTRACT.  Baseline  surveys  of  primary  care  physicians 
and  women  on  Long  Island  were  conducted  to  determine 
breast  cancer  screening  practices  prior  to  Introducing  edu- 
cational Interventions  to  Increase  the  use  of  mammography 
and  breast  examination  In  women  aged  50  and  older.  Eighty- 
seven  percent  of  the  physicians  (323)  and  74%  of  the  wom- 
en (1,440)  responded  to  postal  surveys.  Forty-eight  percent 
of  the  physicians  reported  ordering  regular  screening  mam- 
mograms on  all  asymptomatic  female  patients  In  this  age 
group,  with  a significantly  higher  percentage  reported  by  ob- 
stetrlclan/gynecologlsts  than  by  family  practitioners  or  Inter- 
nists. Only  24%  of  the  women  reported  having  had  a mam- 
mogram within  the  past  year.  Lack  of  physician  recom- 
mendation was  the  reason  most  frequently  cited  by  women 
for  not  having  had  a mammogram.  Findings  point  to  the 
need  for  continuing  medical  education  about  consensus 
breast  cancer  screening  guidelines,  particularly  the  Im- 
portance of  combining  both  physical  examination  and  mam- 
mography, and  the  need  for  patient  education  to  minimize 
patient  concerns. 

(NY  State  J Med  1990;  90:288-292) 

In  contrast  to  concerns  about  over-utilization  of  modern 
medical  technology,  the  1980s  were  marked  by  reports  of 
underutilization  of  mammography  for  breast  cancer 
screening.  In  a survey  of  primary  care  physicians  conduct- 
ed by  the  American  Cancer  Society  (ACS)  in  1984,  only 
11%  reported  following  accepted  guidelines  for  annual 
breast  examination  and  mammography.'  In  a Gallup  sur- 
vey of  women  aged  50  years  or  older  published  in  1983, 
only  41%  of  respondents  reported  having  ever  had  a mam- 
mogram for  either  diagnostic  or  screening  purposes.^  The 
results  of  a study  on  Long  Island  conducted  by  one  of  us 
(DL)  in  the  late  1970s  and  early  1980s  highlighted  low 
compliance  rates  among  women  referred  by  physicians  for 
mammography  from  a breast  cancer  screening  project, 
even  when  the  examination  was  provided  without  charge.^ 
A consensus  report  on  breast  cancer  screening  guide- 
lines was  released  in  1989  by  the  National  Cancer  Insti- 
tute, the  American  Cancer  Society,  and  19  other  medical 
organizations. These  consensus  guidelines  reiterated  the 
longstanding  and  already  widely  endorsed  recommenda- 
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tion  for  annual  mammography  and  breast  examination 
screening  of  women  50  years  of  age  and  older. 

Because  of  national  recognition  of  the  need  for  better 
utilization  of  effective  screening  methodologies,  a study 
on  Long  Island  was  funded  by  the  National  Cancer  Insti- 
tute as  part  of  a special  initiative  to  increase  the  use  of 
mammography  and  breast  physical  examination  in  wom- 
en 50  years  of  age  and  older  through  public  and  physician 
education.  The  higher  breast  cancer  mortality  rate  on 
Long  Island  (Nassau  and  Suffolk  counties),  when  com- 
pared to  New  York  State  as  a whole,  also  gave  the  project 
particular  local  priority.  Notani  et  aL  reported  that  the 
age-adjusted  annual  breast  cancer  mortality  rate  per 
100,000  white  female  population  for  1970-1977  in  New 
York  State,  excluding  New  York  City,  was  31.9.  County 
rates  ranged  from  18.4  to  36.8,  with  Nassau  County  at 
35.9  and  Suffolk  at  33.1,  and  variation  was  associated 
with  population  density.  A forthcoming  report  from  the 
Long  Island  Breast  Cancer  Study  will  examine  risk  fac- 
tors associated  with  breast  cancer  on  Long  Island. 

Methods 

The  research  methodology  of  the  entire  project  is  described  in 
detail  elsewhere.*  The  design  includes  measurement  of  the  im- 
pact of  educational  interventions  through  baseline  and  post-edu- 
cational intervention  surveys  of  women  and  physicians  in  select- 
ed control  and  study  townships  on  Long  Island  over  the  course  of 
four  years.  This  paper  will  focus  primarily  on  the  findings  of  the 
first  phase  of  the  project,  the  completed  baseline,  pre-interven- 
tion surveys  of  physicians  and  women,  which  indicated  some  im- 
portant differences  from  earlier  studies. 

The  physician  education  intervention  and  evaluation  is  target- 
ed specifically  at  primary  care  physicians  in  the  specialties  of 
family  practice,  general  internal  medicine,  and  obstetrics  and  gy- 
necology. There  are  a total  of  370  physicians  in  these  specialties 
practicing  in  the  townships  targeted  for  intervention  in  Suffolk 
County,  Long  Island.  The  physician  survey  was  conducted  from 
December  1987  through  March  1988  to  determine  current 
screening  practices  prior  to  the  educational  intervention.  It  was 
limited  to  physicians  on  the  staffs  of  the  five  community  hospitals 
and/or  university  hospital  located  in  the  participating  towns. 
Since  in  this  area  virtually  everyone  in  active  practice  requires 
such  a hospital  affiliation,  we  felt  that  this  was  the  best  method 
for  identifying  actively  practicing  primary  care  physicians  and 
their  office  locations. 

The  survey  instrument  required  approximately  five  minutes  to 
complete  and  no  financial  incentive  was  provided.  The  physician 
survey  instrument  collected  several  types  of  data: 

• Physician  characteristics  (eg,  sex,  specialty,  board  certifica- 
tion or  eligibility,  type  of  practice,  years  since  graduation 
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from  medical  school) 

• Knowledge  of  women’s  lifetime  risk  of  breast  cancer 

• Breast  cancer  screening  practices  with  regard  to  asympto- 
matic female  patients  between  the  ages  of  50  and  75  (eg, 
approximate  percent  referred  for  screening  mammograms 
or  having  breast  examination,  and  intervals  for  such  screen- 
ing) 

• Office  practices  with  regard  to  advising/instructing  pa- 
tients to  perform  breast  self-examination  and  reminder  sys- 
tems for  recall  for  breast  cancer  screening 

• Physician  concerns  that  affect  ordering  of  screening  mam- 
mograms (eg,  cost,  radiation,  etc)  or  performing  breast  ex- 
amination (eg,  patient  embarrassment,  lack  of  confidence  in 
effectiveness  of  technique,  etc). 

Physicians  were  asked  to  rate  their  concern  on  a scale  from  “1” 
(“no  concern”)  to  “5”  (“a  great  deal  of  concern”). 

The  overall  response  rate  for  the  physician  survey  was  87% 
(323/370).  The  survey  was  completed  primarily  at  hospital  de- 
partment meetings  (69%  of  respondents).  Those  not  in  atten- 
dance at  the  meeting  were  mailed  the  survey,  and  three  attempts 
were  made  to  obtain  a response  by  mail,  the  third  time  by  regis- 
tered mail. 

The  women’s  survey  was  conducted  by  mail  and  included  an 
incentive  prepayment  of  two  dollars.  Three  attempts  were  made 
to  obtain  a response,  the  final  attempt  also  sent  by  registered 
mail.  Women  in  the  target  age  group  were  reached  through  a 
listing  from  the  New  York  State  Department  of  Motor  Vehicles 
of  licensed  female  drivers  aged  50-75  residing  in  the  study 
towns.®  The  women’s  survey  instrument  included  data  on  demo- 
graphic characteristics,  utilization  of  mammography  and  breast 
physical  examination  screening,  reasons  for  never  having  had  a 
mammogram,  concerns  that  would  affect  obtaining  a mammo- 
gram or  breast  physical  examination,  and  frequency  of  physician 
visits  when  not  ill  (for  a check-up).  Women  were  similarly  asked 
to  rank  their  concerns  on  the  above  scale  from  1 to  5. 

The  response  rate  to  the  women’s  survey  was  68%  ( 1 ,440  out  of 
2,1 18),  excluding  those  who  were  known  to  have  died  or  moved 
out  of  the  area.  After  additionally  excluding  those  who  did  not 
receive  the  survey  because  they  moved  and  had  no  forwarding 
address,  the  response  rate  increased  to  74%.  Respondents  who 
had  had  breast  cancer  and/or  those  of  unknown  age  were  exclud- 
ed from  the  analysis. 

Statistical  analysis  of  the  survey  data  was  performed  to  identi- 
fy factors  associated  with  use  of  breast  cancer  screening.  Chi- 
square  tests  were  used  for  examining  significant  differences  be- 
tween physician  specialty  groups. 

Results 

Physician  Characteristics.  The  majority  of  physician  respon- 
dents were  male  (84%),  with  a mean  age  of  47  years  (SD  = 10.7  yr), 
board  certified  or  eligible  (92%),  in  private  solo  or  group  practice 
(86%).  There  was  considerable  variation  in  years  since  graduation 
from  medical  school,  and  all  three  target  specialties  were  well  repre- 
sented. The  overall  response  rate  of  87%  varied  to  some  degree  by 
specialty,  and  was  lower  for  family  practitioners  (FPs),  80%,  than 


TABLE  I.  Physician  Reporting  of  Regular  Screening  of 
Asymptomatic  Female  Patients  Aged  50-75  Years 


Physician  Reporting 

Mammography 

Breast 

Referral 

Examination 

% Referred  or 

(N  = 

310) 

(N  = 

280) 

Examined 

N 

% 

N 

% 

0 

11 

3.5 

6 

2.0 

1-49 

51 

16.5 

13 

4.6 

50-74 

45 

14.5 

31 

11.1 

75-99 

55 

17.7 

55 

19.6 

100 

148 

47.7 

175 

62.5 

TABLE  II.  Physicians  Regularly  Performing  Breast  Cancer 
Screening  on  All  Asymptomatic  Women  Aged  50-75  Years 
by  Specialty 


100%  Referred 

100%  Examined 

for  Mammography 

(Breast  Physical) 

(N  = 

310) 

(N  = 

280) 

Physician 

Yes 

No 

Yes 

No 

Specialty 

N 

% 

N % 

N 

% 

N 

% 

Obstetrics/ 

81 

86.2 

13  13.8 

84 

97.7 

2 

2.3 

Gynecology 

Family/General 

30 

29.7 

71  70.3 

43 

45.7 

51 

54.2 

Practice 

Internal  Medicine 

37 

32.2 

78  67.8 

48 

48.2 

52 

52.0 

Total 

148 

47.7 

162  52.3 

175 

62.5 

105 

37.5 

= 79.983,  df  = 2 

x' 

= 65.629,  df 

= 2 

p <0.0001 

p <0.0001 

for  obstetrician/gynecologists  (Ob/Gyns),  92%,  and  general  inter- 
nists (IMs),  91%. 

Breast  Cancer  Screening  Practices  of  Physicians.  Approximate- 
ly 48%  of  the  responding  physicians  reported  that  they  refer  all  their 
asymptomatic  female  patients  aged  50-75  for  regular  screening 
mammograms  (Table  I),  whereas  about  20%  reported  referring  less 
than  half  of  their  patients  for  the  examination.  In  addition,  about 
half  of  the  respondents  reported  that  they  refer  some  or  all  of  their 
female  patients  in  this  age  category  for  screening  mammograms  on 
an  annual  interval.  Approximately  33%  refer  such  women  every  two 
years,  and  an  additional  2%  refer  them  every  one  or  two  years,  for  a 
total  of  85%  referring  annually  and/or  biannually. 

Mammography  referral  rates  did  not  differ  significantly  by  physi- 
cian gender,  age,  or  years  since  graduation  from  medical  school. 
Physicians  who  were  not  board  certified  or  eligible  (N  = 26)  report- 
ed lower  referral  rates  than  board  certified  or  eligible  physicians,  but 
their  number  is  too  small  to  draw  inferences  about  differences  be- 
tween the  two  groups. 

Ob/Gyns  were  significantly  more  likely  than  FPs  and  IMs  to  refer 
for  screening  mammography  (Table  II).  Eighty-six  percent  of  Ob/ 
Gyns  reported  referring  all  asymptomatic  female  patients  aged  50- 
75  for  regular  screening  mammograms,  compared  to  30%  by  FPs 
and  32%  by  IMs.  Similarly,  an  annual  frequency  for  mammography 
was  recommended  for  this  age  group  by  a significantly  greater  pro- 
portion of  Ob/Gyns  (71%)  than  by  FPs  (44%)  and  IMs  (40%)  (Ta- 
ble III). 

With  regard  to  physical  breast  examination  practices,  63%  of  all 
physician  respondents  reported  that  they  regularly  perform  such  ex- 
aminations on  all  their  asymptomatic  female  patients  aged  50-75 
(Table  I).  Eighty-three  percent  of  the  respondents  followed  an  annu- 
al interval  for  such  examination. 

Virtually  all  (98%)  Ob/Gyns  reported  that  they  perform  regular 


TABLE  III.  Physician  Report  of  Annual  Interval  for  Breast 
Cancer  Screening  of  Asymptomatic  Women  Aged  50-75 
Years  by  Specialty 


Annual  Referral 

Annual  Breast 

for  Mammography 

Physical  Exam 

(N  = 313) 

(N  = 316) 

Physician 

Yes  No 

Yes  No 

Specialty 

N % N % 

N % N % 

Obstetrics/ 

67 

71.3 

27 

28.7 

90 

95.7 

4 

4.3 

Gynecology 

Family/General 

46 

44.2 

59 

55.8 

88 

83.8 

17 

16.2 

Practice 

Internal  Medicine 

46 

40.2 

69 

60.0 

85 

72.6 

32 

27.4 

Total 

159 

50.8 

154 

49.2 

263 

83.2 

53 

16.8 

x'  = 

23.184,  df 

= 2 

X^  = 

19.955,  df 

= 2 

p <0.001 

p <0.001 
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TABLE  IV.  Physician  Level  of  Concern  About  Items  Affecting  the  Ordering  of  Screening  Mammograms  by  Specialty 


Items 

Obstetrics  / Gynecology 
(N  = 95) 

Some 

Level  of  Concern 
Family /General  Practice 
(N  = 108) 

Some 

Internal  Medicine 
(N  = 120) 
Some 

Total 
(N  = 323) 
Some  None 

Inadequate  insurance  coverage* 

38.0% 

67.9% 

54.2% 

54.0% 

46.0% 

Equivocal  radiology  reports 

41.3% 

61.5% 

52.9% 

52.9% 

47.1% 

High  price  of  mammograms* 

34.8% 

69.2% 

47.5% 

51.3% 

48.7% 

Radiation  exposure 

32.6% 

37.7% 

37.2% 

36.1% 

63.9% 

Possibility  of  unnecessary  biopsies 

26.1% 

35.2% 

37.2% 

33.3% 

66.7% 

Not  cost  effective* 

17.4% 

38.7% 

39.7% 

33.2% 

66.8% 

Patient  discomfort 

29.4% 

31.4% 

35.8% 

32.2% 

67.8% 

Physical  breast  exam  is  sufficient^ 

15.4% 

32.7% 

36.1% 

28.6% 

71.4% 

Too  much  time  and  effort  in  discussing 

15.2% 

21.9% 

23.1% 

20.6% 

79.4% 

screening  mammography  with  patients 


* Chi-square  test  significant  at  p <0.001,  df  = 2. 
t Chi-square  test  significant  at  p <0.01,  df  = 2. 


clinical  breast  examinations  on  all  their  asymptomatic  female  pa- 
tients aged  50-75,  versus  46%  of  FPs  and  48%  of  IMs  (Table  II). 
The  performance  of  clinical  breast  examination  with  annual  fre- 
quency was  also  significantly  greater  for  Ob/Gyns  at  96%  compared 
to  84%  for  FPs  and  73%  for  IMs  (Table  III). 

Physician  Concerns  About  Mammography  Referral.  Table  IV 
ranks  responses  to  items  of  concern  that  might  influence  physician 
referral  for  mammography.  While  not  shown  in  the  table,  responses 
to  these  items  tended  to  cluster  on  the  low  end  of  the  scale  (ie,  little 
or  no  concern).  Therefore,  the  scale  has  been  collapsed  into  “some 
concern”  versus  “no  concern”  and  shows  that  the  majority  of  the 
physicians  had  no  concern  whatsoever  about  most  of  the  items.  The 
top  concerns,  mentioned  by  more  than  half  of  the  physicians,  related 
to  cost — inadequate  health  insurance  coverage  and  high  price  of 
mammograms.  Physicians  were  aware  of  the  cost  of  mammography 
because  85%  correctly  estimated  the  local  prevailing  costs  at  the 
time  to  range  from  $75  to  $150.  Fifty-three  percent  of  physicians 
mentioned  “equivocal  radiology  reports,”  suggesting  possible  medi- 
colegal concerns. 

Ob/Gyns  were  significantly  less  likely  than  FPs  or  IMs  to  be  con- 
cerned about  ordering  a mammogram  because  of  cost  factors  or  feel- 
ings that  it  is  not  cost  effective  or  that  a physical  examination  is 
sufficient  (Table  IV).  The  three  specialties  were  closest  to  one  an- 
other in  the  proportions  reporting  the  following  concerns  about  or- 
dering mammography:  radiation  exposure,  patient  discomfort,  pos- 
sibility of  unnecessary  biopsies,  equivocal  radiology  reports,  and 
time  and  effort  in  discussing  mammography  with  the  patient. 

Physician  Concerns  About  Clinical  Breast  Examination.  All 
items  relating  to  performance  of  the  clinical  breast  examination 
were  of  relatively  low  concern  among  the  respondents,  with  patient 
embarrassment  and  reluctance  being  cited  most  frequently  (38%) 
(Table  V).  Of  interest  is  that  22%  indicated  that  they  lacked  confi- 
dence in  their  own  technique,  and  this  may  be  an  underestimate  due 


to  reluctance  to  report  such  insecurity.  Ob/Gyns  were  less  likely 
(than  IMs  and  FPs)  to  be  concerned  about  performing  a physical 
breast  examination  because  of  lack  of  confidence  in  the  technique  or 
in  their  own  breast  examination  skills,  patient  embarrassment,  time 
and  effort  involved,  or  other  health  problems  to  be  checked  (Table 
V). 

Ninety-four  percent  of  all  physician  respondents  indicated  that 
they  recommended  breast  self-examination  (BSE),  and  80%  provide 
BSE  instruction  in  the  office.  Ob/Gyns  were  more  likely  than  FPs 
and  IMs  to  provide  BSE  instruction  in  the  office  (97%  Ob/Gyn;  84% 
FP;  64%  IM);  to  have  reminder  systems  for  patient  recall  for  mam- 
mography (53%  Ob/Gyn;  28%  FP;  29%  IM)  and  reminders  for 
breast  examination  (63%  Ob/Gyn;  44%  FP;  46%  IM);  and  to  know 
that  the  lifetime  risk  of  breast  cancer  is  one  in  ten  (68%  Ob/Gyn; 
56%  FP;  47%  IM). 

Breast  Cancer  Screening  Practices  of  Women.  The  postal  survey 
of  women  in  the  target  age  group  was  conducted  in  the  same  town- 
ships prior  to  the  planned  public  education  intervention.  The  aver- 
age age  of  the  respondents  was  61  years  (SD  = 6.53  yr).  Twenty- 
eight  percent  had  annual  incomes  under  $15,000;  50.4%  were  high 
school  graduates,  and  26%  had  completed  a college  education;  69% 
were  currently  married;  and  92%  were  white.’  As  shown  in  Figure  1 , 
about  48%  of  respondents  indicated  that  they  had  ever  had  a mam- 
mogram, and  about  half  of  those  who  had  ever  had  a mammogram 
had  had  only  one.  Twenty-seven  percent  had  had  a mammogram 
(including  both  diagnostic  and  screening)  in  the  last  year,  and  19% 
had  had  a screening  mammogram  in  the  past  year. 

Women  who  reported  having  had  a mammogram  were  signifi- 
cantly more  likely  to  be  younger  (50-64  yr  vs  65-75  yr),  to  have 
incomes  of  $15,000  or  more,  and  to  be  college  educated.’  By  far  the 
most  frequently  reported  reason  for  never  having  had  a mammo- 
gram (44%  of  women),  was  that  their  “doctor  never  recommended 
it.”  The  proportion  of  women  having  annual  mammograms  in- 


TABLE  V.  Physician  Level  of  Concern  About  Items  Affecting  a Clinical  Breast  Exam  by  Specialty 


Items 

Obstetrics/Gynecology 
(N  = 95) 

Some 

Level  of  Concern 
Family /General  Practice 
(N  = 108) 

Some 

Internal  Medicine 
(N  = 120) 
Some 

Total 
(N  = 323) 
Some  None 

Patient  embarrassment  and  reluctance* 

9.8% 

55,1% 

43.0% 

37.5% 

62.5% 

Too  many  health  problems  to  screen 

5.4% 

33.6% 

39.2% 

27.5% 

72.5% 

for  first* 

Lack  of  confidence  in  effectiveness 

11.8% 

31.1% 

30.3% 

25.4% 

74.6% 

of  the  technology^ 

Lack  of  confidence  in  my  own  technique* 

7.6% 

21.5% 

32.2% 

21.8% 

78.2% 

Time  and  effort  in  doing  examination* 

2.2% 

20.8% 

25.0% 

16.5% 

83.5% 

* Chi-square  test  significant  at  p <0.001,  df  = 2. 
t Chi-square  test  significant  at  p <0.01,  df  = 2. 
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Had  one 
24.4% 


Had  two 
12.9% 


Had  > 2 
10.6% 


Never  heard  of 
3.7% 


Never  had 
48.4% 


FIGURE  1.  Mammography  experience  among  surveyed  women  (N  = 
1,440). 


creased  with  the  frequency  of  regular  doctor  visits  (Fig  2).  Those 
who  visited  the  doctor  yearly  versus  less  frequently,  however,  were 
still  significantly  more  likely  to  have  as  a reason  for  never  having  a 
mammogram  that  the  doctor  did  not  recommend  it  (x^  = 9.934,  df 
= 1,  p = 0.002).  The  other  reasons  for  not  having  had  a mammo- 
gram in  descending  order  of  importance  to  women  were  as  follows: 
no  breast  problems;  never  thought  of  it;  cost;  radiation;  and  fear  that 
the  examination  may  be  painful.  Among  all  survey  respondents, 
whether  or  not  they  had  had  a prior  mammogram,  the  most  com- 
monly reported  concern  (62%  of  all  women)  was  fear  of  the  results  of 
the  examination,  while  concern  about  radiation  (54%)  was  also 
prominent. 


Discussion 

When  compared  to  data  from  the  1984  national  ACS 
physician  survey  and  other  surveys,  including  one  of  New 
York  City  physicians,*  the  findings  from  this  Long  Island 
physician  study  suggest  a trend  over  time  toward  in- 
creased physician  referral  for  screening  mammography  of 
women  in  this  age  group.  Similarly,  the  women’s  reports 


lOOj 

80- 

60- 


Yearly  Every  2-3  years  < Every  3 years 
Frequency  of  Doctor  Visits 


Percent  who  ever  had  a mammogram 
Percent  who  had  a mammogram  in  the  past  year 
Percent  who  had  a screening  mammogram  in 
the  past  year 


FIGURE  2.  Screening  behavior  of  women  age  50-75  years  (N  = 1,440) 
by  frequency  of  regular  physician  visits. 


of  mammography  utilization  in  this  study  were  higher 
than  those  reported  in  the  1983  Gallup  Survey,-  and 
slightly  higher  than  results  shown  in  the  US  Health  Inter- 
view Survey  of  1987.^  The  progress  in  physician  accep- 
tance of  the  value  of  mammography,  however,  is  not  uni- 
form or  complete. 

Obstetrician/gynecologists  far  exceeded  their  general 
internist  and  family  practitioner  colleagues  in  following 
the  guidelines  for  breast  cancer  screening.  These  specialty 
differences  were  also  found  in  earlier  studies.'  This  is  of 
particular  concern  since  it  has  been  shown  that  women 
over  50,  who  are  at  higher  risk  for  breast  cancer  by  age, 
are  much  more  likely  to  be  seeing  a family  practitioner  or 
internist  than  a gynecologist  for  regular  health  care.'° 
This  suggests  that  continuing  medical  education  (CME) 
in  breast  cancer  screening  should  be  specifically  addressed 
to  family  practitioners  and  internists. 

In  the  1983  American  Cancer  Society  Survey  of  prima- 
ry care  physicians,  80%  reported  that  they  followed  the 
ACS  guidelines  for  annual  breast  examination  of  all 
asymptomatic  women,  including  women  50  years  and  old- 
er.' Only  63%  of  Long  Island  physicians  reported  that 
they  performed  regular  breast  examination  on  all  their 
asymptomatic  female  patients  in  this  age  group.  Although 
different  phrasing  of  the  questions  in  the  two  surveys  pre- 
cludes a direct  comparison  of  data,  the  difference  in  find- 
ings prompts  our  speculation  that  there  may  be  increasing 
reliance  on  mammography  alone  for  breast  cancer  screen- 
ing, despite  the  fact  that  mammography  misses  some  10% 
to  20%  of  the  lesions  detected  by  physical  examina- 
tion."’'^ 

Physician  reporting  of  lack  of  confidence  in  breast  pal- 
pation skills  as  a deterrent  to  the  performance  of  breast 
examination  points  to  the  need  to  give  greater  emphasis  to 
breast  physical  examination  skills  during  medical  school 
and  residency  training,  as  well  as  to  provide  CME  oppor- 
tunities for  such  clinical  skills  training.  The  recently  is- 
sued consensus  guidelines  reiterate  the  importance  of  per- 
forming both  physical  examination  and  mammography  in 
breast  cancer  screening.  Hopefully,  this  will  be  brought  to 
the  attention  of  physicians  who  only  order  mammogra- 
phy, as  well  as  those  who  do  not  order  mammography  be- 
cause they  believe  that  breast  physical  examination  is  suf- 
ficient. 

Physician  concern  about  the  lack  of  insurance  coverage 
for  mammography  may  in  part  be  addressed  by  legislation 
passed  in  1989  in  New  York  State  which  requires  health 
insurance  carriers  in  the  state  to  provide  some  coverage 
for  screening  mammography,  and  by  proposed  legislation 
to  provide  coverage  through  Medicare.  Cost  concerns  may 
also  be  reduced  by  a trend  toward  reduced  charges  for 
screening  mammography  advocated  by  nationally  recog- 
nized radiologists  and  other  groups.'^ 

Self-reported  screening  behavior  by  physicians  may  be 
biased  by  overestimation.'"'  This  may  help  to  explain  the 
contrasting  data  from  the  physician  and  women’s  surveys, 
which  indicated  that  even  among  women  who  regularly 
visit  their  physician  for  check-ups,  lack  of  physician  rec- 
ommendation was  the  primary  reason  given  for  never  hav- 
ing had  a mammogram.  It  is  clear  that  even  if  the  physi- 
cian believes  in  the  value  of  periodic  mammography 
screening,  this  is  frequently  not  being  adequately  commu- 
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nicated  to  the  patient.  Physician  training  in  patient  educa- 
tion and  communication  is  also  needed  to  address  the 
causes  of  patient  noncompliance  with  mammography  rec- 
ommendation. 

While  radiation  exposure  from  mammography  was  a 
minor  concern  among  physicians  in  this  study,  it  was  a 
prominent  concern  of  women.  This  was  similarly  found  to 
be  an  important  deterrent  to  the  use  of  mammography  by 
women  in  an  earlier  study  in  one  of  these  communities 
performed  by  one  of  us  (DL).^  The  current  findings  sug- 
gest that  fear  of  radiation  should  be  explored  during  the 
office  visit  in  order  to  enhance  compliance  with  mammog- 
raphy referral.  Other  patient  education  needs  are  indicat- 
ed by  the  findings  that  “fear  of  the  results  of  the  exam” 
was  cited  most  frequently  as  a concern  among  all  women, 
whether  or  not  they  had  had  a mammogram,  and  that  “no 
breast  problem”  or  “not  necessary”  was  cited  frequently 
by  women  as  the  reason  for  never  having  had  a mammo- 
gram. These  point  to  the  need  to  emphasize  that  the  pur- 
pose of  screening  is  to  detect  disease  before  there  are 
symptoms,  and  that  breast  cancer  is  highly  curable  and 
treatable  with  lesser  surgery  when  detected  in  the  early 
stages. 

The  second  phase  of  this  project  has  involved  the  devel- 
opment of  CME  programs  and  materials  to  address  the 
above  educational  needs.  While  it  is  beyond  the  scope  of 
this  paper  to  discuss  these  initiatives,  such  materials  can 
be  obtained  from  the  authors  on  request.  The  yet-to-be 
conducted  post-intervention  surveys  of  physicians  will 
provide  information  on  the  efficacy  of  this  intervention 
approach,  particularly  when  compared  to  a control  group 


of  physicians,  in  order  to  correct  for  the  secular  trends  that 
we  have  observed  in  the  past. 
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Senior  women  physicians:  The  question  of  retirement 

Allison  J.  Batchelor,  md 


ABSTRACT.  Little  is  known  about  women  physicians  in 
their  senior  years.  This  paper  describes  a cross-sectional 
survey  of  21  women  physicians  ranging  in  age  from  59  to  95 
years  in  eight  different  medical  fields.  The  survey  showed 
that  14  (66.7%)  worked  after  age  65,  including  four  who 
worked  into  their  70s  and  four  who  worked  into  their  80s. 
Although  reasons  for  retirement  varied,  most  retired  due  to 
personal  illness  or  the  wish  to  pursue  other  interests.  Most 
respondents  (76.2%)  were  married  or  had  been  married; 
80%  of  these  had  children.  This  survey  also  explored  initial 
practice  styles  and  changes  over  time,  and  retirement  plan- 
ning and  financing.  Respondents  also  were  asked  to  identify 
role  models  and  to  share  their  own  mentoring  activities.  Tra- 
ditionally, women  professionals  often  have  been  thought  to 
have  shorter  careers  than  men  due  to  family  constraints.  Yet 
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most  of  the  women  in  this  sample  have  had  long-lived  ca- 
reers with  simultaneous  marital  and  family  responsibilities. 

(NY  State  J Med  1990;  90:292-294) 

What  happens  to  women  doctors  when  they  reach  the  tra- 
ditional transitional  ages  of  62-65?  Do  they  retire  or  do 
they  continue  working?  Generally,  little  is  known  about 
women  physicians  in  their  senior  years.  The  most  appar- 
ent explanation  for  this  lack  of  information  is  that  signifi- 
cant numbers  of  older  women  physicians  have  only  be- 
come a definable  population  in  the  last  20  to  30  years. 

The  increase  in  the  numbers  of  older  women  physicians 
stems  directly  from  the  increase  in  the  numbers  of  women 
entering  medical  careers.  In  1905  there  were  219  women 
graduates  of  American  medical  schools,  only  4%  of  the 
total  graduating  that  year.  By  1988,  there  were  5,215 
women  graduates,  representing  32.8%  of  the  total  gradu- 
ates, more  than  an  eight-fold  increase.'  As  a result,  the 
number  of  women  physicians  over  65  years  of  age  has 
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more  than  doubled  in  less  than  20  years,  from  2,736  in 
1967  to  5,822  in  1985.^  As  this  sector  of  the  medical  com- 
munity grows,  so  will  the  interest  in  the  issues  that  it  faces. 

Methods 

To  learn  more  about  the  retirement  practices  of  women  physi- 
cians, a survey  was  compiled  eliciting  such  demographic  infor- 
mation as  age,  year  of  graduation  from  medical  school,  number 
of  women  students  in  the  graduating  class,  marital  status,  num- 
ber of  children,  field  of  medicine,  and  type  of  practice.  Questions 
on  retirement  included  retirement  status,  age  at  retirement,  rea- 
sons for  retirement,  what  retirement  planning  was  done,  and  how 
retirement  was  financed.  In  addition,  most  of  these  women  doc- 
tors were  asked  if  they  had  treated  primarily  women  patients. 
How  did  their  practice  change  over  time?  What  role  models  and 
mentors  had  been  available  to  these  doctors?  Did  they  serve  as 
mentors  to  others? 

The  sample  was  composed  from  several  sources,  including 
members  of  the  American  Medical  Women’s  Association  Se- 
niors, personal  acquaintances,  and  members  of  the  local  county 
medical  society.  Surveys  were  sent  to  20  physicians  across  the 
country.  Sixteen  responded,  representing  an  80%  return  rate. 
Additionally,  five  local  women  were  interviewed  by  telephone. 
Although  21  women  constitutes  a small  sample,  the  responses 
represent  a variety  of  attitudes  about  retirement.  Clearly,  there  is 
a broad  spectrum  of  outlooks  based  on  personal  preferences  and 
priorities. 

Results 

The  ages  of  the  respondents  ranged  from  59  to  95  years.  The  re- 
spondents had  graduated  from  medical  school  between  1921  and 
1955.  Four  women  graduated  in  the  1920s  (19.0%),  five  in  the  1930s 
(23.8%),  nine  in  the  1940s  (42.9%),  and  three  in  the  1950s  (14.3%). 
The  percentage  of  women  in  co-educational  medical  school  graduat- 
ing classes  varied  from  a low  of  two  women  in  250  students  (0.08%) 
in  1938  to  a high  of  10  in  38  (26%)  in  1950.  One  doctor  trained  in 
Yugoslavia  where  50%  of  her  class  was  female  in  1955.  Two  respon- 
dents attended  women’s  medical  colleges. 

Most  respondents  were  married  or  had  been  married.  Two  of  the 
four  women  graduating  in  the  1920s  were  married  (50%),  four  of 
five  graduating  in  the  1930s  (80%),  six  of  nine  graduating  in  the 
1 940s  (66%),  and  all  three  of  those  graduating  in  the  1 950s  ( 1 00%) . 
Generally,  52.3%  of  the  entire  sample  was  married,  14.3%  widowed, 
4.7%  divorced,  and  23.8%  single.  Of  those  who  were  married,  wid- 
owed, or  divorced,  80%  had  children. 

A wide  variety  of  specialties  were  represented  among  these  21 
physicians  including  dermatology,  obstetrics  and  gynecology,  psy- 
chiatry, family  medicine,  general  practice,  pediatrics,  pathology, 
and  internal  medicine.  Despite  this  large  distribution  of  fields  in  this 
small  sample,  it  is  interesting  that  seven  women  (33%)  identified 
themselves  as  family  physicians  or  general  practitioners,  which  re- 
flects the  less  specialized  nature  of  medicine  prior  to  the  1960s. 

These  women  opted  for  one  of  several  practice  styles.  Private 
practice  was  the  most  common  choice  (62%).  Of  the  13  in  private 
practice,  nine  were  solo  practitioners,  two  worked  in  partnerships 
with  their  husbands,  one  worked  with  her  son,  and  one  was  in  a group 
practice.  Two  women  chose  academic  careers,  two  entered  the  Ve- 
teran’s Administration,  one  worked  in  a state  hospital,  and  one  was 
employed  by  the  armed  services.  Solo  practice  was  a much  more 
common  choice  among  these  women  than  it  is  among  women  trained 
in  the  last  10-15  years. 

Of  the  21  women  responding,  15  (71%)  had  retired  at  ages  rang- 
ing between  51  and  88  years,  with  10  (48%)  retiring  in  their  60s.  Of 
the  six  who  were  not  retired,  two  (ages  73  and  83)  planned  retire- 
ment within  the  next  year.  Another  woman,  age  68,  planned  retire- 
ment but  was  not  sure  when.  The  remaining  three  physicians  could 
not  imagine  retiring  from  direct  patient  care.  One  rural  general 
practitioner,  age  89,  stated  that  she  would  only  retire  if  absolutely 
necessary  due  to  health  constraints.  A dermatologist,  age  7 1 , admit- 
ted that  she  had  not  thought  of  retiring  at  all.  Another  woman,  age 
63,  said  that  she  could  not  conceive  of  leaving  her  busy  family  prac- 


tice, and  would  only  retire  if  it  was  absolutely  impossible  for  her  to 
work  at  all. 

Four  women  retired  due  to  personal  illness  at  ages  5 1 , 68,  73,  and 
88.  The  youngest  retiree  left  her  family  practice  at  age  51  on  medical 
disability  due  to  increasing  angina.  She  is  now  66  years  old  and  en- 
joying a multiplicity  of  hobbies  and  volunteer  activities.  A dermatol- 
ogist retired  at  age  68  after  suffering  a fractured  ankle  and  transient 
ischemic  attack.  Another  woman  retired  from  pediatrics  at  age  73 
due  to  breast  cancer  requiring  bilateral  mastectomies.  She  main- 
tains her  license,  however,  and  attends  continuing  medical  education 
courses  whenever  possible.  Finally,  one  obstetrician/gynecologist 
retired  at  age  88  due  to  cardiac  problems  but  did  deliveries  up  until 
age  86. 

The  remainder  of  those  retired  chose  to  leave  medicine  in  order  to 
pursue  other  interests  and  priorities,  including  grandchildren,  cul- 
tural activities,  community  organizations,  religious  groups,  garden- 
ing, writing,  and  peace  activism. 

Many  wished  to  travel  while  they  and  their  spouses  were  still 
healthy.  One  internist,  age  59,  cited  increasing  medical  regulations 
and  bureaucracy  as  her  reason  to  retire  from  practice.  She  stated 
that  although  she  loved  to  care  for  patients,  she  felt  suffocated  by  the 
burgeoning  rules  and  restrictions  dictating  her  clinical  decisions. 
She  plans  to  retire  at  age  60  and  travel  with  her  husband. 

Discussion 

How  do  these  women  prepare  their  practices  and  them- 
selves for  retirement?  Several  women  indicated  that  they 
changed  their  form  of  practice  in  anticipation  of  retire- 
ment. One  pediatrician  left  private  office  practice  and  be- 
came a physician  in  the  student  health  service  of  her  local 
college.  (When  she  decided  to  retire  several  years  later, 
she  was  not  burdened  by  patient  referrals,  as  the  college 
simply  hired  another  physician  to  replace  her.)  Another 
woman  closed  her  private  office  and  limited  her  practice 
to  hospital  consultations  in  infectious  disease.  When  she 
retired,  she  simply  stopped  consulting.  Others  remained  in 
private  practice  until  retirement,  closing  their  practices  in 
the  traditional  way. 

Most  of  the  21  respondents  financed  their  retirement 
from  a variety  of  sources.  Nineteen  (90.5%)  relied  on  per- 
sonal savings  and  investments  including  rental  income, 
annuities,  and  insurance  dividends.  Fifteen  (71.4%)  had 
pension  plans  providing  part  of  their  retirement  income. 
Seven  (33.3%)  had  social  security  income  in  these  years. 
Three  women  (14.3%)  found  it  necessary  to  do  some  part- 
time  work  to  supplement  their  retirement  income.  One 
physician  depended  on  her  medical  disability  payments  as 
a main  source  of  income.  One  woman  bred  and  sold  hors- 
es. Another  lived  off  the  income  from  the  sale  of  her  prac- 
tice. 

The  survey  results  also  indicated  that  a majority  (57%) 
of  respondents  treated  mostly  women  patients.  Two  of 
these  12  women  were  obstetrician/gynecologists.  Four 
physicians  noted  that  when  they  first  opened  their  prac- 
tices (dermatology,  general  practice,  internal  medicine, 
and  psychiatry),  most  of  their  patients  were  women  but  as 
they  became  more  experienced  and  more  accepted  in  their 
communities,  more  male  patients  came  to  them  for  care. 

When  asked  how  their  practice  changed  as  they  ma- 
tured, several  women  stated  that  they  had  become  more 
specialized  within  their  field.  Two  women  noted  that  their 
patients  grew  older  with  them.  One  family  physician  gave 
up  pediatrics;  another  gave  up  obstetrics.  One  respondent 
commented  on  her  increasing  confidence  and  humane  in- 
volvement with  patients  as  she  grew  older.  Several  women 
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decreased  their  working  hours  by  changing  from  private 
practice  to  salaried  positions  or  consulting.  One  internist 
stated  that  she  moved  from  an  18-hour  work  day  as  a full- 
time faculty  member,  to  a 13-hour  work  day  as  a private 
practitioner,  to  a five-hour  work  day  as  an  inpatient  con- 
sultant over  the  course  of  her  career. 

When  asked  if  they  saw  themselves  as  mentors  to  young 
women  and  men  in  medicine,  17  of  21  answered  yes.  Two 
said  no  and  two  said  they  were  not  sure  if  they  had  been 
mentors.  One  stated  that  she  felt  medicine  had  changed 
too  much  for  her  to  serve  as  a mentor.  Of  those  who  did 
identify  themselves  as  mentors,  most  had  offered  encour- 
agement and  advice  to  young  women  (and  men)  students 
and  trainees.  Four  spoke  of  participating  in  activities 
within  their  local  branch  of  the  American  Medical  Wo- 
men’s Association  to  help  younger  women  as  role  models. 
One  woman  had  two  daughters  who  became  physicians. 
Another  served  as  the  first  woman  president  of  her  state’s 
Academy  of  Family  Physicians.  Several  served  as  faculty 
advisors.  Another  invited  college  students  to  live  and  work 
with  her  during  the  summer  months  so  they  could  learn 
about  medical  practice. 

Most  of  the  respondents  said  that  they  had  a role  model 
or  mentor  who  influenced  their  decision  to  become  a doc- 
tor. Sixteen  (76%)  identified  specific  individuals  who  were 
important  in  this  role  including  their  family  physician, 
physician  brother,  physician  husband,  upper-class  college 
friend,  certain  professors,  older  women  physicians,  and 
historical  figures  such  as  Madame  Curie.  One  woman  wrote 
that  she  had  been  a social  work  student  in  college  when  she 
developed  a cold  that  necessitated  a visit  to  the  student 
health  service.  She  was  so  impressed  that  the  doctor  was  a 
woman  that  she  changed  her  major  to  premedicine. 

Of  those  five  who  denied  having  any  mentors,  one  re- 
ported, “I  just  decided  to  become  a physician  and  then 
became  one.”  Another  could  not  identify  any  mentors  but 
received  a scholarship  to  Yale  Medical  School  during 
World  War  II  when  there  were  no  men  available  for  the 
award.  Finally,  a 1926  graduate  said  there  were  no  men- 
tors available  to  her  as  she  established  her  medical  career. 

Although  this  survey  represents  a small  cross-sectional 
sample,  it  begins  to  identify  questions  for  further  research. 
Fourteen  (66%)  of  the  21  women  surveyed  have  worked 
after  age  65,  including  four  who  worked  into  their  70s  and 
four  who  worked  into  their  80s.  Would  a larger  sample 
show  a similar  number  of  women  working  after  the  tradi- 
tional retirement  age  of  65%?  How  does  this  compare 
with  the  retirement  practices  of  their  male  counterparts? 
Do  these  women  retire  at  a later  age  than  men  doctors? 
Traditionally,  women  professionals  often  have  been 
thought  to  have  shorter  careers  than  men  due  to  family 
constraints,  yet  in  this  sample  most  women  have  had  long- 
lived  careers  with  simultaneous  marital  and  family  re- 
sponsibilities. 

How  have  attitudes  on  retirement  changed  between 
generational  cohorts  of  women  physicians?  How  has  the 
changing  societal  work  ethic  affected  this  population?  Do 
the  women  who  trained  in  the  1920s  work  longer  than 
those  who  trained  in  the  1950s?  Do  attitudes  regarding 
retirement  change  as  these  individuals  grow  older?  Al- 
though this  sample  includes  women  graduating  in  the 
1920s,  1930s,  1940s,  and  1950s,  the  numbers  are  too  small 


to  identify  general  trends.  Further  research  with  larger 
populations  of  senior  women  will  be  necessary  to  address 
these  questions. 

Although  there  is  no  formal  organization  of  older  wom- 
en physicians,  the  American  Medical  Women’s  Associa- 
tion numbers  254  retired  doctors  among  its  1 1,000  mem- 
bers. In  1987,  several  of  these  women  began  a subgroup  of 
the  organization  known  as  the  AMWA  Seniors.  They 
publish  a newsletter  two  to  three  times  each  year  and 
present  workshops  on  issues  of  interest  to  older  women  at 
the  annual  AMWA  National  Conference.  In  1987,  they 
held  a very  successful  workshop  entitled  “Retirement  Is- 
sues for  AMWA  Seniors.” 

During  this  meeting,  six  women  spoke  of  the  transitions 
from  practice  to  retirement,  each  describing  their  individ- 
ual experiences.  One  woman  became  a medical  consultant 
to  pharmaceutical  firms  using  her  experience  to  begin  this 
new  and  exciting  independent  business.  Another  moved 
into  a retirement  community  offering  intellectual  stimula- 
tion, opportunities  to  make  new  friends,  and  health  assis- 
tance if  illness  should  occur.  A third  senior  suggested 
gradually  reducing  professional  work  hours  and  increas- 
ing hours  in  another  setting.  She  tapered  off  her  private 
practice  and  became  a full-time  cattle  rancher.  A fourth 
participant  transferred  from  a demanding  practice  to  a 
less  stressful  level  of  medical  care  doing  locum  tenens 
work.  Another  physician  retired  completely  and  began  all 
over  again  as  a full-time  student  in  the  entirely  unrelated 
fields  of  philosophy  and  creative  writing,  in  a new  place 
with  new  friends  of  many  age  groups.  Finally,  a sixth 
woman  described  becoming  involved  in  medical  ethics  af- 
ter leaving  patient  care.  She  educated  herself  in  this  ex- 
panding field  and  found  herself  in  great  demand  but  with 
less  physical  stresses  than  her  practice  had  entailed.^ 

The  only  organization  specifically  designed  for  retiring 
medical  doctors  is  the  Association  of  Senior  Physicians 
based  in  Chicago  which  offers  memberships  to  any  physi- 
cian over  55  years  of  age.  Its  purpose  is  to  educate  physi- 
cians regarding  professional,  emotional,  social,  and  finan- 
cial aspects  of  retirement.  It  provides  seminars  on 
retirement  planning,  replacement  insurance  policies,  and 
a bimonthly  newsletter.  This  organization  has  women 
members  and  seminar  attendees,  but  as  yet  it  has  not 
sought  to  define  or  address  the  specific  needs  of  the  retir- 
ing female  physician  population. 

The  diversity  and  rich  heritage  of  women  in  medicine  is 
alive  in  senior  women  physicians.  Like  their  male  counter- 
parts, women  doctors  have  individual  solutions  to  the 
challenges  of  aging.  Each  woman  responding  to  this  sur- 
vey has  chosen  her  own  path  to  fulfill  personal  needs  in 
later  years.  Some  are  happy  to  continue  80-hour  work 
weeks  until  they  are  physically  unable  regardless  of  age. 
Others  will  formally  retire  in  their  60s  to  enable  them- 
selves to  develop  other  interests.  As  the  face  of  medical 
practice  continues  to  change,  women  physicians  will  con- 
tinue to  find  new  approaches  to  their  senior  years. 
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REVIEW  ARTICLES 


Primary  female  syndromes:  An  update 

Ellen  Yankauskas,  md 


Articles  discussing  menstrual  cramps,  premenstrual  syn- 
drome, endometriosis,  or  some  similar  health  concern  fre- 
quently appear  in  women’s  popular  literature.  One  might 
think  that  the  American  woman  has  an  unhealthy  preoc- 
cupation with  her  health  and  internal  organs,  an  idea 
more  than  once  communicated  to  the  medical  student  and 
resident.  But  a more  accurate  assessment  would  probably 
be  that  many  women  no  longer  want  to  live  in  discomfort 
and  ignorance  with  regard  to  their  physical  well-being. 
They  have  higher  expectations  of  medical  science  and  are 
better  educated  than  ever  before.  If  not  actively  seeking 
information,  they  are  gaining  knowledge  while  at  leisure, 
reading  a magazine,  or  watching  television.  These  women 
then  turn  to  their  physicians  for  confirmation  and  treat- 
ment. 

Women’s  complaints  have  long  been  both  baffling  and 
frustrating  for  the  medical  profession.  Most  physicians, 
being  male,  have  no  personal  experience  from  which  to 
draw.  Past  research  has  produced  little  hard  data  on 
pathophysiology;  and  even  current  technology  has  only 
started  to  explain  the  physical  and  emotional  changes  as- 
sociated with  basically  normal  hormonal  function.  Com- 
mon is  the  situation  in  which  concerned  patients,  harbor- 
ing the  misconception  that  all  doctors  are  comfortable  and 
conversant  with  such  entities  as  premenstrual  syndrome 
(PMS),  confront  physicians  whose  levels  of  expertise  or 
tolerance  for  these  topics  may  vary  widely. 

Physicians  who  are  willing  to  address  these  complaints, 
rather  than  dismiss  them  as  insignificant  since  they  are 
not  life-threatening,  must  address  the  following  question: 
Is  there  true  dysfunction  or  is  this  another  case  of  the  gy- 
necologic “worried  well”? 

Consider  the  experience  of  dysmenorrhea.  For  centu- 
ries, women  were  told  that  their  complaint  of  menstrual 
cramps  was  psychosomatic.  Then,  with  the  advent  of  the 
nonsteroidal  anti-inflammatory  drugs  (NSAID)  for  relief 
of  arthritis,  a serendipitous  treatment  for  dysmenorrhea 
was  found.  Now,  primary  dysmenorrhea  is  recognized  and 
treated,  without  questioning  the  emotional  stability  of  the 
patient. 

With  time  and  technical  advances,  more  understanding 
of  the  presently  puzzling  complaints  of  women  should  be 
forthcoming.  Meanwhile,  women  with  such  complaints  as 
PMS  and  chronic  pelvic  pain  have  very  real  problems  and 
deserve  the  attention  and  support  of  their  physicians  as 
well  as  an  explanation  of  current  options  for  treatment. 


Address  correspondence  to  Dr  Yankauskas,  346  Mira  Mar  Ave,  Long  Beach, 
CA  90814. 


This  article  reviews  the  advances  in  diagnosis  and  treat- 
ment of  some  of  these  disorders. 

Dysmenorrhea 

Difficult  or  painful  menstruation  without  evidence  of 
anatomic  or  infectious  cause  was  long  thought  to  be  a 
functional  disorder  of  women.  Physiologic  dysmenorrhea, 
however,  has  since  been  found  to  occur  as  a result  of  exces- 
sive prostaglandin  production  by  the  endometrium.  This 
excess  is  believed  to  be  responsible  for  hypercontractility 
of  the  uterus  and  its  ensuing  pain.  Budoff  proposed  the 
comprehensive  concept  of  “dysmenorrhea  syndrome”  to 
include  the  associated  exogenous  symptoms  of  headache, 
nausea,  vomiting,  diarrhea,  and  syncope.  This  constella- 
tion of  discomforts  results  in  the  greatest  single  cause  of 
lost  school  and  work  days  among  women. ^ Secondary  dys- 
menorrhea develops  from  identifiable  pathology,  which  is 
presented  in  Table  I. 

Diagnosis.  The  diagnosis  of  primary,  or  physiologic, 
dysmenorrhea  remains  a diagnosis  of  exclusion  of  second- 
ary dysmenorrhea.  The  former  is  associated  with  a normal 
physical  examination  and  occurrence  with  ovulation  and 
menses.  The  latter  is  associated  with  organic  disease  and 
atypical  pain  with  the  menstrual  cycle. 

Laboratory  tests  may  show  anemia  and  an  elevated 
white  blood  cell  count  and  erythrocyte  sedimentation  rate 
(with  pelvic  inflammatory  disease,  for  example)  but  are 
not  specifically  diagnostic.  Radiography  can  provide  some 
information,  such  as  that  offered  by  a hysterosalpingo- 


TABLE  I.  Differential  Diagnosis  of  Dysmenorrhea 


Non-progressive 

Physiologic  dysmenorrhea 

Progressive/ 

Endometriosis — endometrioma 

recurrent 

History  of  pelvic  inflammatory  disease 

History  of  intrauterine  device 

Ovarian  cyst — follicle  cyst,  corpus  luteum  cyst 

Adenomyosis 

Neoplasm 

Abdominopelvic  adhesions 
Anatomical  anomaly 
Chronic  salpingitis 
Uterine  polyps 

Acute 

Pelvic  inflammatory  disease 
Ruptured  ovarian  cyst 
Ectopic  pregnancy/miscarriage 

Non-gynecologic 

Pyelonephritis 
Musculoskeletal  pain 
Appendicitis 

Irritable  bowel  syndrome 
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gram,  but  the  diagnostic  potential  is  sufficiently  limited  to 
f^orce  one  to  question  the  risk  of  radiation  to  the  reproduc- 
tive organs  and  the  adverse  effect  of  this  procedure  on  pel- 
vic inflammatory  disease  (PID).  A computed  tomograph- 
ic (CT)  scan  also  carries  the  same  questionable  risk- 
benefit  ratio.  Ultrasound  is  noninvasive  and  safe,  but 
often  aids  with  diagnosis  only  in  extremely  severe  disease. 
Laparoscopy  provides  the  best  opportunity  to  investigate 
the  possibility  of  organic  disease,  as  well  as  a chance  to 
institute  surgical  therapy.  However,  it  is  invasive,  expen- 
sive, and  not  always  enlightening. 

Treatment.  Primary  dysmenorrhea  is  usually  respon- 
sive to  prostaglandin  antagonists  or  oral  contraceptives. 
However,  up  to  20-30%  of  patients  do  not  respond  to  these 
agents.  (The  treatment  of  secondary  dysmenorrhea  de- 
pends on  the  specific  pathologic  entity.) 

Several  NSAIDs  are  currently  approved  by  the  Food 
and  Drug  Administration  (FDA)  for  the  treatment  of  dys- 
menorrhea. These  include  ibuprofen,  mefenamic  acid,  na- 
proxen, and  ketoprofen.  Other  NSAIDs  reportedly  of 
benefit  but  not  FDA  approved  are  pirixicam  and  meclo- 
fenamate. 

Oral  contraceptives  have  a high  rate  of  effectiveness 
against  cramping,  but  must  always  be  prescribed  with  the 
usual  cautions,  particularly  regarding  the  risk  of  fibroids 
or  neoplasm.  These  agents  also  help  with  secondary  dys- 
menorrhea in  the  suppression  of  functional  ovarian  cysts 
and  mittelschmerz. 

In  general,  intrauterine  devices  (lUDs)  are  contraindi- 
cated in  women  with  moderate  to  severe  dysmenorrhea. 
The  exception  to  this  is  the  Progestasert^"  lUD,  which  has 
been  shown  to  decrease  pain  and  heavy  bleeding. 

Transdermal  electric  nerve  stimulation  (TENS)  as  a 
treatment  modality  for  chronic  pain  syndromes  has  re- 
ceived only  lukewarm  response  from  practitioners  and  pa- 
tients alike.  A unit  has  been  developed  by  3M  Med-Surgi- 
cal  Division  with  special  electrodes  for  placement  over  the 
pelvic  organs  for  relief  of  dysmenorrhea  (Optenz  Femi- 
nine Pain  Relief  System).  The  unit  is  available  in  Europe 
now,  but  extensive  safety  and  efficacy  studies  mandated 
by  the  FDA  has  delayed  its  release  in  the  United  States. 

Laparoscopic  uterine  nerve  ablation  (LUNA)  destroys 
the  sympathetic  nerve  fibers  to  the  uterus  via  the  uterosa- 
cral  ligaments.  One  study  found  a 60%  effectiveness  rate.^ 
Extreme  measures  such  as  total  abdominal  hysterectomy 
with  bilateral  salpingo-oophorectomy  were  attempted  in 
the  past,  with  an  estimated  130,000  women  having  had 
this  procedure  solely  for  relief  of  dysmenorrhea.'’ 

Premenstrual  Syndrome 

Premenstrual  syndrome  is  a cluster  of  physical  and 
emotional  changes  that  affects  almost  every  woman  on  a 
cyclic,  premenstrual  basis.  Perceptions,  complaints,  dis- 
ability, and  morbidity  vary  considerably.  So  many  women 
consider  it  “normal”  to  have  their  monthly  complaints 
that  it  is  rarely  volunteered  as  a part  of  the  medical  histo- 
ry. It  is  even  less  frequently  inquired  about  by  physicians. 
As  a result,  the  data  on  prevalence  of  PMS  are  limited, 
with  estimates  ranging  from  20%  to  95%  of  women  having 
mild  to  moderate  symptoms,  and  1%  to  40%  having  symp- 
toms severe  enough  to  disrupt  life  style. 

Frank^  first  described  the  syndrome  in  1931,  making 


TABLE  II.  Differential  Diagnosis  of  Premenstrual 
Syndrome 

Endometriosis 

Pelvic  inflammatory  disease 

Ovarian  cysts 

Thyroid  disorder 

Hyperprolactinemia 

Nutritional  deficiency 

Psychiatric  illness 


the  current  status  one  of  more  than  50  years  of  limited 
advancement.  Since  there  is  no  definitive  test  for  the  con- 
dition, the  practitioner  must  first  rule  out  conditions  such 
as  those  listed  in  Table  II. 

Some  practitioners  have  found  it  helpful  to  use  a diary/ 
questionnaire  to  improve  their  rates  of  detection  of  PMS. 
Physicians  who  inquire  directly  about  premenstrual  symp- 
toms can  find  a remarkable  consistency  among  the  more 
common  complaints.^-’  The  physical  changes  include 
breast  tenderness;  bloating;  fluid  retention;  craving  for 
sweet  or  salty  foods;  acne;  and  disturbance  of  sleep,  blad- 
der, and  bowel  function.  Psychological  changes  reflect  a 
spectrum  of  exaggerated  moods  including  depression,  leth- 
argy, anxiety,  irritability,  and  aggressiveness.  Symptoms 
generally  occur  seven  to  ten  days  prior  to  menstruation  (al- 
though up  to  14  days  has  been  reported),  and  then,  once  the 
menstrual  flow  begins,  disappear  as  mysteriously  as  they 
came.  Dysmenorrhea  is  often  found  in  association  with 
PMS  but  is  considered  to  be  a separate  entity. 

Subsyndromes  of  PMS  have  long  been  appreciated  and 
can  be  useful  in  understanding  and  treating  this  disorder. 
Abraham’s*  classification  is  described  in  Table  III,  which 
also  reports  some  of  the  current  estimates  of  relative  fre- 
quency of  the  subtypes. 

Etiology.  Many  theories  have  proliferated  as  to  the 
pathophysiology  of  PMS.*  '°  Since  the  symptoms  only 
present  in  women  with  functioning  ovaries  and  are  chro- 
nologically tied  into  the  menses,  it  has  been  logically  as- 
sumed that  there  must  be  some  hormonal  shift  causing  the 
phenomena.  If  this  is  the  case,  the  shift  must  be  quite 
subtle,  for  it  has  eluded  researchers  who  have  hospitalized 
women  with  severe  PMS  during  the  luteal  phase,  taking 
serum  hormone  levels  around  the  clock,  without  demon- 
strating any  consistent,  significant  alteration  of  normal 
circulating  values. 


TABLE  III.  Classification  of  Premenstrual  Syndrome^ 


Class 

Symptoms 

Frequency 

PMT-A 

Anxiety,  irritability, 

70-90% 

mood  swings,  tension 

(Most  common) 

PMT-C 

Cravings  for  sweets, 
hypoglycemic-like 
symptoms  (fatigue, 
dizziness,  palpitations, 
headache,  increased 
appetite) 

30-40% 

PMT-D 

Depression,  crying, 
withdrawal,  forgetfulness, 
confusion,  insomnia 

1-20% 

PMT-H 

Breast  tenderness, 
fluid  retention, 
weight  gain,  bloating 

60% 
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Ongoing  research  continues  to  concentrate  on  the  luteal 
phase  of  the  cycle,  with  attempts  to  ascertain  any  hormo- 
nal imbalance,  such  as  decreased  or  unopposed  estrogen, 
decreased  progesterone,  or  an  altered  estrogen-progester- 
one ratio.'  '-'2  Thyroid  disorder  is  another  hormonal  possi- 
bility being  investigated.  Roy- Byrne  et  al'^  found  an  in- 
creased incidence  of  subclinical  hypothyroidism  and 
blunted  thyroid  releasing  hormone  (TRH)  stimulation 
among  PMS  subjects.  Other  investigators  suspect  a disor- 
der of  androgen  or  melatonin  (alpha  melanocyte  stimulat- 
ing hormone)  metabolism.^ 

Endomorphin  levels  fluctuate  with  the  menstrual  cycle. 
Chuong  et  al'"*  have  found  premenstrual  decreases  in  beta 
endorphins.  There  is  also  a possible  link  between  the  ef- 
fects of  endorphins  on  prolactin  (hyperprolactinemia),  va- 
sopressin, and  prostaglandin  E (PgE)  and  the  symptoms 
of  fluid  retention  and  breast  tenderness.'^  The  latter 
symptoms  are  thought  by  others  to  result  from  defects  in 
aldosterone  and/or  renin-angiotensin  mechanisms.'^ 

Nutritional  deficiency  has  been  found  to  be  associated 
with  PMS  but  not  causal  in  nature.'^  There  is  ongoing 
research  focusing  on  the  roles  of  vitamins  85  and  E,  as  well 
as  magnesium.'^  Hypoglycemia  and  altered  carbohydrate 
metabolism  are  the  main  features  of  a subtype  of  PMS 
(PMT-C).  With  the  discovery  of  insulin  receptors  in  the 
ovary,  more  research  may  explain  their  role  in  normal  hor- 
mone function.  DePirro'*  demonstrated  marked  variation 
in  insulin  receptor  concentration  in  monocytes  of  normal 
women.  Insulin  cell  binding  fractions  were  almost  twice  as 
high  during  the  follicular  phase  as  in  the  luteal  phase.  In 
spite  of  this,  plasma  insulin  levels  remained  stable 
throughout  the  menstrual  cycle.  DePirro  makes  the  state- 
ment that  these  variations  suggest  that  women  should  not 
participate  in  carbohydrate  metabolism  studies  unless  this 
phenomenon  is  considered. 

Other  avenues  of  investigation  are  the  effects  of  aging 
on  PMS,  with  symptoms  generally  worsening  until  the  ad- 
vent of  menopause.  The  lack  of  biological  support  for 
PMS  has  been  cited  as  evidence  of  the  psychosocial  nature 
of  the  complaint.  However,  attempts  to  link  PMS  with 
psychiatric  disorders  seem  appropriate  only  for  certain 
subtypes  of  PMS,  falling  short  of  a universal  explanation 
of  the  syndrome. 

In  the  analysis  of  psychosocial  factors,  reports  have 
been  dichotomous  to  the  extreme.  One  study  found  in- 
creased rates  of  PMS  in  women  who  were  typified  as  de- 
pendent, unassertive,  and  submissive  to  the  traditional  fe- 
male role,  while  another  stated  that  it  is  the  type  A 
female — the  assertive,  career-oriented  “superwoman” — 
who  is  the  usual  PMS  patient.  Increased  frequency  of 
PMS  has  been  noted  among  members  of  some  religious 
groups.'^  Friedman  and  Jaffe^^  found  only  the  factors  of 
education  and  profession  significant.  Another  study  re- 
ported that  an  absolute  absence  of  PMS  was  related  to 
severe  personality  disturbance.'^ 

A reasonable  hypothesis  could  be  that  neuro-endocrino- 
logic  disease  somehow  facilitates  the  expression  of  an  un- 
derlying mood  disorder.  This  has  already  been  seen  in  the 
association  of  major  affective  disorders  and  such  condi- 
tions as  hypothyroidism,  Addison’s  disease,  pheochromo- 
cytoma,  etc. 

Stress  is  generally  believed  to  worsen  the  symptoms  of 


PMS.  This  premise  is  supported  by  the  reported  allevia- 
tion of  PMS  through  stress  reduction  techniques.  This 
may  indicate  only  that  PMS  can  be  added  to  the  list  of 
chronic  conditions  that  are  exacerbated  by  stress,  such  as 
asthma,  seizures,  allergies,  migraine,  thyroid  dysfunction, 
and  dermatitis  (urticaria,  pruritus,  acne). 

Current  DSM-III-R  texts  list  “late  luteal  phase  dys- 
phoric disorder”  as  the  appropriate  diagnostic  appellation 
for  the  psychological  manifestations  of  PMS.  Some  prac- 
titioners feel  that  PMS  is  a subclinical  form  of  manic-de- 
pressive illness,  with  the  patient  aware  of  the  symptoms 
only  during  the  luteal  phase.  Another  view  is  that  PMS 
resembles  a rapidly  cycling  manic-depressive  disorder  ex- 
acerbated by  hormonal  fluctuations.  The  similarities  to 
manic-depressive  disorder  are  consistent  with  the  observa- 
tion that  premenstrual  dysphoria  is  often  followed  by  a 
euphoria  with  the  onset  of  menses. 

Increased  psychiatric  hospitalization  and  criminal  ac- 
tivity have  been  documented  during  the  paramenstruum 
(the  four  days  preceding  and  the  first  four  days  of  men- 
struation). Keye  et  aF'  reported  increased  rates  of  major 
psychologic,  medical,  and  marital  problems  in  women 
who  believed  themselves  to  have  PMS  and  were  seeking 
treatment  for  it.  A history  of  substance,  child,  and  spouse 
abuse,  as  well  as  increased  suicidal  potential,  have  also 
been  correlated  with  PMS.^' 

Rubinow  and  Schmidt^^  addressed  mood  disorders  and 
the  menstrual  cycle  in  1986.  They  proposed  four  possible 
interactions  of  psychiatric  disorders  and  the  menses. 
These  included  disturbed  menstruation  resulting  in  psy- 
chiatric morbidity,  psychiatric  illness  disrupting  menstru- 
al function,  menstruation  exacerbating  pre-existing  psy- 
chopathology, and  menstrual  events  causing  de  novo 
mood  and  behavior  disorders. 

The  above  covers  “the  chicken  versus  the  egg”  dilemma 
regarding  a psychiatric  etiology  of  PMS,  but  it  is  also  in- 
teresting to  note  at  this  point  the  findings  of  a study  by 
DeJong  et  al.^^  They  analyzed  the  data  from  a study  that 
indicated  a high  rate  of  psychiatric  illness  among  patients 
who  believed  they  suffered  from  PMS.  With  prospective, 
longitudinal  daily  ratings,  they  found  a high  rate  of  misdi- 
agnosis of  PMS,  with  88%  psychiatric  illness  in  PMS-neg- 
ative  subjects  and  only  45%  in  PMS-positive  subjects  after 
adjustment  for  accurate  diagnosis.  Their  research  also 
points  out  the  need  for  personality  testing  during  both  the 
follicular  and  luteal  phases. 

Diagnosis.  More  than  1 50  symptoms  associated  with 
PMS  that  reflect  changes  in  mood,  fluid  metabolism,  and 
physical  discomfort  have  been  listed  in  the  literature.  Ac- 
curate diagnosis  hinges  on  a careful  history  of  the  timing 
and  variety  of  symptoms.  Sources  of  stress,  education,  and 
profession  are  particularly  pertinent,  as  is  any  history  of 
chronic  medical  or  psychiatric  problems.  It  is  also  appro- 
priate to  inquire  as  to  physical  or  sexual  abuse.  The  physi- 
cal examination  is  usually  normal,  but  the  practitioner 
should  be  attentive  to  any  sign  of  disease  as  listed  in  the 
differential  diagnosis  (PMS,  Table  II). 

Laboratory  testing  appropriate  for  all  patients  would 
include  a complete  blood  count,  sedimentation  rate, 
chemistry  panel,  and  thyroid  function  tests.  Of  a more  dis- 
cretionary nature  would  be  hormonal  testing  of  serum 
progesterone,  prolactin,  follicle  stimulating  hormone 
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(FSH)/luteinizing  hormone  (LH),  and  estradiol.  These 
studies  should  be  obtained  during  the  luteal  phase  if  they 
are  to  be  of  any  benefit.  A very  thorough  evaluation  would 
include  personality  testing  by  a qualified  psychologist. 
The  Minnesota  Multiphasic  Personality  Test,  for  exam- 
ple, is  often  helpful. 

Very  recently,  a pharmaceutical  firm  in  Wisconsin  has 
begun  marketing  the  Portman  PMS  Serum  test.  It  claims 
that  measurement  of  LH  antibody  reveals  significant  cor- 
relation between  the  symptoms  of  PMS  and  low  serum 
LH  antibody  levels.^'’  Validity  of  this  method  has  yet  to  be 
established  based  on  reproducibility  by  independent  lab- 
oratories. 

Once  the  initial  evalution  of  a patient  is  completed,  it 
can  be  helpful  to  define  recognized  subtypes  of  PMS  in 
each  patient,  such  as  the  previously  discussed  classifica- 
tion by  Abraham.^  Other  considerations  would  include 
periodicity: 

• Interval.  Some  patients  will  report  regular  monthly 
episodes,  while  others  have  alternating  “good”  and 
“bad”  months. 

• Duration.  The  classic  presentation  of  symptoms  sev- 
en to  ten  days  prior  to  the  period  may  be  seen,  as  well 
as  bimonthly  exacerbations  (at  ovulation  and  seven 
to  ten  days  prior  to  the  period).  Fewer  patients  com- 
plain of  continuous  symptoms  from  ovulation 
through  the  onset  of  menstrual  flow. 

• Peak  Incidence.  Two  recognized  peaks  of  PMS  in  a 
woman’s  lifetime  are  found  during  the  mid  to  late 
30s,  and  for  a few  years  prior  to  menopause. 

Treatment.  Until  the  pathophysiology  of  a condition 
is  identified,  it  is  difficult  to  assess  therapeutic  success. 
Since  this  continues  to  be  the  case  with  PMS,  most  practi- 
tioners are  hesitant  to  recommend  more  than  a “natural” 
approach  to  PMS.  Shangold^^  has  presented  an  approach 
to  therapy  based  on  the  severity  of  symptoms  and  mental 
health  of  the  patient.  In  the  normal  female  with  mild 
PMS,  no  medications  are  needed.  Treatment  should  con- 
sist of  a program  of  support,  and  life  style  and  diet 
changes.  In  the  normal  female  with  incapacitating  PMS, 
treatment  should  be  specific  to  the  dominating  symptom 
or  symptoms.  In  the  female  with  PMS  that  exacerbates 
psychopathology,  support  should  be  enhanced  with  psy- 
chotherapy. Women  with  psychopathology  not  related  to 
the  menses  should  get  the  help  they  need  from  psychiatric 
consultation.^^ 

Most  women  are  reassured  once  an  educational  and 
supportive  dialogue  is  initiated.  Some  changes  in  diet  and 
exercise  do  ameliorate  the  symptoms.  These  general  rec- 
ommendations include  elimination  of  caffeine,  alcohol, 
and  other  stimulants  or  mood  altering  substances;  avoid- 
ance of  simple  carbohydrates;  increased  intake  of  protein 
and  complex  carbohydrates;  limited  salt  intake;  vitamin 
supplementation;  exercise  2-3  times  per  week;  and  stress 
reduction. 

The  nutritional  hypothesis  has  been  supported  by  stud- 
ies finding  higher  rates  of  vitamin  deficiencies  and  altered 
carbohydrate  metabolism  among  women  with  PMS.  Vita- 
min B6,  when  taken  as  a supplement,  can  relieve  some 
symptoms,  especially  headache  and  breast  tenderness. 


The  dosage  of  B6  can  range  from  50  mg/day  to  800  mg/ 
day,  but  since  there  is  a possibility  of  toxicity  with  doses 
beyond  100  mg,  higher  dose  regimens  should  include  reg- 
ular checks  for  signs  of  toxicity.  It  has  been  hypothesized 
that  vitamin  B6  is  effective  as  a result  of  its  action  to  in- 
crease hepatic  clearance  of  estrogen.  It  may  also  have  a 
direct  action  on  the  brain,  being  a coenzyme  in  dopamine/ 
serotonin  biosynthesis.  There  can  be  a decrease  in  prolac- 
tin inhibiting  factor  with  relative  B6  deficiency,  resulting  in 
hyperprolactinemia.  London  et  aF^  found  that  symptoms 
of  anxiety,  headache,  cravings  for  sweets,  and  depression 
improved  on  300  lU  of  vitamin  E per  day.  Other  research- 
ers have  found  similar  results  with  a therapeutic  dose 
range  of  200-600  lU/day.  Other  vitamins,  micronutri- 
ents, and  trace  elements  under  study  are  magnesium,  zinc, 
and  iron.  Evening  primrose  oil  (Etanol)  has  some  anecdot- 
al supporters.  However,  as  with  any  herbal  remedy,  it  is 
very  difficult  to  ascertain  the  active  substance  responsible 
for  its  success.  The  recommended  dosage  of  evening  prim- 
rose oil  is  usually  0.5  grams  twice  a day  from  ovulation  to 
onset  of  menses. 

Since  the  symptoms  of  PMS  are  worsened  with  stress, 
stress  reduction  is  encouraged  through  a variety  of  meth- 
ods, such  as  relaxation  exercises,  meditation,  biofeedback, 
yoga,  guided  imagery,  creative  visualization,  and  psycho- 
therapy. Exercise  goes  hand  in  hand  with  stress  reduction. 
Ongoing,  well-designed,  prospective  studies  on  the  effects 
of  exercise  on  PMS  may  add  to  the  increasing  knowledge 
about  menstrual  disorders  and  exercise  (anovulation,  dys- 
menorrhea, amenorrhea,  oligomenorrhea,  luteal  phase 
shortening,  etc).^^ 

Most  patients  respond  to  the  general  recommendations 
listed  above.  For  the  minority  of  patients  with  severe 
symptoms,  treatment  with  pharmacologic  agents  may  be 
considered.  In  1931,  Frank^  recommended  the  use  of  ca- 
thartics to  eliminate  excess  hormones  through  the  bowel. 
Lithium  has  been  tried  but  with  no  greater  benefit  than 
placebo.  Some  physicians  have  gone  so  far  as  performing 
total  abdominal  hysterectomy  with  bilateral  salpingo-oo- 
phorectomy,  followed  with  hormone  replacement  therapy. 
Even  with  these  extremes  of  treatment,  generally  consid- 
ered inappropriate,  there  remains  a long  list  of  other  ap- 
proaches being  reviewed.  These  are  described  in  Table 
jY  29-45  diversity  of  pharmacologic  modalities  attests 
to  the  lack  of  any  single  reliable  medication.  Most  of  these 
therapies,  at  best,  provide  some  relief  of  symptoms. 

Endometriosis 

Endometriosis,  an  often  overlooked  diagnosis,  should 
always  be  considered  in  the  patient  with  dysmenorrhea. 
Its  manifestations  are  extensive,  the  most  frequent  being 
pelvic  pain  and  infertility.  Severity  of  symptoms  does  not 
always  correlate  with  the  severity  of  disease.  Further  con- 
founding the  diagnosis  is  that  definitive  diagnosis  can  only 
be  made  by  direct  examination  of  tissues  seen  or  biopsied 
at  the  time  of  an  invasive  procedure,  usually  laparoscopy. 

Pathophysiology.  The  reason  deposits  of  functioning 
endometrium  develop  outside  the  uterus  in  some  women 
has  yet  to  be  determined.  It  is  estimated  that  1 0- 1 5%  of  all 
premenopausal  women  have  some  degree  of  endometri- 
osis. Sampson’s'*^  theory  of  retrograde  menstruation  is  the 
most  widely  held. 
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TABLE  IV.  Therapies  In  Use  or  In  Research  for  Premenstrual  Syndrome 


Category 

Medication 

Dosage 

Target  Symptoms 

Hormonal 

Progesterone 

Suppositories,  50-400  mg/four  times  a day 
or  twice  a day  for  5-14  days  ptp* 

(max,  2,000  mg)^^ 

IM  natural  progesterone  (progesterone  in  oil) 
50-200  mg  given  for  7-10  days  ptp*^° 

Oral  micronized  progesterone,  10-200  mg  daily 
or  twice  a day  for  5-14  days  ptp*^' 
Sublingual  50- 1 00  mg/day  for  5-14  days  ptp*^^ 

Mood  changes,* 
fluid  retention 

Oral  contraceptives 
Estradiol 

Better  response  with  high  progestin  type  for 
PMT-A;  estrogen  dominated  oral  contracep- 
tive for  PMT-D«-33 

Subcutaneous  implants  with  cyclic  progestin 
orally^'* 

Mood  changes* 

Antihormonal 

GnRH  agonist 
LHRH  agonist 

ExperimentaP^ 

All  PMS  symptoms 

Danazol 

50-200  mg/day  to  three  times  a day^* 

Fluid  retention,* 
mood  changes,* 
appetite  changes, 
breast  tenderness 

Diuretics 

Metolazone 

Spironolactone 

Thiazides 

Pamabrom 

5 mg/day  orally  for  7 days  ptp*^^ 

50-150  mg/day  for  5-10  days  ptp*^'' 
Per  product  recommended  dose 
In  over  the  counter  medications 

Fluid  retention,* 
mood  changes* 

Antihistamine 

Pyrilamine 

In  over  the  counter  medications 

Mood  changes* 

Antiprostaglandins 

Naproxen 

Mefenamic  acid 
Ibuprofen 

500  mg  orally  twice  a day  for  10  days  ptp* 

250  mg  orally,  every  6 hr  for  maximum  7 days^^ 
200-800  mg  orally,  every  6 hr  for  10-14  days 

Fluid  retention,* 
mood  changes,* 
pain 

Dopamine  antagonist 

Bromocriptine 

1.25-2.5  mg  twice  a day  w/meals  for  7 days 
ptp*  (max  7.5  mg/day)'^ 

Breast  tenderness, 
mood  changes* 

Opiate  antagonist 

Naltrexone  HCL 

25  mg  twice  a day,  orally''* 

Mood  changes,* 
concentration 

Antidepressants 

Tricyclics 

Monoamine  oxidase 
inhibitors 

ExperimentaP® 

Mood  changes* 

Tranquilizers 

Alprazolam 

0.25-3.0  mg/day  as  needed  ptp*'*' 

Mood  changes,^ 
insomnia 

Anxiolytics 

Buspirone 

5-10  mg  three  times  a day;  effective  at 
2-4  wks  of  prescription'*^ 

Mood  changes* 

Alpha  adrenergic 

Clonidine  oral 

0. 1-0.3  mg/day  for  7-10  days  ptp*'*^ 

Abdominal  cramps. 

stimulant 

Transdermal 

0.1  mg/day  for  7-10  days  ptp* 

concentration, 
mood  changes* 

Central  nervous 

Dextroamphetamine 

Experimental 

Depression, 

system  stimulant 

5-30  mg/d  for  7 days  ptp* 

fatigue 

Alpha  adrenergic 
antagonist 

Ergotamine 

2 mg  orally  to  start,  w/1  mg  orally  as  needed 
(max,  10  mg/wk) 

Migraine  headache 

Combination 

medication 

Bellergal 

One  tablet  orally  twice  a day  as  needed 

Mood  changes,* 
headache 

Beta  blocker 

Propranolol 

10-80  mg  orally  1-4  times  a day  as  needed 
80-120  mg  (long  acting)  orally,  daily,  as  needed 

Headache 

Angiotensin-convert- 
ing enzyme 
inhibitor 

Verapamil 

80  mg  orally,  every  6-8  hr  to  1 20  mg 
(sustained  release)*'* 

Mood  changes* 

Antibiotics 

Doxycycline 

100  mg  twice  a day,  orally  for  one  entire 
menstrual  cycle*^ 

Mood  changes,* 
fluid  retention 

Thyroid  supplement 

Levothyroxine 

Low  dose-adjusted  dose  orally  every  day 

Fatigue,  depression 

* ptp  = prior  to  period. 

* Mood  changes  = anxiety,  irritability,  tension,  depression. 

* Fluid  retention  = swelling,  weight  gain,  abdominal  bloating,  breast  tenderness. 
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Endometrial  implants  are  most  commonly  found  along 
the  uterosacral  ligaments,  the  cul-de-sac,  and  the  ovaries. 
Commonly  enough,  these  implants  not  only  persist,  but 
continue  to  function  on  a cyclic  basis.  Dissemination  to 
distant  sites,  such  as  the  lung,  is  also  yet  to  be  explained, 
but  hematogenous  or  lymphatic  spread  has  been  proposed. 
Perhaps  the  answers  relate  to  excessive  prostaglandin  pro- 
duction, an  immune  disorder,  or  hormonal  abnormality. 

Symptoms.  The  typical  complaint  of  those  suffering 
from  endometriosis  is  a deep,  constant  ache  that  often  pre- 
cedes, accompanies,  and  outlasts  the  menses.  A survey  by 
the  Endometriosis  Association  reported  57%  of  endome- 
triosis sufferers  having  continual  pain.'^^  Other  pain  com- 
plaints include  dyspareunia,  dysuria,  painful  defecation, 
and  low  backache.  These  are  believed  to  be  caused  by  in- 
flammation, adhesions,  scarring,  and  loss  of  normal  struc- 
tural elasticity. 

Diagnosis.  There  is  often  a history  of  severe  dysmen- 
orrhea, infertility,  miscarriage,  ectopic  pregnancy,  and 
use  of  an  intra-uterine  device.  Up  to  10%  of  women  with 
endometriosis  have  a mother  or  sister  with  the  same  prob- 
lem. 

Endometriosis  is  most  common  in  childless  women  in 
their  30s  to  40s.  The  Endometriosis  Association  has  noted 
in  surveys  that  41%  of  patients  with  endometriosis  had 
some  symptoms  before  age  20.“^^  There  is  also  a possible 
association  with  previous  abdominal  surgery,  especially 
with  laparotomy,  laparoscopy,  episiotomy,  amniocentesis, 
and  cervical  cryosurgery  or  conization. 

On  physical  examination,  there  is  an  increased  frequen- 
cy of  retroversion  (up  to  42%  of  cases)  of  the  uterus.  There 
can  also  be  decreased  uterine  mobility  with  tenderness, 
nodularity,  or  thickening  of  the  pelvic  organs,  particularly 
the  uterine  ligaments  and  cul-de-sac.  But  physical  exami- 
nation is  far  from  diagnostic,  in  that  severe  cases  of  endo- 
metriosis have  been  found  with  almost  no  abnormalities 
noted  on  manual  examination. 

Laboratory  findings  are  not  conclusive.  There  can  be  an 
elevated  white  blood  cell  count  and  sedimentation  rate, 
but  this  can  occur  with  almost  any  inflammatory  disorder. 
Some  patients  present  with  fatigue  as  their  prime  com- 
plaint, with  negative  studies  for  other  causes  of  fatigue 
such  as  anemia,  diabetes,  or  thyroid  disorder.  Radiogra- 
phy can  at  times  point  toward  a diagnosis  of  endometri- 
osis, but  not  without  radiation  of  the  ovaries  (ie,  CT  scan) 
or  an  invasive  procedure  (hysterosalpingogram).  Ultra- 
sound can  show  distortion  of  normal  anatomy  and  some 
endometriomas,  which  give  clues  to  the  diagnosis. 

The  only  truly  diagnostic  procedure  available  now  is  ex- 
ploratory surgery.  The  culdoscope  has  been  used  in  the 
past  to  diagnose  endometriosis,  but  its  limited  field  makes 
laparoscopy  or  laparotomy  the  better  choices.  Laparoto- 
my, while  affording  the  surgeon  a larger  field  for  exami- 
nation, entails  more  surgical  and  recovery  time.  Laparos- 
copy has  become  the  more  common  approach,  especially 
with  the  development  of  the  videolaseroscope  that  not  only 
permits  diagnosis  and  documentation  of  the  extent  of  the 
disease,  but  also  allows  for  the  vaporization  of  endometri- 
al implants  and  the  lysis  of  adhesions. 

Treatment.  As  with  any  illness,  education  and  support 
are  the  foundation  of  the  treatment.  Patients  with  severe 
cases  must  participate  in  difficult  treatment  decisions,  as 


well  as  adopt  major  life  style  changes.  Anti-inflammatory 
medications  can  be  used  for  initial  relief  of  discomfort. 
Patients  can  also  be  counseled  to  not  delay  pregnancies 
and  to  breastfeed  if  successful.  Cramer  et  aH*  have  docu- 
mented decreased  symptoms  with  increased  exercise  and 
heavy  smoking.  While  the  former  can  be  a routine  recom- 
mendation, of  course  the  latter  can  never  be  encouraged. 

Many  different  treatment  regimens  are  described  in  the 
literature,  such  as  low-dose  testosterone,  depot  progester- 
one, and  continuous  oral  contraceptives.  Antihormonal 
treatment  is  another  approach  to  therapy,  with  danazol 
the  most  commonly  used  medication.  Its  therapeutic  use  is 
enhanced  as  an  adjunct  to  laser  vaporization.  As  discussed 
previously,  laser  laparascopy  provides  treatment  with  rea- 
sonably successful  pregnancy  rates  after  surgery. 

Hormonal  treatment  is  based  on  the  rationale  that  the 
disorder  is  a result  of  endometrial  stimulation,  so  that  by 
preventing  the  LH  surge  at  midcycle,  ovulation  is  inhibit- 
ed, and  stimulation  of  the  endometrium  is  decreased.  Le- 
may"^  used  the  luteinizing  hormone-releasing  factor 
(LHRH)  agonist,  buserelin,  to  produce  a reversible  hypo- 
gonadotropic  hypogonadism,  thus  decreasing  symptoms 
and  decreasing  the  size  of  endometrial  implants  after  six 
to  nine  months  of  use.  Then  the  temporary  menopause  was 
discontinued,  with  all  subjects  resuming  normal  menses 
within  six  months  of  medication  cessation.  Buserelin  is  de- 
stroyed by  digestive  enzymes  and  must  be  administered 
either  subcutaneously  or  intranasally.  Studies  are  under- 
way at  Johns  Hopkins  using  leuprolide,  a synthetic  gonad- 
otropin-releasing hormone  (GnRH)  agonist,  as  a nonsur- 
gical  approach  to  treatment  of  endometriosis. 
Leuprolide  may  suppress  ovarian  function  as  well  as,  if  not 
better  than,  danazol,  with  fewer  side  effects.  Similar  to 
leuprolide,  nafarelin  may  be  another  GnRH  agonist  ef- 
fecting nonsurgical  treatment  of  endometriosis,  but  its  use 
has  yet  to  be  approved  by  the  FDA.^°-^' 

Adenomyosis 

Even  less  well  known  than  endometriosis,  adenomyosis 
is  a condition  in  which  endometrial  tissue  invades  the 
myometrium.  Its  symptoms  mimic  endometriosis  and 
uterine  leiomyomata,  with  pelvic  pain  and  menometror- 
rhagia.  Of  help  in  diagnosis  is  the  fact  that  this  abnormali- 
ty can  at  times  be  seen  with  ultrasonic  examination  of  the 
uterus.  Initial  treatment  usually  consists  of  symptomatic 
relief.  NSAIDS  are  helpful,  particularly  mefenamic  acid 
and  naproxen.  These  also  have  the  occasional  benefit  of 
decreasing  menstrual  flow  and  frequency  of  passed  clots. 
Cyclic  progestins  can  be  used  to  improve  the  dysfunction- 
al flow.  Some  cases  ultimately  become  so  severe  as  to  re- 
quire hysterectomy. 

Chronic  Pelvic  Pain 

Important  causes  of  pelvic  pain  include  endometriosis, 
chronic  pelvic  inflammatory  disease,  and  pelvic  adhe- 
sions. A few  women  will  have  chronic  pelvic  pain  for 
which  no  cause  can  be  found.  Chronic  as  opposed  to  acute 
pain  in  general  is  more  difficult  to  diagnose  and  docu- 
ment, much  less  to  treat  medically.  Complaints  can  be 
vague,  intermittent,  and,  at  times,  contradictory  to  scien- 
tific knowledge.  The  condition  is  usually  not  life-threaten- 
ing. But  chronic  pain  is  just  that,  a prolonged  course  of 
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noxious  and  worrisome  stimuli  often  never  remedied,  re- 
sulting in  mutual  patient  and  physician  dissatisfaction. 

With  chronic  pelvic  pain,  symptoms  may  change  with 
the  menses;  even  if  some  pathologic  process  is  found,  the 
extent  of  the  pathology  does  not  always  account  for  the 
degree  and  variety  of  symptoms.  More  attention  is  paid  to 
patients  with  some  identifiable  pathologic  process,  and 
less  to  patients  lacking  obvious  disease,  but  both  suffer 
similarly. 

There  is  also  the  problem  of  differentiating  nongyneco- 
logic  from  gynecologic  disorders,  the  former  including  de- 
generative joint  disease,  cystitis,  urethral  syndrome,  di- 
verticulitis, irritable  bowel,  and  Crohn’s  disease. 

Many  patients  find  it  difficult  to  accept  the  physician’s 
reassurance  that  the  pain  is  not  a harbinger  of  serious  ill- 
ness. They  are  frustrated  by  the  continuing  pain  and  by 
what  they  perceive  as  lack  of  concern  for  their  dilemma. 
The  effects  of  prolonged,  chronic,  unexplained  pain  on  the 
psyche  are  depression,  withdrawal,  guilt,  and  loss  of  self- 
esteem. For  many  women,  this  brings  the  first  realization 
of  human  frailty,  that  illness  does  not  always  happen  to 
someone  else,  that  fertility  is  not  everyone’s  gift,  and  that 
being  female  has  not  been  cursed  by  some  women  without 
reason. 

The  depression  reinforces  the  pain,  and  the  pain  rein- 
forces the  depression.  Even  with  the  removal  of  the  stress- 
ors and  the  pain  that  may  have  led  to  this  state,  mental 
health  professionals  will  admit  that  this  alone  will  not  cure 
depression.  Once  depression  is  established,  it  can  have,  in 
a sense,  a life  of  its  own.  Practitioners  who  treat  women 
with  chronic  pelvic  pain  should  recognize  that  almost  all 
patients  will  go  through  an  episode  of  depression  as  the 
natural  course  of  the  ailment.  Factors  affecting  the  length 
and  severity  of  depression  include  the  mental  state  of  the 
patient,  what  pain  means  to  that  individual,  and  other  so- 
cial constructs  and  learned  behavior  that  would  contribute 
to  depression. 

Treatment.  When  the  underlying  cause  has  been  ad- 
dressed, education  and  support  start  the  therapeutic  pro- 
cess. It  is  important  to  realize  that  alleviation  of  symp- 
toms, not  total  cure,  is  the  standard  of  success. 
Explanations  should  be  offered  regarding  the  source  of  the 
pain,  and  options  for  treatment  proposed.  This  enables  the 
patient  to  develop  insight  and  gain  some  feeling  of  control. 
Besides  medications  and  procedures,  a comprehensive 
regimen  would  also  provide  attention  to  depression,  psy- 
chiatric disorders  (ie,  manic-depressive  illness),  drug 
abuse,  and  history  of  sexual  abuse,  with  referral  to  mental 
health  specialists  as  needed. 

Conclusions 

This  review  focuses  on  a number  of  gynecologic  com- 
plaints that  share  more  than  just  similarities  of  symptom- 
atology. While  rarely  life  threatening,  they  can  severely 
diminish  a woman’s  quality  of  life.  The  alleviation  of  dys- 
menorrhea through  anti-inflammatory  drugs  and  oral 
contraceptives  has  been  a welcome  advance  in  well-being 
for  thousands,  if  not  millions,  of  women.  It  may  also  be  a 
reason  why  many  women  expect  there  to  be  just  as  simple 
a remedy  for  premenstrual  syndrome,  endometriosis,  and 
other  complaints.  In  the  meantime,  practitioners  of  wo- 
men’s health  care  can  provide  more  education  and  support 


as  a routine  of  medical  care.  Treatment  options  can  be 
discussed  and  individualized.  Learning  to  accept,  cope, 
and  go  on  with  illness  is  not  an  innate  skill  for  all,  but 
certainly  can  be  attained  with  short  term  counselling  for 
most  patients.  Until  cures  are  available,  patients  need  sup- 
port and  guidance  not  just  for  the  illness  but  for  the  expe- 
rience and  impact  of  it  on  their  lives. 
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Women  in  medicine  since  Flexner 

Mary  Roth  Walsh,  phd 


For  many,  the  Flexner  report* *  remains  a major  explana- 
tion for  the  decrease  in  the  numbers  of  women  doctors  in 
the  early  decades  of  the  20th  century.  For  example,  Ken- 
neth Ludmerer’s^  highly  acclaimed  history  of  American 
medical  education  includes  this  comment:  “Of  all  the  op- 
pressed groups,  women  suffered  the  most  ironic  setback. 
In  the  wake  of  the  Flexner  report,  all  but  one  women’s 
medical  college  closed.”  Since  a number  of  other  scholars 
have  also  viewed  the  Flexner  report  as  a crucial  point  in 
the  history  of  women  physicians,  it  seems  useful  to  ask 
why  so  many  writers  have  accepted  the  Flexner  myth.^"’ 

In  reality,  the  evidence  is  quite  clear:  the  Flexner  report 
did  not  itself  cause  the  women’s  medical  colleges  to  close 
nor  did  it  cause  a decline  in  the  number  of  women  physi- 
cians. Both  changes  were  well  underway  before  Flexner 
began  his  study.*  In  1909,  for  example,  the  year  before 
the  publication  of  the  Flexner  report,  1 4 of  the  1 7 women’s 
medical  colleges  had  already  closed  and  the  total  number 
of  women  medical  students,  including  those  attending  co- 
educational schools,  had  dropped  to  921  from  a total  of 
1,419  15  years  earlier.*’^ 

Perhaps  this  misconception  exists  because  scholars  are 
unable  to  find  another  explanation  for  what  happened  in 
the  early  20th  century  to  turn  back  the  tide  for  women 
physicians.  As  documented  elsewhere,  the  late  1 9th  centu- 
ry in  America  was  a relative  golden  age  for  women  physi- 
cians. Compared  to  some  other  countries,  relatively  large 
numbers  of  women  gained  access  to  medical  schools  in  this 
time  period,  making  the  United  States  a leader  in  advanc- 
ing the  cause  of  women  doctors.  As  it  turned  out,  in  spite 
of  these  initial  gains,  institutional  barriers  remained  re- 
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markably  resilient  in  the  first  half  of  the  20th  century  and 
they  became  the  central  force  in  limiting  the  number  of 
women  who  entered  medicine.  As  a result,  there  were  few- 
er women  physicians  in  Boston  in  1950  than  there  had 
been  in  1890  and  this  pattern  was  repeated  in  cities  across 
the  country. 

Sexism  is  not  a simple  phenomenon,  however,  and  re- 
searchers have  found  it  extremely  difficult  to  tease  out  the 
causes  as  well  as  the  solutions  to  the  problems  affecting 
women  in  American  medicine.  Some  scholars  still  ignore 
the  problems  of  sexism  and  minimize  its  importance, 
somehow  assuming  that  because  they  do  not  acknowledge 
it,  it  is  not  an  important  issue.  William  Rothstein,'**  for 
example,  has  only  two  brief  references  to  women  in  his 
1987  history  of  American  medical  schools  and  the  prac- 
tice of  medicine.  Rothstein  claims  that  medical  education 
for  women  developed  slowly  in  the  19th  century  and  that 
there  was  an  absence  of  overt  sex  discrimination  in  the 
period  from  1950  to  1970,  a remarkable  assertion  which  is 
inconsistent  with  what  we  have  learned  about  the  topic  in 
recent  years.*** 

Unlike  the  period  of  the  early  1970s,  a growing  litera- 
ture on  sex  discrimination  law  now  exists.  Social  and  be- 
havioral scientists  have  also  demonstrated  the  extent  to 
which  sex  bias  determines  both  our  perceptions  and  our 
behavior.  The  complex  connection  between  patterns  of  sex 
discrimination  and  the  determination  of  social  policy  is 
highlighted  in  a recent  paper  by  Faye  Crosby**  entitled 
“Sex  discrimination:  How  can  we  correct  it  if  we  can’t  see 
it?  And  how  can  we  see  it  if  we’re  not  prepared  to  correct 
it?” 

Early  Barriers  to  Women  in  Medicine 

The  evidence  gathered  by  this  writer  on  sex  discrimina- 
tion in  the  medical  profession,  from  a variety  of  sources 
and  spanning  more  than  150  years  of  history,  suggests 
that  from  the  very  beginning,  the  unwillingness  to  correct 
patterns  of  sex  discrimination  prevented  some  of  the  gate- 
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keepers  in  medicine  from  seeing  it  in  the  first  place.  Cer- 
tainly this  was  not  true  of  all  physicians  and  the  problem 
was  not  limited  to  medicine  or  to  men  in  American  society. 
On  the  other  hand,  medical  men  were  in  a position  to  open 
the  gates  to  women  and  their  obduracy  became  the  first 
barrier.  Originally  many  men  could  not  even  conceive  of 
women  as  physicians.  Walter  Channing,  a professor  of  ob- 
stetrics at  Harvard  Medical  School  writing  in  the  1820s, 
claimed  that  it  would  be  impossible  for  women  to  submit 
to  the  rigors  of  medical  training.  He  reasoned  that  some  of 
man’s  delicate  feelings  and  much  of  a man’s  “refined  sen- 
sibility must  be  subdued”  in  the  practice  of  medicine  but 
the  female  psyche  could  never  stand  up  to  such  a demand- 
ing career.  Womanliness  would  be  completely  destroyed. 
As  Channing  and  most  male  physicians  saw  it,  the  female 
personality  was  entirely  distinct  from  that  of  the  male  and 
this  rhetoric  reflects  what  historians  have  referred  to  as 
the  “cult  of  true  womanhood.” 

But  the  subject  to  which  every  medical  opponent  of 
women  was  irresistibly  drawn  was  the  subject  of  the  fe- 
male reproductive  system.  “It  was,”  one  physician  ex- 
claimed, “as  if  the  Almighty,  in  creating  the  female  sex, 
had  taken  the  uterus  and  built  up  a woman  around  it.” 
Horatio  Storer,  a gynecologist  on  the  faculty  of  the  Har- 
vard Medical  School  in  the  1860s,  saw  himself  in  direct 
competition  with  women  surgeons.  To  Storer,  a woman 
was  defined  “in  health,  in  character,  in  her  charms, 

. . . mind  and  soul  because  of  her  womb  alone.”  Who 
could  trust  the  great  questions  of  life  or  death  to  one  whose 
equilibrium  varied  from  “month  to  month  and  week  to 
week ...  up  and  down”?  Storer  claimed  that  menstruation 
led  to  “periodical  infirmity . . . mental  influences . . . tem- 
porary insanity”  and  it  was  a force  to  be  reckoned  with.  In 
his  opinion,  women  were  crippled  because  of  their  biology, 
certainly  more  in  need  of  medical  aid  than  able  to  furnish 
it.  Still,  despite  this  opposition,  women  made  slow  but 
steady  progress  as  the  19th  century  progressed.  They  also 
began  to  invade  the  specialties  of  surgery  and  obstetrics. 

One  of  the  outstanding  obstetrician-gynecologists  of 
this  early  period  was  Dr  Marie  Zakrzewska,  who  founded 
the  New  England  Hospital  for  Women  and  Children  in 
1862.  After  observing  the  statues  of  famous  men  in  West- 
minster Abbey  while  on  a trip  to  Europe  in  1881,  she 
wrote: 

Will  there  ever  be  a monument  to  the  first  woman  physi- 
cian? . . . We  need  such  landmarks  of  civilization . . . because  the 
now-living,  as  well  as  those  who  will  live  long  afterward,  need 
encouragement . . . The  person  who  is  covered  by  a monument  is 
of  no  consequence,  but  the  fact  that  a woman  can  work  and  make 
an  impression  upon  civilization  needs  to  be  known  to  be  remem- 
bered.'^ 

When  I began  my  research  on  women  physicians  18 
years  ago,  I found  that  Zakrzewska’s  hoped-for  monu- 
ments had  not  materialized.  Even  worse,  much  of  the  ear- 
ly history  on  women  physicians  had  been  distorted.  In- 
stead of  descriptions  of  the  incredible  barriers  confronting 
women  physicians,  a “blaming  the  victim”  approach  was 
used  and  women  were  depicted  as  being  unable  to  meet 
the  increased  professional  requirements  for  training  em- 
phasized in  the  Flexner  report.*  In  fact,  as  I have  argued 
in  my  book*  and  elsewhere,  women  physicians  welcomed 


the  professionalization  process  with  its  carefully  delineat- 
ed medical  prerequisites  which  spelled  out  in  detail  the 
requirements  for  being  a doctor. 

Harriot  Hunt,  the  first  woman  physician  to  practice  in 
the  United  States,  illustrates  this  point  very  poignantly. 
Hunt  and  her  sister,  Sarah,  completed  their  medical  ap- 
prenticeship with  a husband  and  wife  medical  team  and 
then  began  their  practice  as  “female  physicians”  in  Bos- 
ton in  1835.  Sarah  Hunt  practiced  only  a few  years.  Har- 
riot described  in  her  autobiography  the  problems  which 
women  physicians  encountered  when  they  were  shut  out  of 
medical  schools  and  deprived  of  access  to  formal  training. 
The  fact  that  Elizabeth  Blackwell  is  usually  credited  with 
being  America’s  first  woman  doctor  reflects  a historical 
double  standard.  Blackwell’s  status  results  from  having 
been  the  first  woman  to  have  received  a medical  degree,  in 
1848,  a standard  which,  if  applied  to  her  male  colleagues, 
would  have  sharply  reduced  the  number  of  male  doctors  in 
the  country. 

In  New  England,  for  example,  in  the  period  1790  to 
1840,  in  one  of  the  few  counties  where  we  have  demo- 
graphic data  on  physicians,  most  male  practitioners  ob- 
tained their  training  by  apprenticeship.  In  Worcester 
County,  73%  of  the  physicians  had  not  graduated  from 
college  and  still,  as  men,  they  could  set  up  a medical  prac- 
tice. Women  who  might  have  been  interested  in  medicine 
in  this  preprofessional  period  were  subject  to  numerous 
unwritten  laws  and  customs  which  limited  their  visibility 
and  obviously  their  practice  of  medicine.  Even  the  appren- 
ticeship experience  was  not  equally  open  to  women  appli- 
cants, depending  as  it  did  on  informal  arrangements,  usu- 
ally with  a male  physician.  Besides  Harriot  and  Sarah 
Hunt,  there  is  little  evidence  that  other  women  were  able 
to  become  physicians  through  the  apprenticeship  route, 
though  this  was  the  north  for  male  physicians. 

The  Benefits  of  Professionalization 

At  this  point,  it  is  important  to  ask  the  questions:  Did 
professionalization  offer  women  their  first  real  opportuni- 
ty in  medicine?  The  answer  to  this  seems  to  be  yes.  If  a 
medical  degree  were  necessary,  interested  women  could 
apply  to  medical  colleges  and  if  rebuffed,  they  could  then 
establish  their  own.  If  medical  society  membership  or  a 
license  were  necessary,  women  could  rise  to  meet  the  re- 
quirements and,  if  rejected,  could  raise  the  cry  of  injustice 
to  gain  support.  In  other  words,  it  was  easier  to  overcome 
known  obstacles  than  to  tilt  at  shadowy  specters. 

On  such  known  obstacle  was  the  medical  licensing  ex- 
amination. Women  physicians  regularly  boasted  how  well 
they  did  on  these  tests.  Official  examination  results  cate- 
gorized by  sex  do  not  exist,  but  women  physicians,  partic- 
ularly those  who  attended  women’s  medical  colleges,  were 
vigilant  in  this  matter  and  occasionally  compiled  their 
own  statistics.  One  study,  published  in  the  Transactions 
of  the  Woman’s  Medical  College  of  Pennsylvania,  shows 
that  only  4.9%  of  the  graduates  of  the  allopathic  Pennsyl- 
vania and  Baltimore  schools  and  New  York  (homeopath- 
ic) school,  which  were  the  three  remaining  women’s  medi- 
cal colleges,  failed  between  1901  and  1903.  During  the 
same  period,  16.3%  of  the  total  graduates  of  the  other 
medical  colleges  in  the  country  failed  the  examinations. 

Women  also  made  great  strides  in  gaining  access  to  es- 
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tablished  male  medical  schools  in  the  closing  decades  of 
the  19th  century.  By  the  early  1890s,  some  40  medical 
colleges  across  the  country,  almost  half  of  which  were  reg- 
ular medical  schools,  had  female  enrollments  of  10%  or 
more.  In  a few  cases,  women  accounted  for  more  than  half 
of  the  graduating  classes.  The  long  struggle  to  gain  access 
to  the  leading  medical  schools  seemed  assured  when  an 
enterprising  group  of  women  in  Baltimore  organized  a 
campaign  to  endow  Johns  Hopkins  University’s  long  de- 
layed medical  school  on  the  condition  that  women  be  ad- 
mitted on  the  same  terms  as  men.  Funds  were  raised  in 
several  cities  and  with  the  offer  of  a $500,000  endowment, 
the  financially  beleaguered  Johns  Hopkins  surrendered  to 
the  women’s  terms. 

The  Effects  of  the  Disappearance  of 
WOMEN’S  Medical  Colleges 

Successes  such  as  this  contributed  to  the  disappearance 
of  the  women’s  medical  colleges  because  they  encouraged 
the  belief  that  separate  islands  of  feminism  were  no  longer 
needed.  As  Emily  Blackwell  noted  when  the  New  York 
Infirmary  Medical  School  was  absorbed  by  Cornell  Uni- 
versity Medical  College  in  1899:  “It  has  now  fulfilled  its 
purpose  and  medical  education  may  hereafter  be  obtained 
by  women  in  New  York  in  the  same  classes,  under  the 
same  faculty,  with  the  same  clinical  opportunities  as 
men.’’ 

In  some  ways,  events  at  the  Cornell  Medical  College 
were  a microcosm  of  what  was  happening  to  women  physi- 
cians in  the  years  surrounding  the  publication  of  the 
Flexner  report.'  Seventy  women  from  the  New  York  In- 
firmary entered  Cornell  in  1900  after  it  had  absorbed  the 
women’s  college.  By  1903,  the  number  of  women  students 
at  Cornell  had  been  reduced  to  ten.  One  way  Cornell  man- 
aged to  cut  the  numbers  of  women  was  to  create  new  ob- 
stacles for  them.  For  example,  the  women  students,  unlike 
the  men,  were  required  to  take  their  first  two  years  of 
medical  education  at  the  Ithaca  campus  in  upstate  New 
York,  some  250  miles  from  New  York  City.  In  response  to 
a 1917  survey  of  medical  education,  the  dean  of  Cornell’s 
medical  school  admitted  that  the  policy  was  deliberately 
adopted  at  the  time  to  reduce  the  number  of  women  medi- 
cal students.'^ 

Equally  important,  the  absorption  of  the  New  York  In- 
firmary cut  short  the  teaching  careers  of  a number  of  able 
young  women  faculty.  Twelve  years  after  the  disappear- 
ance of  the  woman’s  medical  school,  Cornell  had  yet  to 
appoint  a single  woman  to  its  major  teaching  staff. 

We  know  relatively  little  about  the  teaching  faculty,  ei- 
ther men  or  women,  of  most  medical  schools  except  in 
those  few  cases  where  individual  biographies  have  been 
written.  Recent  accounts  of  medical  education,  for  exam- 
ple, provide  only  the  sketchiest  of  details  about  faculty 
characteristics.  The  reasons  that  research  related  to  wom- 
en faculty  has  been  neglected  are  complex.  Sexism  and 
prejudice  often  made  women  invisible,  and  their  teaching 
appointments  were  apt  to  be  informal.  Even  a prominent 
woman  like  Florence  Sabin,  a well-known  professor  at 
Johns  Hopkins  Medical  School  in  1 9 1 1 , was  not  eligible  to 
vote  on  policy  at  the  medical  school.  When  women  were 
employed  in  off-track  appointments,  in  “acting”  posi- 
tions, and  as  associates  or  lecturers,  instead  of  in  regular 


faculty  slots,  they  were  even  less  likely  to  appear  in  cata- 
logues and  medical  school  brochures  because  schools 
might  not  want  to  establish  a formal  precedent  by  making 
this  information  public. 

Most  19th  century  medical  women  and  their  friends 
viewed  separate  women’s  schools  as  a temporary  expedi- 
ent while  they  worked  toward  the  long  term  goal  of  gain- 
ing access  to  the  coeducational  medical  schools.  Never- 
theless, the  disappearance  of  women’s  medical  schools  has 
to  be  considered  in  any  discussion  of  why  the  numbers  of 
women  doctors  declined  in  the  early  decades  of  this  centu- 
ry. To  take  just  one  individual  case,  the  Woman’s  Medical 
College  of  Pennsylvania  graduated  fewer  than  50  women 
doctors  each  year  in  the  period  from  1920  to  1965.  Yet 
this  number  was  four  or  five  times  the  number  graduating 
from  most  other  medical  schools.  Even  worse,  some  medi- 
cal schools  graduated  no  women  at  all  or  just  one  or  two 
for  many  successive  years  during  these  decades. 

Moreover,  a separate  women’s  medical  college  was  not 
just  a matter  of  the  number  of  graduates.  The  psychologi- 
cal significance  of  these  schools  is  underscored  by  Dr  Al- 
ice Weld  Tallant  in  an  address  in  1912  at  the  Woman’s 
Medical  College  of  Pennsylvania,  the  longest  surviving  fe- 
male medical  school: 

“Until  I took  my  internship,”  she  recalled,  “I  had  never  seen  a 
woman  operate,  and  I do  not  think  those  of  you  who  have  had 
your  training  in  this  [woman’s  medical]  school  can  realize  what 
it  means  to  have  never  seen  a woman  doing  that  which  to  you 
seems  second  nature  from  your  student  days.  It  must  be  a great 
incentive  to  the  student,”  she  continued,  “to  see  what  women  can 
do;  it  is  almost  inevitable,  if  you  have  never  seen  a woman  doing 
anything,  to  think  she  cannot  do  it  quite  as  well  as  a man,  no 
matter  how  strongly  you  feel  in  favor  of  women.”''* 

Twentieth  Century  Obstacles 

Although  it  is  hard  to  measure,  the  major  problem  in 
this  historical  period  is  that  relatively  few  people,  except 
for  women  physicians  themselves,  really  valued  the  pro- 
fessional advancement  of  women  in  medicine.  The  first 
barriers  that  many  medical  women  faced  were  within 
their  own  families.  For  example,  the  mother  of  Dr  Eliza- 
beth Mosher,  who  attended  the  University  of  Michigan  in 
the  1870s,  claimed  that  when  her  daughter  first  broached 
the  subject  of  going  to  medical  school  she  said  she  would 
sooner  see  her  shut  up  in  a lunatic  asylum.  Dr  Dorothy 
Reed  Mendenhall,  who  entered  Johns  Hopkins  in  1900, 
later  recalled  that  in  all  the  years  she  was  pursuing  her 
degree  in  Baltimore,  her  aunt  told  her  friends  that  Doro- 
thy had  gone  South  for  the  winter. 

Within  the  medical  establishment,  many  opposed  the 
advancement  of  women,  some  tolerated  it,  but  few  mem- 
bers of  the  medical  establishment  advocated  the  cause 
with  enthusiasm.  Most  male  physicians  simply  reflected 
the  prejudices  of  the  larger  society.  Consequently,  the  ex- 
amples of  the  few  men  who  did  support  women  physicians 
and  worked  on  their  behalf  stand  out  in  the  historical  re- 
cord. During  the  late  19th  century,  for  example,  women 
physicians  were  especially  fortunate  in  attracting  to  their 
cause  three  of  the  most  prominent  physicians  in  Boston: 
Henry  I.  Bowditch,  Samuel  Cabot,  and  James  Chadwick. 

As  Martin  Duberman'^  has  noted,  we  know  far  too  little 
about  why  people  do  anything,  let  alone  why  they  do 
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something  as  specific  as  joining  a reform  movement. 
These  three  men  differed  in  their  areas  of  medical  special- 
ization and  their  ages,  ranging  from  Bowditch,  who  was 
71,  to  Chadwick,  who  was  thirty-five  years  younger.  The 
one  thing  that  all  three  men  seem  to  have  shared  was  a 
combination  of  personal  and  public  success  which  enabled 
them  to  bear  the  tension  connected  with  supporting  a 
highly  unpopular  cause.  Each  man  appears  to  fit  Gordon 
Allport’s  definition  of  the  mature  personality:  the  ability 
to  get  outside  one’s  self-preoccupation  and  involve  oneself 
in  abstract  ideals.  For  Bowditch,  who  championed  the 
first  female  applicant  to  the  Massachusetts  Medical  Soci- 
ety, the  women’s  struggle  was  an  extension  of  the  princi- 
ples of  the  abolitionist  movement  which  he  had  joined  in 
its  infancy.  Samuel  Cabot  had  longstanding  friendships 
with  a number  of  women  doctors  and  actively  supported 
the  New  England  Hospital  for  Women  and  Children. 
James  Chadwick  took  the  women’s  cause  as  his  own  and 
he  not  only  carefully  kept  a scrapbook  of  clippings  and 
letters  to  document  their  progress  but  he  actively  worked 
to  gain  allies  for  them. 

It  is  clear  that  medical  leaders,  except  for  a few  excep- 
tions such  as  these,  failed  to  supply  what  one  would  hope 
from  them  on  this  issue — that  is,  leadership.  Though  one 
can  argue  that  they  were  merely  men  of  their  times,  they 
clearly  lacked  the  ability  to  appreciate  the  difficulties  that 
women  faced.  Even  the  medical  reformers  were  blind  to 
the  problems  of  women  in  medicine.  For  example,  Abra- 
ham Flexner,  in  1910,  casually  dismissed  the  difficulties 
of  women  by  noting  that  their  choices  in  medical  educa- 
tion were  “free  and  varied.”'(PP'^*  '^^'  Flexner’s  visits  to  155 
medical  schools  in  the  United  States  and  Canada,  com- 
pleted in  a little  more  than  a year,  would  challenge  even  a 
modern  day  traveler  who  had  access  to  planes  and  auto- 
mobiles. In  the  first  decade  of  this  century,  with  poor 
roads  and  difficult  travel  conditions,  Flexner  must  have 
had  very  fleeting  site  visits  at  any  one  school.  Considering 
how  difficult  it  has  been  in  the  recent  decades  to  investi- 
gate sex  discrimination  and  its  impact  on  women’s  oppor- 
tunities in  professional  education,  it  is  understandable 
why  he  could  not  tap  this  phenomenon  in  the  schools  that 
he  visited.  The  information  that  he  gathered  on  women’s 
medical  opportunities  were  most  likely  based  on  anecdotes 
and  comments  from  male  physicians  who  were  not  partic- 
ularly well  informed  about  the  realities  women  were  expe- 
riencing. The  aggregate  statistics  we  have  on  medical 
school  enrollments  indicate  that  women  were  not  as  freely 
admitted  to  schools  as  Flexner  argued.  We  also  have  con- 
siderable archival  information  on  the  obstacles  women  en- 
countered once  they  did  matriculate  as  students. 

When  Flexner  published  his  report  in  1910,  for  exam- 
ple, more  than  half  of  the  medical  schools  in  the  country 
did  not  accept  women  students.  Although  some  schools 
did  open  their  doors  to  women  for  the  first  time  in  the 
years  immediately  following  the  Flexner  report,  those  de- 
cisions did  not  arise  from  a real  commitment  to  the  equal 
education  of  women.  Rather,  they  often  reflected  some 
combination  of  local  events  that  tipped  the  balance.  For 
example,  Y ale’s  decision  to  admit  women  for  the  first  time 
in  1916  seems  to  have  been  stimulated  by  Henry  Farnam, 
a Yale  economics  professor  who  had  a daughter  who 
wanted  to  enter  medical  school.  When  Farnam  found  out 


that  the  major  obstacle  to  the  admission  of  women  was  the 
$1,000  necessary  to  construct  a separate  women’s  bath- 
room, he  offered  to  pay  the  bill  himself.  Y ale  accepted,  the 
bathroom  was  built;  and  Louise  Farnam  went  to  medical 
school.  It  was  a room  that  women  students  in  the  1920s 
referred  to  as  “the  Louise  Farnam  memorial.”  The  Far- 
nam family  got  off  cheaply.  As  previously  noted,  it  cost 
women  $500,000  in  the  1890s  to  convince  Johns  Hopkins 
to  open  its  doors  to  women. 

It  should  also  be  pointed  out  that  those  schools  that  did 
open  their  doors  to  women  did  not  open  them  very  wide. 
Northwestern  University  Medical  School  admitted  wom- 
en in  1926  as  a result  of  Mrs  Montgomery  Ward’s  casual 
inquiry,  after  her  gift  to  Northwestern’s  endowment  fund, 
as  to  whether  the  school  admitted  women.  Unwilling  to 
take  any  chances  on  Mrs  Ward’s  possible  feminist  sympa- 
thies, the  university  quickly  decided  to  admit  women  and 
was  rewarded  handsomely  when  she  doubled  her  original 
gift.  But  the  school  limited  the  number  of  women  to  four 
in  each  class.  The  university  justified  the  number,  which 
remained  in  effect  with  few  exceptions  until  the  1960s, 
with  the  explanation  that  four  was  the  number  necessary 
for  a complete  dissecting  team. 

Those  interested  in  the  medical  education  of  women 
faced  a new  challenge  in  the  20th  century:  the  growing 
emphasis  on  postdoctoral  medical  training.  But  it  was  not 
these  rising  standards,  per  se,  that  threatened  women.  The 
problem  lay  in  the  fact  that  there  were  so  few  internships 
open  to  women.  According  to  the  1921  AM  A Directory, 
only  40  of  the  482  general  hospitals  approved  for  intern- 
ships in  the  country  admitted  women  interns.  In  other 
words,  92%  of  the  available  hospitals  did  not  train  women, 
however  excellent  a woman’s  medical  school  record.  As 
late  as  the  mid- 1930s,  12  states  had  no  hospitals  available 
for  women  interns.  In  12  other  states,  there  was  only  one 
hospital  where  women  medical  school  graduates  could  go 
for  training. 

All  of  this  meant  that  women  had  to  limit  their  intern- 
ship applications  to  a handful  of  hospitals.  In  1925,  for 
example,  50%  of  all  women  interns  trained  in  nine  widely 
separated  hospitals,  most  of  which  were  owned  and  oper- 
ated by  other  women.  One  of  these  was  located  5,000 
miles  away,  in  the  Philippines!  The  result  of  this  limitation 
was  that  women  were  confronted  with  a “systems  effect.” 
Women’s  inability  to  gain  internships  could  be  (and  often 
was)  used  as  a reason  for  not  admitting  them  to  medical 
schools.  Opponents  of  the  women  argued:  what  profit  was 
there  in  educating  women  doctors  if  they  could  not  com- 
plete their  critical  postgraduate  training? 

The  existence  of  quota  systems  in  many  medical  schools 
also  had  a chilling  effect  on  women’s  applications.  Before 
the  1970s,  most  medical  school  officials  publicly  denied 
the  existence  of  discrimination  but  when  guaranteed  ano- 
nymity, they  occasionally  confirmed  that  female  quotas 
existed.  In  1946,  the  dean  of  one  large  eastern  medical 
school  acknowledged  limiting  the  enrollment  of  women  to 
6%.  As  recently  as  1961,  another  dean  boasted  of  a similar 
practice:  “Hell,  yes,  we  have  a quota,”  he  said.  “Yes,  it’s  a 
small  one.  We  do  keep  women  out  when  we  can.  We  don’t 
want  them  here— and  they  don’t  want  them  elsewhere,  ei- 
ther, whether  or  not  they’ll  admit  it.”  Another  medical 
school  spokesman  remarked  proudly,  “Yes,  indeed,  we 
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take  women,  and  we  do  not  want  the  one  woman  we  take 
to  be  lonesome,  so  we  take  two  per  class.”’’ 

In  fact,  published  information  put  out  by  the  medical 
schools  themselves  is  quite  explicit  about  the  existence  of 
overt  sex  discrimination.  For  example,  from  1959  to  1971 
the  Association  of  American  Medical  Colleges  (AAMC) 
handbooks  on  medical  school  admissions  requirements  in- 
cluded a separate  information  section  for  each  school  enti- 
tled: “Medical  School  Preferences,”  which  was  designed 
to  guide  the  prospective  student.  Each  school’s  policy  re- 
garding its  preferences  for  applicants  in  terms  of  the  sex, 
race,  residence,  and  age  of  applicants  was  described.  Of 
the  88  coeducational  medical  schools  listed  in  1959,  28% 
stated  that  they  preferred  male  students  and  they  stated 
this  fact  in  print.  During  the  same  period,  excluding  How- 
ard and  Meharry  medical  schools,  only  10.5%  of  the 
schools  admitted  a racial  preference.  By  1963,  15%  still 
expressed  some  bias  against  women  applicants  as  opposed 
to  4.5%  that  admitted  to  a racial  preference.'*  This  does 
not  mean  that  those  schools  that  did  not  express  sexual 
and  racial  preferences  did  not  have  them.  It  does  demon- 
strate, however,  that  a significant  number  of  medical 
schools  during  this  period  saw  nothing  wrong  with  ex- 
pressing a preference  for  male  candidates. 

Recent  Reeorms 

All  this  began  to  change  in  the  1 970s  with  the  rise  of  the 
feminist  movement  and  the  pressure  of  affirmative  action. 
As  a result,  medical  schools  began  to  revise  their  discrimi- 
natory admissions  policies,  which  led  to  an  increase  in  the 
number  of  applications  by  women.  Expectations  of  being 
accepted  help  to  determine  how  many  applicants  apply  to 
a particular  school.  Earlier,  medical  schools  had  helped 
discourage  potential  female  applicants  through  their  ac- 
ceptance policies  and  subtle  clues  in  recruitment  and  ap- 
plication procedures.  When  women  perceived  an  improve- 
ment in  their  chances  of  being  accepted,  they  increased 
their  applications.  This,  in  combination  with  federal 
guidelines  requiring  equal  treatment,  led  to  the  dramatic 
increases  of  women  students  in  the  1970s. 

As  a result,  the  blatant  discrimination  in  recruitment 
and  admissions  procedures  dramatically  changed  in  the 
next  few  years.  Schools  began  to  openly  welcome  women. 
A University  of  Hawaii  Medical  School  poster,  for  exam- 
ple, portrayed  native  Hawaiian,  Asian,  black  and  white 
women  under  the  caption:  “We’re  Going  to  be  Doctors.” 
The  poster  stated  that  “medicine  is  not  for  men  only”  and 
that  the  school  “actively  encourages  women  to  apply.” 

Other  examples  include  a special  recruitment  publica- 
tion entitled  “Women  in  Medicine,”  published  by  Stan- 
ford University  Medical  School  depicting  a pregnant 
woman  medical  student  ministering  to  a patient.  The  bro- 
chure contained  this  paragraph:  “We’re  not  being  exclud- 
ed now,  and  we’re  not  dropping  out.  But  far  fewer  women 
than  men  have  been  encouraged  to  apply  to  medical 
schools,  including  Stanford.  And  this  is  what  we  hope  to 
change.  We  can  soon  expect  about  25  percent  female 
M.D.’s  but  we  need  and  want  more.” 

Aside  from  admissions  changes,  a great  deal  of  the  ef- 
fort to  combat  sexism  in  medical  education  has  been  con- 
ducted on  an  ad  hoc  basis.  Harvard  Medical  School,  for 
example,  published  a student  task  force  report  in  1974 


which  identified  a long  string  of  discrimination  practices 
at  the  school  such  as  role  stereotyping,  sexual  innuendo, 
and  ignoring  female  presence  in  a group  situation. 

Attacks  were  also  launched  against  medical  textbook 
authors  who  used  pictures  of  Playboy  bunnies  and  other 
titillating  female  models  to  liven  up  their  presentations  of 
scientific  information.  For  example.  Dr  Estelle  Ramey  led 
a successful  battle  to  force  Williams  and  Wilkins  to  with- 
draw its  textbook  The  Anatomical  Basis  of  Medical  Prac- 
tice-^ from  the  market  in  1972  because  it  contained  pic- 
tures of  nude  females  in  seductive  poses  and  statements 
such  as:  “We  are  sorry  that  we  cannot  make  available  the 
addresses  of  the  young  ladies  who  grace  our  pages.  Our 
wives  burned  our  little  address  books  at  our  last  barbecue 
get-together”  and  “If  you  think  that  once  you  have  seen 
the  backside  of  one  female,  you  have  seen  them  all,  then 
you  haven’t  sat  in  a sidewalk  cafe  in  Italy  where  girl 
watching  is  a cultivated  art.  Your  authors,  whose  zeal  in 
this  regard  never  flags,  refer  you  to  [the  following  illustra- 
tions] as  proof  that  female  backs  can  keep  an  interest  in 
anatomy  alive.” 

Problems  Still  Remaining 

It  is  now  almost  20  years  since  the  number  of  women 
admitted  to  medical  schools  began  to  rise  rapidly.  The 
sharpest  increase  took  place  in  the  1970s.  What  has 
changed  and  what  problems  persist  for  the  current  crop  of 
women  medical  students  and  physicians? 

It  is  clear  that  the  climate  for  women  physicians  has 
improved  significantly  in  the  past  decade,  but  the  reality  is 
that  women  will  remain  a minority  within  the  profession 
for  a long  time  to  come.  If  the  current  percentage  of  wom- 
en medical  students  levels  off  at  about  35%,  it  will  take 
until  the  second  decade  of  the  21st  century  for  women  to 
constitute  25%  of  practicing  physicians.  Still,  women  are 
no  longer  the  anomalies  in  medicine  they  once  were. 

This  is  not  to  say  that  reservations  about  women  in 
medicine  have  disappeared.  In  reviewing  the  recent  litera- 
ture I was  surprised  to  see  traces,  albeit  expressed  in  a 
somewhat  more  sophisticated  and  subtle  way,  of  some  of 
the  issues  that  had  “dogged  the  footsteps”  of  earlier  medi- 
cal women.  One  that  I thought  had  been  buried  was  the 
question  of  whether  women  were  constitutionally  capable 
of  pursuing  a medical  career.  Admittedly,  I found  no  echo 
of  Dr  Horatio  Storer’s  characterization  in  1866  of  men- 
struation as  “temporary  insanity.”  Nevertheless,  I did 
find  a surprising  number  of  articles  that  raised  questions 
about  the  mental  and  physical  capabilities  of  women  phy- 
sicians. This  is  not  the  place  to  do  an  exegesis  of  the  litera- 
ture, but  I would  like  to  cite  just  a few  examples  of  the 
phenomenon.  In  an  article  entitled  “Suicide  among  U.S. 
women  physicians,”  the  authors  analyzed  factors  causing 
a higher  suicide  rate  among  the  women.  On  the  basis  of 
these  statistics,  they  calculated  that  “about  65  percent  of 
American  women  physicians  have  primary  affective  dis- 
orders.” Dismissing  “role  strain”  as  a possible  cause  of 
suicide,  they  concluded  that  there  was  a connection  be- 
tween affective  disorders  and  the  decision  of  women  to 
pursue  a medical  career. 

Although  there  is  not  space  here  to  analyze  this  article 
carefully,  interested  readers  are  referred  to  the  letters  to 
the  editor  in  the  December  1979  issue  of  the  American 
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Journal  of  Psychiatry}^  I would  like  to  point  out,  howev- 
er, that  when  I looked  at  the  original  data,  I found  that 
there  are  almost  no  gender  differences  in  the  suicide  rates, 
which  were  40.7  per  100,000  for  female  physicians  and 
38.1  for  male  physicians.  Perhaps  like  beauty,  some  gen- 
der differences  are  in  the  eye  of  the  beholder. 

Another  of  the  old  arguments  against  women  surgeons 
was  that  they  lacked  the  strength  to  do  the  job.  The  more 
sophisticated  modern  version  of  this  point  of  view  can  be 
found  in  a recent  issue  of  the  journal  Surgery.  After  not- 
ing that  right-handed  residents  scored  higher  on  a number 
of  tests,  the  authors  traced  the  superior  performance  of 
male  surgery  residents  at  Loyola  University  to  spatial  and 
motor  proficiency  which  localized  in  the  right  hemisphere 
of  the  brain. Happily,  the  paper  elicited  the  following 
response  from  a surgeon  who  had  several  of  the  residents 
from  Loyola  under  his  supervision:  “the  best  one  we  have 
seen  yet  is  a woman  who  is  right-handed  [and]  we  have 
one  left-handed  woman  for  whom  I predict  stardom  in  ac- 
ademic surgery. ”24  Jt  is  not  clear  if  this  qualifies  as  a more 
“even-handed”  evaluation  of  women’s  surgical  skills. 
What  is  encouraging  is  that  articles  like  this  have  resulted 
in  criticism  from  both  male  and  female  respondents. 
Women  are  either  no  longer  alone  in  their  criticisms  of 
these  kinds  of  studies  or  editors  feel  compelled  to  publish 
more  diverse  letters  of  response. 

There  are,  however,  any  number  of  unresolved  prob- 
lems related  to  the  increasing  number  of  women  entering 
medical  schools  and  the  practice  of  medicine.  If  one  had  to 
choose  one  issue  that  constitutes  a major  dilemma  for  the 
woman  physician  and  at  the  same  time  symbolizes  medi- 
cine’s difficulty  in  coping  with  women-related  issues,  it 
would  be  the  problems  surrounding  pregnancy  and  par- 
enting. In  1894,  Dr  Gertrude  Bailie  wrote  in  the  Women’s 
Medical  Journal  that  the  reason  why  many  women  physi- 
cians did  not  marry  was  because  they  know  “No  woman 
can  serve  two  masters.”  She  argued  that  when  profession- 
al women  had  a family,  there  was  inevitable  conflict  be- 
tween the  two  roles,  and  “Either  her  work  or  her  family 
will  feel  the  neglect. ”2^ 

Today,  women  physicians  do  marry.  Moreover,  about 
two  thirds  of  practicing  women  physicians  have  children. 
Almost  one  half  of  these  have  their  first  child  during  their 
training  period,  a time  which  usually  coincides  with  what 
many  view  as  the  best  physiological  age  for  women  to  bear 
children,  their  20s  and  early  30s.  Nevertheless,  a recent 
study  found  that  four  fifths  of  the  residency  programs  sur- 
veyed had  no  policy  on  medical  leave  and  most  continue  to 
treat  pregnancy  as  a crisis  rather  than  a predictable  life 
event.  26 

Worse,  some  administrators  seem  to  equate  pregnancy 
during  the  training  years  with  treason.  For  example,  a re- 
cent article  in  the  Chronicle  of  Higher  Education  report- 
ed that  the  chair  of  a gynecology  department  at  a major 
medical  school  wrote  a memorandum  describing  a resi- 
dent’s pregnancy  as  a “disservice”  to  herself  and  to  her 
colleagues.  His  memo  declared  that  her  decision  to  have  a 
baby  before  completing  the  three-year  residency  program 
raised  the  issue  of  women  as  “unreliable  colleagues”  and 
further  challenged  the  idea  that  women  should  be  admit- 
ted to  residency  programs  in  the  first  place.  Indicating 
that  we  have  made  some  progress,  the  dean  of  the  medical 


school  accepted  the  chair’s  resignation  and  likened  his 
comments  to  those  of  “Attila  the  Hun. ”22 

A more  typical  problem  arising  out  of  the  failure  to  plan 
for  resident  pregnancies  is  the  concern  of  other  residents 
who  may  have  to  take  on  extra  work  to  cover  the  leave 
time  that  might  be  required  during  a pregnancy.  Aware  of 
this,  many  pregnant  residents  feel  pressured  to  work  as 
long  as  possible  despite  dangers  to  their  own  health  and 
the  fetus.  Many  hospital  program  directors  still  seem  ded- 
icated to  treating  internships  and  residency  training  as  an 
endurance  test.  A case  in  point  is  a recent  episode  at  Har- 
vard. Dr  Maureen  Sayres,  director  of  the  Harvard  Medi- 
cal School  Office  for  Parenting,  received  a call  from  one  of 
the  directors  about  a resident  whom  he  described  as  suf- 
fering from  postpartum  depression.  When  Sayres  investi- 
gated the  case,  she  found  that  this  woman  resident’s  week- 
ly work  schedule  had  increased  from  the  usual  100  hours 
to  1 1 8 hours  per  week  to  compensate  for  the  fact  that  an- 
other resident  had  abruptly  dropped  out  of  the  program. 

The  woman  resident  complied  with  the  new  schedule 
but  found  that  she  was  constantly  fatigued  and  saw  noth- 
ing of  her  newborn  son.  After  two  months,  she  approached 
her  training  director  for  a reduction  in  hours  and  was  told 
she  was  expected  to  carry  her  weight.  Dr  Sayre’s  examina- 
tion of  the  woman  indicated  that  there  was  no  postpartum 
depression,  just  “a  normal  physical  and  psychological  re- 
sponse” to  a work  overload.  What  struck  Sayres  was  that 
the  structure  of  the  residency  training  program  trans- 
formed a normal  response  of  exhaustion  into  a “patholog- 
ical and  psychiatric  condition. ”2* 

The  fact  that  Harvard  Medical  School  has  established 
an  official  Office  for  Parenting  indicates  that  some  pro- 
grams are  beginning  to  recognize  the  special  problems 
which  many  women  experience.  Efforts  to  take  pregnancy 
into  consideration  are  not  without  their  problems,  howev- 
er. The  issue  of  protective  labor  legislation  for  women  has 
divided  feminists  since  the  passage  of  the  19th  amend- 
ment. Even  legal  scholars  are  in  deep  disagreement  on  this 
issue.  In  the  book  Gender  Justice,  three  legal  policy  ex- 
perts dismiss  maternity  benefits  as  “the  latest  version  of 
paternalism. ”29  Nevertheless,  on  balance,  training  pro- 
grams that  deal  with  pregnancy  as  part  of  a general  par- 
enting package  would  meet  a real  need.  It  is  interesting  to 
note  that  the  day  care  center  in  the  Harvard  Medical  com- 
plex is  five  times  more  difficult  to  get  into  than  the  medi- 
cal school  itself. 

This  is  one  example  of  how  the  special  problems  of 
women  raise  issues  that  have  relevance  for  all  medical 
trainees.  If  the  increased  numbers  of  women  in  medicine 
do  nothing  more  than  force  medical  schools  and  hospitals 
to  rethink  the  structure  of  their  training  programs,  women 
will  have  made  a major  contribution  to  medicine. 
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FROM  THE  LIBRARY 


WOMEN  IN  MEDICINE 

TO  THE  EDITOR:  I have  read  with  very  great  interest  your  editorial  on  Women  in  Medicine,  which 

appeared  in  the  issue  of  the  Ne"w  York  Medical  Journal  for  November  21,  1923. 

You  were  kind  enough  to  say  that  “on  the  whole  women  who  have  chosen  the  medical  profession 
appear  to  have  justified  the  selection  of  a career.”  You  say,  also,  that  “preventive  medicine  offers  better 
facilities  for  women  than  ordinary  practice.” 

You  give  to  women  the  credit  for  being  intuitive  and  admit  “the  great  importance  of  this  quality  in 
diagnosis  and  prognosis  when  reinforced  by  training.”  You  deserve  credit  for  these  laudatory  state- 
ments but,  do  you  not  stultify  them  by  subsequent  statements  not  based  on  up  to  date  knowledge  of 
facts? 

You  say,  “there  are  few  women  in  general  practice.”  The  fact  is,  that  the  census  of  1918  gives  the 
name  and  address  of  more  than  seven  thousand  medical  women  in  the  United  States,  and  the  number  in 
England  is  even  larger,  I believe,  in  relation  to  the  small  area  covered. 

You  further  limit  them  by  saying  “they  appear  only  to  be  adapted  for  certain  kinds  of  medical 
practice,”  and  this  lack  of  adaptability  was  shown  during  the  war  more  with  women  than  men.  The  facts 
are  that  a large  number  of  medical  women  filled  the  places  left  vacant  by  medical  men  who  served  in 
military  hospitals  in  this  country,  in  England  and  in  France.  One  woman  physician,  whom  I know 
personally,  carried  on  her  own  large  general  practice  and  that  of  her  husband  during  the  entire  war,  and 
this  was  done  without  either  mental  or  physical  breakdown. . . . 

Farther  on  in  your  article  you  say,  rather  apologetically,  “In  the  factors  which  make  for  success  in 
any  sphere  of  life  it  may  be  that  women  are  not  as  well  equipped  by  heredity  as  men.”  If  this  were  true, 
one  would  be  tempted  to  ask,  do  women  inherit  nothing  from  their  fathers? 

Sir  Humphrey  Rolleston,  from  whose  address  at  the  Royal  Free  Hospital  in  London  some  of  these 
statements  in  your  editorial  are  borrowed,  advises  “women  students  to  remember  that  they  are  more 
liable  to  mental  breakdowns  than  men.”  In  forty  years  of  acquaintance  with  women  medical  students,  I 
fail  to  recall  one  mental  breakdown  among  them,  and  it  has  long  been  known  that  women  continue  the 
practice  of  medicine  to  a greater  age,  as  a rule,  than  do  men. 

The  last  bomb  thrown  at  medical  women  in  your  editorial,  whether  manufactured  across  the  Atlantic 
or  in  America,  is,  to  say  the  least,  filled  with  a poison  gas,  unworthy  of  its  source.  May  I repeat  it?  “It 
would  appear  that  there  is  a definite  place  for  women  in  medicine  but  that  at  any  rate  in  existing 
circumstances  they  are  not  nearly  so  well  fitted  as  men  to  practice  medicine.  In  the  course  of  time  a type 
of  woman  may  be  evolved  who  will  equal  man  as  a practitioner  of  medicine,  but  that  time  has  not  come 
yet.” 

I leave  it  your  readers  to  decide  whether,  as  a matter  of  fact,  this  “is  very  laudatory”  to  women 
physicians,  as  you  suggest  in  your  letter  to  me. 

ELIZA  M.  MOSHER 

(NYMedJ  Rec  1923;  1 18:784) 
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CLINICAL  CONFERENCE 


Deep  vein  thrombosis  in  pregnancy 


Case  Presentation 

Aruna  Pulijaal,  MD  (Medical  Intern):  A 37-year-old  wom- 
an was  admitted  to  the  New  York  Infirmary  Beekman 
Downtown  Hospital  with  left-sided  ehest  pain  and  short- 
ness of  breath  of  two  days’  duration. 

Three  years  and  one  year  prior  to  admission,  the  patient 
had  had  two  incomplete  abortions,  both  of  which  required 
dilation  and  curettage.  She  was  currently  13  weeks  preg- 
nant. Ten  days  prior  to  admission,  she  noticed  the  onset  of 
vaginal  spotting;  complete  bed  rest  to  forestall  threatened 
abortion  was  advised  by  her  obstetrician.  Two  days  prior 
to  admission,  she  noted  mild  pain  and  a sense  of  fullness  in 
the  left  calf;  almost  simultaneously  she  noted  the  onset  of 
sharp  stabbing  pain  in  the  left  side  of  her  chest.  The  pain 
was  nonradiating  but  worsened  with  respiration,  and  was 
associated  with  shortness  of  breath  and  occasional  palpi- 
tations. She  denied  cough,  sputum  production,  hemopty- 
sis, sore  throat,  nasal  symptoms,  fever,  chills,  substernal 
chest  pain,  nausea,  vomiting,  or  diaphoresis. 

The  patient  denied  past  use  of  contraceptive  medica- 
tions and  was  taking  no  other  medications.  The  patient’s 
medical  history  was  not  otherwise  remarkable.  Her  men- 
arche  occurred  at  1 3 years  of  age;  menstrual  periods  were 
regular  but  brief. 

A review  of  systems  was  entirely  negative.  The  family 
history  was  noncontributory.  The  patient  works  as  a seam- 
stress; she  denied  cigarette  smoking,  excessive  use  of  alco- 
hol, or  drug  abuse. 

Physical  examination  disclosed  a well-nourished  wom- 
an in  mild  respiratory  distress.  Her  blood  pressure  was 
108/70  mm  Hg;  pulse  rate,  104/min  with  regular  rhythm; 
respiratory  rate,  24/min;  temperature,  99.8°F.  The  skin 
was  warm,  dry,  and  free  of  lesions.  There  was  injection  of 
the  right  conjunctiva  with  a small  amount  of  purulent  dis- 
charge. Examination  of  the  ears,  nose,  and  throat  was  un- 
remarkable. The  lungs  showed  dullness  on  percussion  over 
the  left  lung  base  posteriorly,  with  decreased  breath 
sounds  over  both  lung  bases,  especially  on  the  left.  There 
were  no  audible  wheezes,  rales,  or  pleural  rubs.  The  heart 
sounds  were  normal  without  murmurs.  The  abdomen  was 
soft,  with  normal  bowel  sounds;  no  masses  or  enlarged  or- 
gans were  palpable.  The  rectal  examination  was  normal; 
Guaiac  test  for  blood  in  the  stool  was  negative.  The  cervix 
uteri  appeared  nulliparous;  the  external  os  was  closed  with 
dark  blood  in  the  vaginal  vault;  the  uterus  was  palpable  at 
about  ten  weeks’  size.  There  was  mild  tenderness  of  the 
left  calf,  which  was  approximately  one  inch  greater  in 
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girth  than  the  right;  there  was  no  local  redness  or  in- 
creased warmth.  Homan’s  sign  was  negative;  no  throm- 
bosed vessels  were  palpable.  No  edema  was  present  in  the 
lower  extremities.  The  neurologic  examination  was  entire- 
ly normal. 

Urinalysis  was  negative,  including  microscopic  exami- 
nation. The  hemoglobin  was  12.2  g/dL;  hematocrit, 
35.3%;  white  blood  cell  count,  1 1,000/mL,  with  85%  ma- 
ture polymorphonuclear  leukocytes,  2%  immature  forms, 
8%  lymphocytes,  4%  monocytes,  and  1%  eosinophils.  The 
platelet  count  was  169,000/AiL;  prothrombin  time  (PT) 
and  partial  thromboplastin  time  (PTT)  were  at  control 
levels.  Blood  urea  nitrogen,  serum  creatinine,  blood  glu- 
cose, and  serum  electrolyte  levels  were  all  within  normal 
limits. 

Arterial  blood  gas  determinations,  with  the  patient 
breathing  room  air,  were  as  follows:  pH  7.46;  PCO2,  35 
mm  Hg;  PO2,  72.4  mm  Hg;  bicarbonate,  25  mEq/L;  base 
excess,  1.5  mEq/L;  oxygen  saturation,  97.1%.  The  alveo- 
lar-arterial oxygen  gradient  was  33  mm  Hg.  With  the  pa- 
tient breathing  2 L/min  of  oxygen  by  nasal  cannula,  the 
arterial  pH  was  7.46;  PCO2,  35  mm  Hg;  PO2,  101  mm  Hg; 
bicarbonate,  24  mEq/L;  base  excess,  0.8  mEq/L;  and  ox- 
ygen saturation,  98.1%. 

The  electrocardiogram  showed  normal  sinus  rhythm 
with  a rate  of  90/min,  normal  electrical  axis,  and  normal 
intervals.  There  were  no  acute  changes  of  ST  segments  or 
T waves. 

A pelvic  sonogram  showed  a blood  clot  in  the  uterus 
with  retained  products  of  an  incomplete  abortion.  The  ve- 
nogram revealed  extensive  left  leg  deep  venous  thrombosis 
(Fig  1). 

The  patient  was  transferred  to  the  medical  service.  Pul- 
monary embolism  was  strongly  suspected,  and  the  patient 
was  immediately  given  a full  course  of  intravenous  hepa- 
rin, with  the  aim  of  keeping  the  PTT  at  2 to  VI2  times 
control  levels.  Two  days  following  transfer,  a ventilation/ 
perfusion  lung  scan  showed  a matched  defect  in  the  left 
lower  lobe,  a mismatched  perfusion  defect  in  the  right 
middle  lobe,  and  a questionable  defect  in  the  posterior  seg- 
ment of  the  right  upper  lobe  (Fig  2).  The  patient’s  condi- 
tion improved  steadily,  with  subsidence  of  the  chest  pain, 
shortness  of  breath,  calf  swelling,  and  tenderness. 

Nine  days  after  transfer,  a dilation  and  curettage  re- 
moved the  remaining  products  of  conception.  Intravenous 
heparin  was  temporarily  discontinued  seven  hours  prior  to 
the  procedure  and  was  restarted  five  hours  afterwards; 
protamine  sulfate  was  immediately  available  in  the  event 
of  significant  excess  bleeding.  On  the  same  day,  warfarin 
anticoagulation  was  also  begun.  On  the  tenth  day  after 
transfer,  a repeat  ventilation/perfusion  scan  indicated  im- 
provement in  both  the  right  and  left  lung  field  defects. 
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FIGURE  1 . Venogram  of  the  left  lower  leg  with  elongated  venous  throm- 
bus (arrow). 


Thereafter  the  patient  was  closely  observed  for  evidence 
of  bleeding;  to  date,  repeat  stool  Guaiac  tests,  urinalyses, 
and  blood  counts  have  given  no  indication  of  blood  loss. 
The  patient  was  discharged  to  her  home,  and  warfarin 
therapy  will  be  continued. 

Irwin  Sharkey,  MD  (Chief  of  Medicine):  I think  we 


A B 


FIGURE  2.  A,  Initial  nuclear  perfusion  scan  of  lungs,  right  posterior 
oblique  view,  showing  wedge-shaped  defect  (arrow)  in  lateral  segment  of 
right  middle  lobe,  due  to  pulmonary  embolus.  B,  Repeat  scan  eight  days 
later,  demonstrating  clearing  of  defect. 


should  consider  how  we  might  have  managed  this  patient 
if  her  pregnancy  had  not  terminated  in  an  abortion. 

John  T.  Flynn,  MD  (Associate  Chief  of  Medicine):  What 
was  the  result  of  the  pregnancy  test? 

Dr  Pulijaal:  It  was  positive  at  the  time  of  admission. 

Steven  Domnitz,  MD  (Senior  Resident,  Obstetrical  Ser- 
vice): The  patient  probably  had  viable  placental  tissue  at 
that  time,  but  did  not  have  a viable  fetus.  The  pelvic  sono- 
gram did  not  show  a blood  clot,  but  rather  an  empty  gesta- 
tional sac,  which  strongly  suggests  the  presence  of  a 
blighted  ovum.  A positive  pregnancy  test  only  suggests  a 
recently  viable  pregnancy,  it  does  not  confirm  present  via- 
bility. We  expected  the  serum  pregnancy  test  to  be  posi- 
tive; at  1 3 weeks,  in  the  absence  of  a fetal  pole  and  fetal 
heart  motion,  the  diagnosis  is  one  of  missed  abortion  or 
blighted  ovum. 

Dr  Sharkey:  What  did  the  pathologic  specimen  show? 

Dr  Pulijaal:  Only  chorionic  villi  and  blood  clots. 

Radiologic  Presentation 
George  Braff,  MD  (Chief  of  Radiology):  The  first  nuclear 
perfusion  scan  of  the  lungs,  in  the  right  posterior  oblique 
(RPO)  projection,  shows  a wedge-shaped  defect  in  the  lat- 
eral segment  of  the  right  middle  lobe  (Fig  2).  Diminished 
activity  is  present  at  the  left  lung  base. 

With  positive  findings,  it  is  necessary  to  determine 
whether  there  is  a match  or  a mismatch  on  the  subsequent 
ventilation  scan.  Specifically,  this  means  whether  the  de- 
fects— the  photon-deficient  areas — on  both  scans  are 
found  in  the  same  location  in  the  lung,  constituting  a 
match;  or  whether  the  defects  noted  on  the  two  scans  oc- 
cur in  different  locations,  a mismatch.  The  ventilation 
scan  here  did  not  demonstrate  comparable  defects  on  the 
right,  while  diminished  activity  was  noted  at  the  left  lung 
base.  Therefore,  we  have  a mismatch,  suggesting  a high 
probability  that  the  perfusion  scan  defect  in  the  right  mid- 
dle lobe  represents  a pulmonary  embolus. 

The  lack  of  nuclear  activity  at  the  base  of  the  left  lung 
on  that  examination  is  explained  by  the  chest  film,  an  im- 
portant complementary  study.  With  a positive  chest  film 
finding,  a pulmonary  embolus  in  that  location  is  of  low 
probability,  but  an  infarction  could  present  in  that  fashion. 

Consequently,  this  initial  set  of  scans  suggests  a pulmo- 
nary embolus  of  the  right  middle  lobe.  My  confidence  in 
the  diagnosis  is  raised  by  the  finding  that  on  a second  set 
of  scans  eight  days  later,  and  approximately  12  days  after 
the  beginning  of  anticoagulant  therapy,  the  wedge-shaped 
defect  on  the  perfusion  scan  has  disappeared  (Fig  2). 

The  chest  film  taken  on  admission  is  negative  in  the 
region  of  the  right  middle  lobe.  The  later  chest  film  shows 
an  elevated  hemidiaphragm,  an  extensive  degree  of  atelec- 
tasis on  top  of  the  infiltrate  on  the  left,  and  a second  patch 
at  the  right  lung  base  (Fig  3).  The  wedge-shaped  defect  on 
the  perfusion  scan  was  located  more  laterally,  as  seen  in 
the  right  posterior  oblique  position,  and  therefore  was  in- 
dependent of  these  findings.  Follow-up  chest  films  demon- 
strate partial  clearing  in  the  vicinity  of  the  right  hemidia- 
phragm, although  the  density  at  the  left  base  is  still 
present. 

The  venogram  shows  one  characteristic  of  a thrombus, 
a track — two  white  parallel  lines  with  a negative  filling 
defect  between  them  (Fig  1).  The  superficial  veins  do  not 
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FIGURE  3.  Chest  film  (posterior-anterior  view)  showing  elevation  of  left 
diaphragm,  with  pleural  fluid  and  atelectasis  at  left  base,  and  patch  of 
atelectasis  above  right  base. 

fill  out  at  all.  The  films  are  purposely  overpenetrated;  with 
underpenetrated  films  there  is  the  risk  of  failing  to  visual- 
ize the  contrast  material.  Segments  of  the  deep  venous 
system  demonstrate  pruning,  which  is  an  indirect  sign  of 
thrombus  formation.  The  primary  finding  is  a track  with  a 
serpiginous  filling  defect  through  the  deep  system,  consis- 
tent with  an  extensive  thrombus. 

Dr  Sharkey:  Is  that  degree  of  loss  of  volume  in  the  left 
lung  common  with  pulmonary  embolism? 

Dr  Braff:  If  you  have  a volume  loss  of  this  magnitude, 
then  you  would  suspect  the  possibility  of  a pulmonary  in- 
farction, not  merely  an  embolus.  The  area  that  we  saw  on 
the  RPO  projection  on  the  perfusion  scan  remains  rela- 
tively clear  on  the  chest  films,  and  that  finding  is  most 
consistent  with  a pulmonary  embolus. 

The  radiographic  changes  in  the  left  lung  field  are  due 
to  either  an  infiltrate,  fluid,  infarction,  or  pleuritis.  The 
nuclear  studies  show  a right-sided  pulmonary  embolus, 
but  I would  not  be  able  to  comment  on  whether  there  may 
be  a pulmonary  infarct  at  the  left  base.  The  left-sided 
chest  pain  must  be  due  to  something  other  than  the  pulmo- 
nary embolus  on  the  right. 

Dr  Sharkey:  Any  other  lesions  in  the  lung  could  be  due 
to  pulmonary  emboli,  since,  based  on  clinical  findings,  she 
had  clearly  had  one  such  episode. 

Mathiah  Sukumaran,  MD  (Attending  Pulmonologist):  I 
felt  that  she  had  a pulmonary  infarction  on  the  left  side  as 
well.  The  pain  subsided  after  four  or  five  days,  and  the 
chest  film  also  improved  after  that,  though  it  did  not  re- 
turn to  normal. 

Kok-Tong  Ling,  MD  (Medical  Resident):  I wish  to  dis- 
cuss the  diagnosis  of  deep  vein  thrombosis  (DVT),  with 
attention  to  the  etiology  and  pathogenesis.  The  German 


pathologist  Virchow  first  introduced  the  term  thrombosis 
and  postulated  three  possible  mechanisms:  stasis,  endo- 
thelial damage,  and  hypercoagulability.'  Stasis  is  present 
in  patients  on  prolonged  bed  rest,  after  trauma,  or  with 
congestive  heart  failure,  infection,  shock,  obesity,  malig- 
nancy, or  pregnancy.  Endothelial  damage  can  arise  from 
hypoxemia,  trauma,  collapsed  vessels,  indwelling  cathe- 
ters, injection  of  irritating  substances,  and  sepsis.  Hyper- 
coagulability may  develop  in  patients  with  a strong  family 
history  of  DVT,  malignant  tumors,  use  of  contraceptives, 
blood  dyscrasias,  and  deficiencies  of  antithrombin  III, 
protein  C,  or  protein  S.  These  three  main  causes  may  be 
intermingled.  The  most  common  transient  hypercoagula- 
ble  states  are  associated  with  recent  trauma,  major  surgi- 
cal procedures,  and  sepsis.' 

In  the  pathogenesis  of  DVT,  most  venous  thrombi  begin 
as  a platelet  nidus  on  the  valve  cusps  of  the  deep  calf  veins. 
Tissue  thromboplastin  is  released,  forming  thrombin  and 
fibrin  which  trap  red  blood  cells  and  propagate  proximally 
as  a red  thrombus.  Such  a propagating  thrombus  may  be- 
come attached  to  the  opposing  walls  of  the  blood  vessel, 
causing  interruption  of  blood  flow,  retrograde  thrombosis, 
and  signs  of  venous  stasis.  Many  times  the  thrombus  prop- 
agates without  interrupting  the  venous  flow  and  develops 
a long  floating  tail  which  is  liable  to  break  loose,  causing 
pulmonary  embolism  without  premonitory  signs  or  symp- 
toms.' 

The  clinical  diagnosis  of  DVT  is  difficult.  Only  about 
40%  of  patients  with  DVT  have  any  clinical  findings. 
Pathologic  studies  and  studies  using  iodine  125-labelled 
fibrinogen  have  shown  that  at  least  50%  of  deep  vein 
thromboses  are  silent.^  Moreover,  symptoms  and  signs, 
when  they  are  present,  tend  to  occur  late  in  the  course  of 
the  disorder.  Pain,  swelling,  discoloration,  distended 
veins,  and  blanching  are  the  more  obvious  clues  to  DVT 
(“milk  leg”),  though  these  are  not  frequent.  Homan’s  sign 
is  an  unreliable  indicator  of  DVT. ' Clinical  signs  that  may 
falsely  suggest  DVT  can  arise  from  other  conditions,  such 
as  rupture  of  calf  muscles,  nonspecific  trauma,  muscle 
tear,  and  popliteal  cyst  rupture.  Recently,  painful  and 
tender  swelling  of  the  lower  extremity  associated  with 
overlying  cutaneous  erythema  in  patients  with  the  ac- 
quired immunodeficiency  syndrome  (AIDS)  can  suggest 
DVT  falsely.^ 

On  the  other  hand,  over-diagnosis  is  common.  False 
positive  diagnosis  of  DVT  with  a rate  of  45-50%  is  noted 
using  physical  diagnosis  alone,  as  compared  with  objective 
tests  such  as  venography.'*  There  are,  however,  a number 
of  other  diagnostic  tests  that  are  fairly  reliable,  noninva- 
sive,  and  generally  available  for  the  early  detection  and 
follow-up  of  deep  vein  thrombosis.^  These  include  imped- 
ance plethysmography,  Doppler  ultrasonography  or  du- 
plex studies,  and  radiofibrinogen  leg  scanning  using 
iodine- 125  labelled  fibrinogen.  Impedance  plethysmog- 
raphy measures  the  volume  of  the  extremities  with  tempo- 
rary occlusion  of  the  venous  system.  A pressure  cuff  is 
applied  to  the  upper  thigh  and  is  inflated  to  50  mm  Hg  or 
until  maximum  filling  has  occurred.  The  cuff  is  then  rap- 
idly deflated,  allowing  the  rapid  outflow  and  reduction  of 
the  volume  in  a normal  limb.  Prolongation  of  the  outflow 
wave  suggests  a major  venous  thrombosis  with  95% 
accuracy — much  more  reliable  than  any  other  volun- 
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tary  technique  of  venous  occlusion.' 

Impedance  plethysmography  (IPG)  is  highly  sensitive 
to  the  presence  of  above-the-knee  thrombosis,^  but  it  fails 
to  detect  many  below-the-knee  thrombi.  It  is  useful  for 
prospective  studies,  because  when  thrombi  begin  in  the 
calf  veins,  a subsequent  series  of  sequential  IPG  studies 
can  detect  the  extension  of  such  thrombi  into  the  deep  ve- 
nous system  of  the  thigh. ^ Through  serial  examinations, 
the  diagnostic  accuracy  of  this  procedure  has  increased 
and  is  comparable  to  that  of  venography.  Plethysmogra- 
phy is  noninvasive  and  can  be  done  in  the  outpatient  set- 
ting. 

Radiofibrinogen  leg  scanning  involves  injection  of  ra- 
diolabelled  fibrinogen  into  the  veins  of  the  foot,  after  io- 
dine blockade  of  the  thyroid  gland,  which  takes  about  24- 
36  hours.  Readings  over  both  the  calf  and  the  thigh  are 
recorded  as  a percentage  of  surface  radioactivity  obtained 
over  the  heart.  Venous  thrombosis  can  be  suspected  if 
there  is  an  increase  in  the  ratemeter  reading  of  greater 
than  20%  at  any  point  on  the  leg  when  compared  with 
readings  over  adjacent  parts  of  the  same  leg,  or  over  the 
same  point  on  a previous  day,  or  over  corresponding  points 
on  the  opposite  leg.^  Venous  thrombosis  is  diagnosed  if  the 
scan  remains  abnormal  at  a second  examination,  and  if 
the  abnormality  persists  for  more  than  24  hours.  Radiofi- 
brinogen leg  scanning  is  very  sensitive  to  thrombus  forma- 
tion in  the  calf  veins  and  lower  thigh  veins,  but  is  not  sensi- 
tive to  thrombi  that  have  formed  in  the  upper  thigh  or 
above.' 

A study  published  in  1985^  outlined  the  long  term  fol- 
low-up of  645  patients  with  clinically  suspected  venous 
thrombosis  but  with  normal  IPG  findings.  During  periods 
of  initial  surveillance,  DVT  was  identified  in  six  (1.9%)  of 
311  patients  tested  by  serial  IPG  alone,  and  in  30  (9.2%) 
of  323  patients  tested  by  serial  IPG  plus  leg  scanning  with 
radiolabelled  fibrinogen  (most  with  calf-vein  thrombosis). 
On  long  term  follow-up,  six  (1.9%)  of  patients  studied  by 
serial  IPG  alone  developed  DVT,  as  compared  with  seven 
patients  (2.2%)  studied  by  the  two  tests.  Five  of  the  six 
patients  studied  by  serial  impedance  plethysmography 
alone  developed  venous  thromboses  between  the  fourth 
and  the  1 1th  week  of  follow-up;  among  the  seven  studied 
by  the  combined  approach,  four  developed  venous  throm- 
boses between  the  third  and  the  11th  week,  and  the  re- 
maining three  between  the  fourth  and  the  eighth  month. 
Thus,  in  suspected  cases  of  venous  thromboembolism,  the 
detection  of  DVT  is  about  as  effective  with  serial  imped- 
ance plethysmography  alone  as  with  the  combination  of 
serial  IPG  and  radiolabelled  fibrinogen.  Doppler  ultraso- 
nography is  highly  dependent  on  the  operator’s  experi- 
ence.^ 

The  most  reliable  technique  of  confirming  the  diagnosis 
of  deep  vein  thrombosis  and  ascending  involvement  from 
calf  veins  is  ascending  venography.  The  procedure  can 
also  be  performed  with  isotope  injection  using  a gamma 
scan  counter  to  record  the  uptake  of  the  isotope.  Delayed 
imaging  of  persistent  “hot  spots”  may  also  reflect  isotope 
retention  at  the  site  of  thrombus  formation.  A perfusion 
lung  scan  can  also  be  obtained  for  baseline  comparison 
and  for  detection  of  silent  embolism.' 

Venography  is  the  most  useful  diagnostic  criterion,  with 
demonstration  of  a persistent  filling  defect,  venous  ob- 


struction, and  evidence  of  collateral  circulation.  But  ve- 
nography does  not  always  fill  all  of  the  veins  of  the  lower 
extremity;  interpretation  of  the  films  requires  familiarity 
with  the  varieties  of  venous  architecture.''  In  the  absence 
of  a filling  defect,  one  cannot  detect  a thrombus.  Venous 
inflammation  may  be  induced  by  the  dye  in  fewer  than  5% 
of  patients.  This  may  be  avoided  by  emptying  the  vein 
with  heparinized  saline  solution  at  the  end  of  the  study. 

In  pregnancy,  there  is  danger  of  exposure  of  the  fetus  to 
radiation  during  the  venography.  In  addition,  the  diagnosis 
of  deep  vein  thrombosis  is  even  more  difficult  in  pregnant 
than  in  nonpregnant  patients,  because  leg  pain  and  swell- 
ing are  more  nonspecific  in  pregnant  patients.  The  diagno- 
sis of  deep  vein  thrombosis  during  pregnancy  may  be  com- 
plicated by  the  fact  that  standard  venography  exposes  the 
patient  to  radiation,  while  impedance  plethysmography 
has  the  potential  to  be  falsely  positive  in  the  latter  part  of 
the  third  trimester,  because  of  the  pressure  of  the  marked- 
ly enlarged  uterus  on  the  common  iliac  veins. ^ 

In  clinically  suspected  deep  vein  thrombosis  during 
pregnancy,  impedance  plethysmography  should  be  done 
initially;  if  this  is  negative,  then  sequential  IPG  studies 
can  follow  on  days  three,  five,  seven,  and  ten.  If  the  IPG  is 
positive  and  if  the  patient  is  in  the  first  trimester  or  the 
second  trimester  of  pregnancy,  then  the  diagnosis  of  prox- 
imal deep  vein  thrombosis  is  made,  and  the  patient  is 
treated  with  heparin.^ 

If  the  patient  is  in  the  third  trimester,  there  are  two 
possibilities.  The  test  may  be  a true  positive,  or  a false 
positive  test  caused  by  the  enlarged  uterus  and  compres- 
sion of  the  common  iliac  veins.  Consequently,  the  physi- 
cian has  two  options:  either  to  treat  the  patient  with  hepa- 
rin if  there  is  a likelihood  that  the  test  is  a true  positive,  or 
to  proceed  with  limited  venography,  using  a lead-lined 
apron  to  cover  the  patient’s  abdomen  and  reduce  the  fetal 
exposure  to  radiation.  However,  this  protective  procedure 
limits  the  value  of  the  test,  because  the  apron  over  the 
abdomen  may  prevent  adequate  visualization  of  thrombi 
in  the  common  iliac  and  femoral  veins. 

If  the  venogram  is  positive,  then  the  patient  is  treated 
with  heparin.  If  the  limited  venogram  is  normal  but  the 
IPG  is  positive,  we  have  not  excluded  deep  vein  thrombo- 
sis and  consequently  may  have  to  risk  performing  the 
complete  venogram,  which  includes  radiation  to  the  fetus. 
If  the  complete  venogram  is  normal,  then  deep  vein 
thrombosis  is  excluded;  if  it  is  positive,  then  the  patient  is 
treated  with  heparin. 

Cathy  Schwartz,  MD  (Medical  Resident):  Heparin  is  the 
therapy  of  first  choice  in  pulmonary  embolism.  If  this  con- 
dition is  strongly  suspected,  heparin  therapy  should  be 
started  immediately,  without  waiting  for  diagnostic  con- 
firmation, unless  the  initial  dose  of  heparin  places  the  pa- 
tient at  great  risk  for  a serious  complication  of  anticoagu- 
lant therapy,  which  usually  involves  bleeding.^ 

The  overall  aims  of  treatment  in  deep  vein  thrombosis 
and  pulmonary  embolism  are  immediate  cessation  of  the 
growth  of  thromboemboli;  promotion  of  the  resolution  of 
the  underlying  thromboembolic  condition;  and  prevention 
of  recurrent  thrombosis  and  future  embolism.  Heparin 
can  achieve  the  first  goal  and  promotes  the  second  by  al- 
lowing the  normal  processes  of  fibrinolysis  to  proceed  un- 
opposed by  thrombus  growth.  Heparin  assists  but  does  not 
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ensure  prevention  of  recurrent  thrombosis.  In  addition, 
heparin  inhibits  platelet  aggregration  at  the  site  of  the  em- 
bolism. Its  anticoagulant  actions  can  be  promptly  re- 
versed, if  necessary,  by  injections  of  protamine. 

Anticoagulation  therapy  of  thromboembolic  disease 
has  not  yet  attained  a uniform  consensus  of  clinical  opin- 
ion. Certain  aspects  remain  uncertain,  such  as  the  safest 
and  most  effective  dosage  regimen,  the  most  informative 
coagulation  profiles  to  monitor  during  therapy,  if  at  all, 
the  long  term  duration  of  the  anticoagulant  treatment, 
and  the  selection  of  those  patients  for  whom  thrombolytic 
therapy  should  precede  antithrombotic  therapy. 

Three  methods  of  heparin  administration  have  been  ad- 
vocated in  deep  vein  thrombosis  and  pulmonary  embo- 
lism: continued  intravenous  administration  of  heparin, 
commonly  administered  at  a rate  of  about  1,000  units  per 
hour;  intermittent  intravenous  administration,  approxi- 
mately 5,000  units  every  four  hours,  or  7,500  units  every 
six  hours;  and  subcutaneous  administration  of  heparin  at 

5.000  units  every  four  hours,  or  10,000  units  every  eight 
hours,  or  20,000  units  every  12  hours. ^ 

At  present,  the  continuous  intravenous  regimen  deliv- 
ered by  an  infusion  pump  is  the  most  popular  method. 
Many  practitioners  advocate  an  initial  intravenous  bolus 
dose  of  at  least  10,000  units  of  heparin  before  beginning 
one  of  the  standard  regimens. 

The  value  of  the  activated  partial  thromboplastin  time 
(aPTT)  or  of  other  measurements  of  coagulation  activity 
during  heparin  therapy  is  not  clearly  established,  since  the 
risk  of  bleeding  from  heparin  therapy  is  not  clearly  corre- 
lated with  such  coagulation  profiles.  That  risk  appears  to 
be  related  to  the  coexistence  of  other  conditions  contribu- 
tory to  bleeding,  such  as  peptic  ulcer,  coagulopathies,  ure- 
mia, and  increasing  age.  Animal  studies  indicate  that 
maintaining  the  aPTT  greater  than  one  and  a half  times 
its  normal  control  level  prevents  the  formation  of  venous 
thrombi.  Such  data  are  not  available  from  human  studies; 
however,  many  physicians  continue  to  measure  the  aPTT 
and  adjust  the  heparin  dosage  so  that  the  aPTT  is  pro- 
longed at  slightly  more  than  one  and  a half  times  the  pa- 
tient’s baseline  value.  If  that  baseline  value  lies  above  the 
normal  control  range,  the  baseline  should  be  assumed  to 
be  in  the  middle  of  the  normal  control  range.  If  the  pa- 
tient’s baseline  value  in  seconds  is  less  than  the  average 
normal  control  range,  then  the  aPTT  can  be  prolonged  to 
at  least  twice  the  patient’s  baseline  control  value. 

In  deep  vein  thrombosis  and  pulmonary  embolism,  a 
full-dose  course  of  heparin  is  usually  maintained  for  seven 
to  ten  days — the  period  of  time  usually  required  for  the 
dissolution  and/or  organization  of  the  thrombus.  Beyond 
this  acute  phase,  the  clinician  can  either  continue  with  in- 
termittent heparin  given  subcutaneously  or  can  change  to 
oral  Coumadin  therapy.  With  intermittent  subcutaneous 
heparin,  a reasonable  dose  is  one  sufficient  to  prolong  the 
PTT  to  at  least  one  and  a half  times  the  baseline  value  at 
the  halfway  points  between  injections.^  A dose  of  7,500  to 

10.000  units  given  subcutaneously  every  12  hours  is  con- 
sidered to  be  adequate  for  prophylaxis,  is  generally  safe, 
and  may  not  need  to  be  monitored  with  coagulation  pro- 
files. 

When  oral  anticoagulation  with  coumadin  is  used  for 
longer  term  anticoagulation,  a dose  is  selected  that  pro- 


longs the  prothrombin  time  (PT)  to  1.3- 1.5  times  the  pa- 
tient’s baseline  control  value.  The  test  for  the  PT,  howev- 
er, must  utilize  rabbit  brain  thromboplastin,  the 
constituent  used  in  most  commercial  laboratories  in  the 
United  States.  No  additional  benefit  has  been  demon- 
strated by  further  prolongation  of  the  PT  or  PTT  beyond 
1 .5  to  2 times  the  control  values,  but  a higher  incidence  of 
bleeding  complications  has  been  noted. 

When  the  decision  is  made  to  change  from  parenteral 
heparin  therapy  to  oral  anticoagulation  with  coumadin, 
treatment  with  both  drugs  should  overlap  for  four  to  five 
days.  Coumadin  should  not  be  given  to  pregnant  women 
during  the  first  trimester,  since  it  is  fetopathic  and  terato- 
genic. Instead,  adjusted  doses  of  subcutaneous  heparin 
can  continue  to  be  administered  intermittently  for  longer 
term  coagulation  in  pregnant  women  with  deep  vein 
thrombosis  and  pulmonary  embolism,  after  completion  of 
the  initial  full-dose  heparinization. 

The  duration  of  anticoagulation  treatment  for  deep  vein 
thrombophlebitis  remains  controversial.  However,  most 
experts  agree  that  three  months  of  such  therapy  is  ade- 
quate for  patients  who  give  no  evidence  of  contributing 
risk  factors.  Longer  therapy  may  be  necessary  for  patients 
with  tumors  and  for  those  who  are  not  physically  mobile. 
When  venous  thromboembolic  disease  recurs  after  antico- 
agulation treatment  has  been  discontinued,  such  treat- 
ment should  be  reinstituted  for  at  least  one  year.  Persons 
with  permanent  thrombotic  tendencies  related  to  deficien- 
cies of  antithrombin  III  or  protein  C should  probably  re- 
ceive anticoagulant  therapy  indefinitely.  When  thrombo- 
embolism recurs  during  oral  anticoagulation  with 
coumadin,  the  patient  should  again  be  given  heparin  for 
seven  to  ten  days,  and  thereafter  should  continue  with  oral 
anticoagulation  for  at  least  one  year. 

Whether  patients  with  calf  vein  thrombosis,  in  contrast 
to  deep  vein  thrombosis  in  the  thigh,  should  receive  antico- 
agulation remains  controversial.  It  is  believed  that  calf 
vein  thrombi  can  extend  proximally  to  larger  and  deeper 
veins  and  can  contribute  to  pulmonary  embolism.  Conse- 
quently, patients  with  calf  vein  involvement  should  proba- 
bly receive  anticoagulation  therapy  for  three  months. 

The  thrombolytic  agents  streptokinase  and  urokinase 
are  usually  reserved  for  treatment  of  massive  pulmonary 
embolism  associated  with  hemodynamic  deterioration  in 
the  patient.  An  additional  small  embolus  that  develops 
during  the  subsequent  24  hours  in  such  a patient  may  be 
lethal.  A thrombolytic  agent  assists  in  stabilizing  the  car- 
diovascular functions  and  blood  gas  values  more  quickly 
than  conventional  therapy.  However,  there  is  as  yet  no 
proof  that  thrombolytic  therapy  is  life  saving  in  such  pa- 
tients. The  major  complication  of  thrombolytic  agents  is 
bleeding;  this  can  be  minimized  by  selecting  patients  with- 
out other  evident  risk  factors  for  bleeding.  Tissue  plasmin- 
ogen activator  is  currently  under  study  as  a thrombolytic 
agent. 

Venocaval  interruption  is  indicated  when  a life  threat- 
ening pulmonary  embolus  develops  at  least  24  hours  after 
anticoagulation  therapy  with  heparin  has  been  deemed 
adequate,  or  in  a patient  for  whom  anticoagulation  is  con- 
traindicated. Venocaval  interruption  is  usually  performed 
concurrently  with  pulmonary  embolectomy  or  endarterec- 
tomy. 
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In  summary,  despite  the  many  unsettled  questions  in 
the  treatment  of  deep  vein  thrombosis  and  pulmonary  em- 
bolism, certain  useful  trends  have  emerged  to  assist  the 
physician  in  administering  treatment. 

Peter  M.  Polos,  MD  (Chief  Medical  Resident):  While 
there  should  be  an  overlap  in  time  during  which  both  anti- 
coagulant medications  should  be  administered,  the  key  is 
that  there  should  be  a therapeutic  elevation  of  the  PT  due 
to  the  Coumadin  before  the  heparin  is  discontinued. 

Dr  Sharkey:  I would  still  like  to  hear  a clear  reason  for 
the  suggested  overlap  of  four  to  five  days  that  Dr 
Schwartz  referred  to.  An  overlap  of  only  two  to  three  days 
could  be  explained  by  the  need  to  wait  for  the  coumadin  to 
have  a therapeutic  effect  on  the  prothrombin  time. 

Dr  Polos:  It  is  generally  accepted  that  overlap  of  two  to 
five  days  is  reasonable  to  insure  that  therapeutic  eleva- 
tions of  the  PT  are  achieved.  It  is  clear  from  clinical  expe- 
rience that  some  patients  require  longer  overlap  periods 
than  others. 

Calf  vein  thrombosis  may  extend  to  proximal  veins  in 
about  20%  of  cases,  leading  to  pulmonary  embolism  in  less 
than  10%  of  cases.  While  the  venogram  is  the  gold  stan- 
dard for  the  study  of  venous  thromboembolism  in  the  ex- 
tremity, impedance  plethysmography  is  becoming  the 
preferred  method  of  making  the  diagnosis.  If  the  patient  is 
strongly  suspected  of  having  deep  vein  thrombosis  because 
of  risk  factors  or  because  of  the  clinical  picture,  but  the 
impedance  study  is  negative,  then  repetition  of  the  test 
three  or  four  or  five  times  over  a span  of  ten  days  can  be 
done  in  the  physician’s  office.  As  Dr  Ling  indicated,  this 
serial  method  of  follow-up  might  be  considered  in  the  hos- 
pital setting  also,  if  indicated,  before  proceeding  to  other 
diagnostic  efforts.  Negative  results  on  serial  IPGs  will  ex- 
clude clinically  significant  deep  vein  thrombosis.^  * 

Dr  Sharkey:  Are  you  saying  that  we  should  have  fol- 
lowed that  diagnostic  course  rather  than  the  venogram  in 
this  patient  under  discussion? 

Dr  Polos:  We  could  have  done  serial  plethysmography 
instead.  The  role  of  lung  scans  in  the  diagnosis  of  pulmo- 
nary embolism  has  been  the  subject  of  controversy.  The 
traditional  categories  of  lung  scans  are  identified  as  low 
probability  and  high  probability  for  pulmonary  embolism. 
High  probability  scans  suggest  an  incidence  of  80-90%.^ 
However,  in  many  instances  of  so-called  low  probability 
scans,  there  is  now  found  to  be  a risk  of  pulmonary  embo- 
lism as  high  as  40%.  Labelling  a ventilation-perfusion  (V / 
Q)  scan  as  one  of  so-called  low  probability  may  tend  to 
deter  the  clinician  from  further  pursuing  the  diagnosis 
and,  therefore,  missing.a  significant  number  of  pulmonary 
emboli.  There  are  efforts  now  to  amend  this  classification, 
so  that  the  terminology  indicates  scans  of  high  probability 
and  those  of  non-high  probability. 

With  a normal  ventilation-perfusion  lung  scan,  the  clin- 
ical management  of  the  patient  is  obvious;  pulmonary  em- 
bolism has  been  ruled  out  and  there  is  a 1%  chance  of  a 
subsequent  pulmonary  embolus  developing  immediately. 
With  a high-probability  lung  scan,  you  know  that  antico- 
agulation therapy  must  be  carried  out.  But  when  there 
remains  a gray  zone  of  the  non-high  probability  ventila- 
tion-perfusion scan,  it  is  advisable  to  resort  to  impedance 
plethysmography.  If  a positive  impedance  result  combines 
with  a non-high  probability  ventilation-perfusion  scan. 


you  should  treat  with  anticoagulation. 

The  gray  zone  involves  a non-high  probability  scan  and 
negative  impedance  plethysmography,  in  which  case  an 
angiogram  is  indicated.  Studies  have  shown  that  patients 
with  a non-high  probability  V /Q  lung  scan  and  a negative 
plethysmography,  but  with  good  cardiac  and  pulmonary 
reserve,  need  not  be  subjected  to  anticoagulation  therapy, 
since  this  group  has  only  a 2%  incidence  of  pulmonary 
embolism  within  three  months  after  such  testing.^  Howev- 
er, if  the  patient  has  evident  cardiopulmonary  disease  and 
does  not  have  good  reserve,  even  in  the  face  of  a non-high 
V/Q  lung  scan  and  a negative  IPG,  you  may  then  opt  to 
proceed  with  anticoagulation  therapy,  since  these  patients 
are  at  a somewhat  higher  risk,  8%  to  10%,  for  pulmonary 
embolism. 

Pulmonary  angiograms  in  patients  with  non-high  prob- 
ability lung  scans  and  a negative  IPG  may  be  negative; 
nevertheless,  the  incidence  of  pulmonary  embolism  in 
such  patients  is  still  about  2%.  Thus  a number  of  pulmo- 
nary emboli  will  be  missed. 

Once  heparin  treatment  is  initiated  with  the  appropri- 
ate indications,  a certain  amount  of  guesswork  is  involved. 
Traditionally,  a three-  to  five-day  overlap  of  heparin  with 
coumadin  has  been  adopted,  but  the  reasons  are  not  en- 
tirely clear,  as  has  been  discussed  earlier. 

Regimens  for  anticoagulation  are  quite  varied,  as  I will 
indicate,  and  despite  the  variety  have  been  reported  to 
have  good  results.  Heparinization  over  a ten-day  period 
can  be  coordinated  with  coumadin  treatment  beginning 
on  the  seventh  day,  building  up  to  therapeutic  levels  of  the 
prothrombin  time  rapidly  for  at  least  a day  or  two  before 
stopping  the  heparin  and  discharging  the  patient  on  cou- 
madin alone.  An  ultrashort  regimen,  with  a short  course 
of  heparin  for  four  days  and  initiating  the  coumadin  ther- 
apy at  the  end  of  the  first  day,  gives  three  days  of  overlap 
of  the  two-drug  effects.  The  results  of  this  regimen  have 
yet  to  be  tested  fully. 

Another  regimen  involves  starting  the  heparin  on  ad- 
mission and  coumadin  on  day  two,  and  continuing  the 
combined  therapy  over  three  days  prior  to  cessation  of 
heparin.  In  the  case  of  women  in  the  first  trimester  of 
pregnancy,  when  the  adverse  effects  of  coumadin  should 
be  avoided,  or  when  the  patient’s  situation  prevents  regu- 
lar follow-up  of  the  prothrombin  times,  adjusted  dose  sub- 
cutaneous heparin  is  the  long  term  regimen  of  choice. 

Thus,  future  medical  therapy  may  be  pointing  toward 
shorter  heparinization  periods  with  overlap  with  couma- 
din for  at  least  two  to  three  days;  the  patient  is  then  dis- 
charged on  coumadin.  Studies  of  this  mode  of  therapy  are 
underway  and  have  not  yet  yielded  conclusive  results. 

Dr  Sharkey:  Do  you  know  the  incidence  of  pulmonary 
thromboembolic  disease  in  the  presence  of  a negative  V/Q 
lung  scan? 

Dr  Polos:  That  would  be  less  than  1%. 

Dr  Sharkey:  The  incidence  of  documented  pulmonary 
embolism,  when  the  perfusion  lung  scan  is  negative,  is  es- 
sentially zero.  For  all  practical  purposes,  a negative  perfu- 
sion scan  excludes  the  diagnosis  of  pulmonary  embolism. 

Lester  Blair,  MD  (Director  of  Pulmonary /Critical  Care 
Medicine):  A normal  perfusion  lung  scan,  done  with  all  six 
views,  for  all  practical  purposes  rules  out  the  presence  of 
pulmonary  embolism. 
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In  connection  with  the  duration  of  overlap  therapy,  the 
rationale  for  heparin  includes  not  only  the  benefit  of  anti- 
coagulation but  also  the  benefits  of  its  anti-inflammatory 
effects,  with  the  probability  that  it  reduces  the  likelihood 
of  a recurrence  of  embolic  disease  in  the  future  and  re- 
duces the  incidence  of  post-phlebitic  syndrome  in  the  in- 
volved calf  veins. 

Dr  Sharkey:  It  has  been  known  for  several  years  that 
there  are  significant  coagulation  factors  that  have  an  ef- 
fect on  thromboembolic  disease;  these  factors  are  reduced 
promptly  by  heparin  but  much  more  slowly  by  coumadin, 
requiring  up  to  seven  to  ten  days.  The  current  recommen- 
dation in  most  cases  is  treatment  with  heparin  for  five  to 
ten  days,  overlapped  with  coumadin  for  four  to  five  days. 
Current  studies  are  attempting  to  refine  these  recommen- 
dations further. 

If  you  do  not  treat  a patient  with  thromboembolic  dis- 
ease at  all,  the  risk  to  that  patient  of  having  another 
thromboembolic  episode  in  the  near  future  is  perhaps  be- 
tween 30%  and  40%.  According  to  older  data,  if  you  treat 
the  patients  with  coumadin,  you  reduce  the  risk  of  recur- 
rence to  about  10%-12%.  If  you  treat  with  subcutaneous 
heparin,  you  reduce  the  risk  to  under  5%;  with  intravenous 
heparin,  the  risk  is  less  than  3%.'°  These  are  strongly  sup- 
ported data  from  large  numbers  of  patients,  indicating 
that  heparin  is  the  better  drug  in  reducing  the  incidence  of 
recurrent  thromboembolic  phenomena. 

There  are  no  hard  data  about  the  effect  on  recurrence  of 
thromboembolism  by  shifting  from  heparin  to  coumadin. 
We  are  talking  about  a difference  between  a 10%  recur- 
rence rate  for  coumadin  versus  a 5%  recurrence  rate  for 
heparin.  This  would  be  a difficult  study  to  perform,  be- 
cause of  the  large  numbers  of  patients  who  would  have  to 
be  treated  with  long  term  heparin. 

Dr  Blair:  I think  that  the  choice  of  regimen  is  not  as 
important  as  the  ability  to  maintain  a therapeutic  PT  and 
PTT.  Some  studies  suggest  that  patients  did  not  do  well  on 
a particular  regimen  because  of  a specific  drug  or  route  of 
administration;  but,  in  reviewing  the  data,  it  appears  that 
the  major  determinant  of  success  or  failure  was  the  PT 
and  PTT.  If  you  can  achieve  a therapeutic  PT  and  PTT 
the  results  are  good,  no  matter  which  regimen  you  use.  ^ ^ 

This  question  is  still  being  studied,  with  regimens  that 
compare  early  initiation  of  coumadin,  that  is,  on  day  three 
of  heparin  therapy,  versus  starting  it  later,  say  on  day  sev- 
en; to  date,  no  difference  in  outcome  has  been  seen.  Per- 
haps the  studies  will  be  further  extended,  for  example, 
starting  coumadin  together  with  the  initiation  of  heparin 
on  day  one,  and  noting  any  differences.  But  I do  not  think 
such  a study  will  be  made. 

I would  like  to  comment  on  a point  made  by  Dr 
Schwartz  related  to  the  difference  in  methods  by  which 
the  PT  is  measured.  In  Europe,  human  brain  thrombo- 
plastin is  used  in  the  measurement,  and  with  this  test,  the 
PT  level  should  be  kept  elevated  to  a measured  level  of  1 .5 
to  2.0  times  the  control.  In  the  United  States,  rabbit 
thromboplastin  is  used,  so  that  the  PT  standard  level  that 
is  therapeutic  is  lower  than  that  in  Europe. 

Dr  Sharkey:  What  about  the  role,  if  any,  of  thrombolyt- 
ic agents  in  the  management  of  thromboembolism?  I 
don’t  think  that  we  should  be  using  them  routinely.  There 
are  several  studies  underway,  but  the  role  of  thrombolytic 


agents  is  still  uncertain  and  must  be  individualized.  A pa- 
tient with  a pulmonary  embolus  that  results  in  shock  has 
an  extremely  high  risk  of  mortality,  and  there  are  no  data 
that  show  that  you  can  bring  down  that  mortality  figure 
by  using  thrombolytic  agents.  Previous  studies  of  uroki- 
nase really  did  not  show  any  beneficial  effect  on  the  mor- 
tality associated  with  acute  pulmonary  embolism,  even 
though  there  was  more  rapid  clot  lysis. 

The  question  was  raised  as  to  how  long  you  should  treat 
thromboembolic  disease  with  anticoagulants.  Basically, 
there  are  no  good  answers,  because  most  people  continue 
the  medications  for  a varying  period  of  time,  usually  for  at 
least  three  months,  after  the  risk  factors  for  the  thrombo- 
embolism have  disappeared.  If  the  risk  factors  continue, 
then  the  treatment  should  continue. 

Then  we  have  the  difficult  questions  related  to  the  use 
of  anticoagulants  during  pregnancy.'^  Can  coumadin  be 
given  in  the  second  and  third  trimester? 

Dr  Domnitz:  Again  the  risk  factors  involved  in  pregnan- 
cy are  due  to  venostasis,  with  the  weight  of  the  gravid  uter- 
us causing  vena  caval  compression.  In  addition  to  venous 
stasis,  hypercoagulability  in  pregnancy  is  associated  with 
decreased  fibrinolytic  activity  and  increased  coagulation 
factors.  Approximately  75%  of  the  thrombotic  and  throm- 
boembolic events  in  pregnancy  occur  after  delivery,  espe- 
cially in  the  first  three  days  following  delivery.''*  With  ce- 
sarean section,  the  risk  of  thromboembolic  disease  rises 
fourfold.  Thromboembolic  disease  accounts  for  almost 
half  of  all  obstetric  morbidity  and  mortality.'^ 

Dr  Sharkey:  But  that  means  that  a patient  who  has  a 
thromboembolic  episode  in  the  first  trimester  is  really  at 
risk  for  some  time  afterwards. 

Dr  Domnitz:  That  is  correct. 

Dr  Sukumaran:  The  risk  of  thromboembolic  events  in 
pregnancy  is  estimated  to  be  more  than  five  times  that  in  a 
person  who  is  not  pregnant. 

Dr  Sharkey:  Let’s  say  that  this  was  the  first  trimester  of 
pregnancy.  A venous  thromboembolus  reaches  the  lungs, 
the  patient  must  be  given  anticoagulation  therapy  with 
heparin.  How  long  are  you  going  to  keep  such  a patient  on 
heparin?  At  what  point  in  the  later  trimesters  of  pregnan- 
cy would  you  then  be  willing  to  risk  the  institution  of  cou- 
madin therapy?  When  you  introduce  coumadin  in  the  sec- 
ond or  third  trimester,  how  long  do  you  continue  it?  Up  to, 
through,  and  after  delivery?  What  is  the  risk  of  bleeding 
during  delivery  if  the  patient  is  on  coumadin? 

Dr  Domnitz:  There  is  still  no  standard  of  care  in  this 
regard.  It  is  clear  that  coumadin  is  embryopathic  in  the 
first  trimester  of  pregnancy,  resulting  in  a variety  of  well- 
known  facial  congenital  anomalies.'^  In  the  past,  heparin 
was  continued  throughout  the  first  trimester;  in  the  sec- 
ond trimester,  the  patient  was  then  switched  to  coumadin. 
Then  at  about  34  to  36  weeks  of  gestation,  the  patient  was 
switched  back  to  heparin  and  maintained  on  that  antico- 
agulant until  the  onset  of  labor. 

Once  the  patient  was  in  labor,  heparin  was  stopped  until 
about  six  hours  after  delivery,  at  which  time  it  was  restart- 
ed. Heparin  or  coumadin  was  then  continued  for  six  weeks 
postpartum.  If  the  patient  is  still  receiving  therapeutic 
anticoagulation  when  she  arrives  in  labor,  protamine  sul- 
fate can  be  used  to  reverse  heparin  effect;  alternatively, 
fresh  frozen  plasma  will  counteract  the  effect  of  couma- 
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din.  If  the  patient  delivers  while  still  on  anticoagulation 
medication,  bleeding  should  not  be  a problem,  since  hemo- 
stasis following  delivery  is  accomplished  by  tetanic  con- 
tractions of  the  myometrium,  which  occludes  vessels,  in 
addition  to  involvement  of  the  usual  coagulation  path- 
ways. Most  studies  have  shown  that  fetal  hemorrhagic 
problems  were  associated  with  the  trauma  to  the  infant 
passing  through  the  birth  canal  at  the  time  of  delivery. 

So  clinical  decision  making  has  swung  around  toward 
the  idea  of  not  giving  coumadin  in  the  third  trimester. 
There  are  still  some  reports,  however,  which  suggest  that 
coumadin  may  cause  fetal  hemorrhage  in  utero  not  associ- 
ated with  trauma.  Many  obstetricians  are  now  switching 
back  to  using  heparin  for  the  entire  course  of  the  pregnancy. 

Dr  Sharkey:  If  this  patient’s  pregnancy  had  continued, 
what  would  you  have  done?  Would  you  have  continued 
heparin  for  the  entire  duration  of  pregnancy  by  means  of 
self  administration? 

Dr  Domnitz:  Yes. 

Dr  Sharkey:  I have  the  same  impression.  I would  be  hes- 
itant to  use  coumadin  in  any  phase  of  pregnancy. 

Dr  Domnitz:  The  other  important  fact  to  be  mentioned, 
not  only  for  the  pregnant  patient  but  for  any  female  in  the 
reproductive  years  who  is  receiving  therapeutic  antico- 
agulation therapy,  is  the  need  for  effective  birth-control 
measures,  so  that  pregnancy  does  not  begin  while  the 
woman  is  taking  coumadin.  Also,  you  should  try  to  pre- 
vent ovulation  if  at  all  possible,  because  with  every  ovula- 
tion, there  is  a potential  for  bleeding  from  the  ovary.  Pro- 
gestational birth  control,  if  at  all  possible,  is 
recommended  for  any  woman  on  anticoagulant  therapy 
with  coumadin. 

Dr  Sharkey:  You  want  to  eliminate  ovulation  rather 
than  the  coumadin.  The  other  point  that  I wish  to  raise  is  if 
this  patient  still  had  a viable  fetus,  would  we  have  done  a 
venogram?  Would  we  have  done  ventilation  and  perfusion 
scans?  We  would  probably  have  to  limit  our  diagnostic 
approach  if  we  strongly  suspect  thromboembolism  in  a 
pregnant  patient. 

Dr  Domnitz:  You  can  do  a venogram  if  you  suspect  that 
the  venous  obstruction  is  not  high  in  the  pelvis.  You  have 
to  shield  the  abdomen  in  the  venogram;  and,  as  was  men- 
tioned, if  you  suspect  the  venous  obstruction  is  high  in  the 
thigh  or  even  in  the  pelvis,  you  will  no  doubt  shield  the 
pelvis  and  run  the  risk  of  not  detecting  the  venous  obstruc- 
tion. I believe  that  impedance  plethysmography  and 
Doppler  studies  are  indicated  for  diagnostic  evaluation  in 
such  a situation. 

Dr  Sharkey:  You  would  not  use  isotope  studies. 

Dr  Domnitz:  Radioisotopes  are  contraindicated  be- 
cause the  radio-iodine  would  concentrate  in  the  fetal  thy- 
roid. 


Dr  Sharkey:  The  need  to  consider  diagnostic  pulmonary 
angiography  should  be  rare. 

Dr  Domnitz:  If  you  deal  with  cases  of  pulmonary  embo- 
lism in  pregnancy,  the  mother’s  life  comes  first,  since  ma- 
ternal mortality  is  so  high.  Sometimes  we  must  place  the 
fetus  at  risk  in  order  to  make  a diagnosis  of  pulmonary 
thromboembolism. 

It  was  mentioned  that  venacaval  obstruction  by  the 
uterus  in  the  third  trimester  may  cause  false  positive  im- 
pedance plethysmography.  But  the  progression  toward 
that  false-positive  status  is  really  a continuum;  it  can  oc- 
cur anywhere  from  the  second  trimester  on.  But  it  certain- 
ly becomes  more  and  more  prominent  as  the  pregnancy 
progresses.'^ 

Dr  Sharkey:  I think  that  in  a patient  like  this,  with  the 
symptoms  and  signs  that  she  presented,  with  the  high  risk 
and  with  the  absence  of  contraindications  to  anticoagula- 
tion, further  diagnostic  tests  would  not  have  been  neces- 
sary. 
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SPECIAL  ARTICLES 


Perspectives  on  women  physicians  in  New  York  State:  Past, 

present,  and  future 

Veronica  C.  Santilli,  md 


In  the  past  20  years,  the  number  of  women  physicians  in 
the  United  States  has  quadrupled,  approaching  80,000  in 
1985.  In  1987,  one  third  of  all  medical  school  graduates 
were  women.  New  York  State  has  the  largest  percentage 
of  women  physicians  in  the  country,  with  approximately 
14%.' 

Women  physicians  in  New  York  State  have  a rich  his- 
torical tradition.  It  is  ripe  with  women  challenging  the  an- 
tiquated system,  demanding  their  right  to  study  and  prac- 
tice medicine.  Women  physicians  were  among  the  first 
advocates  of  the  poor,  of  women,  and  of  children.  They 
were  the  first  to  organize  into  professional  societies  and 
thus  served  as  role  models  for  women  nationwide. 

This  paper  focuses  on  women  physicians  in  New  York 
State,  from  their  lonely  beginnings  in  the  mid- 1800s 
through  the  20th  century,  when  they  slowly  but  steadily 
grew  in  numbers  and  influence.  Their  present  status  in  the 
medical  community  is  discussed,  and  an  attempt  is  made 
to  explore  and  project  what  lies  ahead  in  the  future.  One 
thing  is  certain:  Dr  Mary  Lobell’s  statement,  “The  wom- 
an physician  has  come  and  she  has  come  to  stay,”  is  as  true 
today  as  it  was  in  1905  when  she  wrote  it  in  the  Women’s 
Medical  Journal? 

The  Past 

The  Origins  of  Women  Physicians  in  New  York  State. 

Prior  to  the  1850s,  women  were  not  a part  of  the  medical 
establishment.  They  did,  however,  practice  medicine,  as 
they  had  since  colonial  times.  They  were  lay  practitioners 
who  provided  most  of  the  medical  care  given  in  the  home. 
They  were  nurses,  midwives,  dabblers  in  folk  and  herbal 
medicine,  and  the  first  health  reformers.  By  the  mid- 19th 
century,  with  the  increasing  numbers  of  male  physicians 
and  the  rise  in  professionalism,  there  was  a real  need  for 
women  to  have  a formal  medical  education  and  creden- 
tials.^ 

In  1849,  Elizabeth  Blackwell  became  the  first  woman 
to  earn  a medical  degree  from  a recognized  medical  col- 
lege in  the  United  States.  She  gained  admission  to  the  Ge- 
neva College  of  Medicine,  a small  school  in  upstate  New 
York,  much  to  the  chagrin  of  the  dean  and  faculty.  She 
had  not  chosen  an  easy  road  to  travel;  she  was  snubbed  by 
the  townspeople.  She  was  asked  to  be  absent  when  her 
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anatomy  class  studied  the  male  reproductive  system,  and, 
when  she  finally  graduated  at  the  top  of  her  class,  the 
Medical  Society  of  the  State  of  New  York  censured  the 
school.  In  1850,  Harriot  Hunt,  after  gaining  entrance  to 
the  Harvard  Medical  School,  was  rejected  and  forced  to 
leave  the  class  after  a threatened  boycott  by  the  students. 
She  succeeded  in  obtaining  a medical  degree  from  Syra- 
cuse University  as  a homeopathic  physician  and  later  went 
on  to  become  a professor  of  midwifery  and  diseases  of 
women  and  children  in  Rochester. 

Women’s  Medical  Schools.  Although  those  early  wo- 
men physicians  proved  that  they  were  not  only  physically 
but  intellectually  capable  of  pursuing  a career  in  medi- 
cine, the  American  medical  schools  were  resistant  to  giv- 
ing them  places  in  entering  classes.  Because  of  this,  it  be- 
came increasingly  clear  to  those  pioneering  women 
physicians  that  it  was  necessary  to  open  schools  of  medi- 
cine exclusively  for  women  students.  The  first  of  these 
schools,  founded  in  1 850  by  a group  of  Quaker  gentlemen 
who  believed  that  women  should  be  given  the  opportunity 
to  study  medicine,  was  the  Female  Medical  College  of 
Pennsylvania  (later,  the  Woman’s  Medical  College  of 
Pennsylvania  and  now  the  Medical  College  of  Pennsylva- 
nia). Very  early  on,  however.  New  York  became  the  cen- 
ter for  the  education  of  the  woman  physician. 

The  first  of  the  New  York  medical  schools.  The  New 
York  Medical  College  and  Hospital  for  Women,  was 
founded  in  1863  by  Clemence  Lozier,  who  received  her 
medical  degree  from  the  Eclectic  Medical  College  of  Syr- 
acuse. In  1868,  Elizabeth  Blackwell,  in  conjunction  with 
her  sister  Emily  and  Marie  Zakrzewska  (“Dr  Zak”), 
founded  the  Woman’s  Medical  College,  which  was  at- 
tached to  the  New  York  Infirmary.  This  school  later 
merged  in  1900  with  Cornell  University  Medical  College. 
However,  women  students  were  only  allowed  to  attend 
classes  at  the  upstate  Ithaca  campus.  The  Hygeio-Thera- 
peutic  Institute  was  founded  by  Mary  Gove  Nichols,  a 
noted  lecturer  and  health  reformer  in  the  mid- 1 800s. 

The  women’s  medical  schools  served  several  important 
functions.  First,  they  offered  a genteel,  nonprejudical  at- 
mosphere in  which  women  students  were  able  to  study  and 
learn  the  art  of  medicine.  They  also  offered  teaching  posi- 
tions for  outstanding  women  physicians,  enabling  several 
women  faculty  members  to  become  known  and  respected 
members  of  the  medical  community.  The  hospitals  at- 
tached to  the  medical  schools  offered  clinical  experience 
and  opportunities  for  research  unavailable  elsewhere. 
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These  institutions  also  served  as  springboards  for  many  of 
the  health  and  welfare  reform  policies  that  women  physi- 
cians were  dominant  in  bringing  to  the  attention  of  the 
medical  community.  Finally,  the  practice  of  “network- 
ing” had  its  origins  in  the  women’s  schools  and  hospitals.^^P'^^l 
Women’s  medical  schools,  especially  in  New  York 
State,  were  genuinely  supported  by  several  prominent 
male  physicians.  The  New  York  County  Medical  Society 
served  on  the  Board  of  Examiners  of  the  Women’s  Medi- 
cal College,  with  several  of  its  most  prestigious  members 
also  serving  as  consultants  and  teachers.  By  the  1 880s,  the 
women’s  medical  colleges  offered  an  education  as  good  as 
any  of  the  “regular”  medical  schools.  The  university  med- 
ical schools  finally  began  to  accept  women  at  the  end  of 
the  19th  century.  By  1890,  35  schools  allowed  women  in 
their  classes,  although  there  were  quotas. 

Women’s  Medical  Societies.  The  women  doctors  of 
New  York  State  were  in  the  forefront  of  originating  all 
kinds  of  organizations  of  female  physicians.  In  1873,  the 
Alumnae  Association  of  the  New  York  Infirmary  Medi- 
cal College  for  Women  established  the  Association  for  the 
Advancement  of  Medical  Education  for  Women.  This  was 
most  likely  the  first  formal  association  of  women  physi- 
cians nationwide.  The  association  was  renamed  the  Wo- 
men’s Medical  Association  of  New  York  City  in  1899.  On 
May  2,  1908,  the  women  physicians  of  upstate  New  York 
incorporated  their  association  in  Rochester  and  named  it 
the  Women’s  Medical  Society  of  New  York  State,  thus 
becoming  the  oldest  legally  incorporated  women’s  medi- 
cal organization  in  the  United  States.  Soon  after,  in  1909, 
the  Women’s  Medical  Association  of  New  York  City  was 
incorporated  in  upstate  Albany.^ 

Unfortunately,  national,  state,  and  county  medical  so- 
cieties refused  to  allow  women  to  join  their  ranks.  Many 
practitioners  believed,  without  validity,  that  women  phy- 
sicians were  too  closely  associated  with  the  medical  coun- 
terculture of  the  eclectics  (botanic  doctors)  and  the  ho- 
meopaths. One  of  the  more  progressive  medical  societies, 
the  Medical  Society  of  the  County  of  Kings,  accepted  its 
first  woman  member  in  1877.  Phoebe  J.  Ferris  was  a grad- 
uate of  the  Woman’s  Medical  College-New  York  Infir- 
mary. Shortly  after,  in  1879,  three  more  women  physi- 
cians became  members.  Between  1877  and  1914,  66 
women  were  admitted  to  membership  in  the  Medical  Soci- 
ety of  the  County  of  Kings. ^ 

In  1915,  women  were  given  full  membership  in  the 
American  Medical  Association  (AMA).  That  same  year, 
the  Medical  Women’s  National  Association  was  formed. 
The  American  Medical  Women’s  Association  (AMWA) 
was  organized  later. 

Pioneering  and  Prominent  Women  Physicians  of  New 
York  State.  The  following  physicians  are  outstanding 
examples  of  women  who  have  practiced  and  worked  in 
New  York  State.  This  list  is  incomplete  and  provides  only 
a flavor  of  the  accomplishments  and  breadth  of  influence 
of  these  women  doctors. 

• Elizabeth  Blackwell — the  first  woman  graduate  of  a 
recognized  medical  school  in  the  United  States  (1850) 
and  founder  of  the  New  York  Infirmary  and  Women’s 
Medical  College. 

• Mary  Putnam  Jacobi — founder  and  first  president  of 


the  Women’s  Medical  Association  of  New  York  City; 
first  woman  admitted  to  the  New  York  Academy  of 
Medicine  and  chair  of  the  section  of  neurology. 

• Emily  Dunning  Barringer — first  woman  ambulance 
surgeon  in  World  War  II;  she  was  instrumental,  with 
Congressman  E.  Celler  and  the  Medical  Society  of  the 
State  of  New  York,  in  enabling  women  to  obtain  com- 
missions in  the  United  States  armed  forces. 

• S.  Josephine  Baker — a prominent  health  reformer  who 
structured  the  model  for  the  Children’s  Bureau  in  the 
New  York  City  Department  of  Health,  which  champi- 
oned health  care  for  children;  the  first  chief  of  the  Divi- 
sion of  Child  Hygiene  in  1908,  the  first  in  the  United 
States. 

• Mathilda  Wallen — one  of  the  first  to  advocate  physical 
therapy  in  heart  conditions  in  1912. 

• Elise  Strang  L’Esperance — researcher  in  the  preven- 
tion and  cure  of  cancer;  founder  of  the  Strang  Tumor 
Clinic  in  1932. 

• Connie  Guion — distinguished  teacher  and  clinician  at 
Cornell  University  Medical  College,  for  whom  the  Out- 
patient Clinic  Building  was  named. 

• Ida  Scudder — graduate  of  the  first  class  at  the  Cornell 
Union  Medical  College  and  founder  of  the  Hospital  and 
Medical  School  for  Women  in  India. 

• Esther  Pohl  Lovejoy — founder  of  the  American  Wo- 
men’s Hospitals  (AWH),  an  agency  that  provided  med- 
ical aid  to  Europe  and  Asia  Minor  during  and  after 
World  War  I. 

• Katherine  Dodge — Lieutenant-colonel  who  served  with 
the  United  Nations  Relief  and  Rehabilitation  Adminis- 
tration; chief  medical  officer  in  refugee  camps  in  Pales- 
tine and  Greece. 

• Rosa  Lee  Nemir — first  woman  to  obtain  full  professor- 
ship in  the  Department  of  Pediatrics  at  the  New  York 
University  Medical  School. 

• Adelaide  Romaine — first  woman  officer  of  the  New 
York  County  Medical  Society. 

• Janet  Travell — a pioneer  in  the  field  of  pain  relief;  ap- 
pointed White  House  Physician  for  President  John  F. 
Kennedy. 

• Leona  Baumgartner — the  first  woman  Commissioner 
of  Health  of  New  York  City. 

• Nancy  E.  Dean  of  the  Albany  Medical  College. 

• Jo  Ivey  Boufford — immediate  past-president  of  the 
New  York  City  Health  and  Hospitals  Corporation. 

• Joyce  M.  McChesney — first  woman  to  be  elected  as  an 
officer  of  the  Medical  Society  of  the  State  of  New  York. 

• Lila  A.  Wallis — current  president  of  American  Medi- 
cal Women’s  Association;  originator  of  the  earliest 
women  physician’s  leadership  conference. 

• Mary  Ann  Payne— L\r%i  woman  president  of  the  New 
York  Academy  of  Medicine. 

The  Impact  of  Women  Physicians  in  New  York  State. 

One  of  the  greatest  areas  of  influence  of  women  physi- 
cians has  been  public  health.  Women  physicians  in  the 

early  days  dominated  this  field.  In  the  1890s,  the  Wo- 
men’s Medical  Journal  made  social  medicine  its  focus. 
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The  journal  appealed  to  the  AM  A in  1905  to  support  pro- 
grams in  public  health.  Prominent  was  Rosalie  Slaughter 
Morton,  a New  York  State  surgeon,  who  in  1909  came 
before  the  AMA  and  highlighted  the  need  for  that  body  to 
take  an  active  role  in  the  promotion  of  preventive  medi- 
cine, prenatal  care  for  mothers,  and  the  education  of  the 
public  in  child  health  and  welfare.  The  Women’s  Medical 
Association  of  the  State  of  New  York  supported  a stand- 
ing committee  on  social  hygiene  in  1907.  They  also  spon- 
sored symposia  for  the  lay  public  and  medical  profession- 
als on  public  health  related  topics. 

As  a result  of  the  caucus  activity  by  women  physicians 
at  the  turn  of  the  century,  the  New  York  Academy  of 
Medicine,  in  conjunction  with  the  Medical  Society  of  the 
State  of  New  York,  set  up  a series  of  lectures  on  a wide 
range  of  public  health  topics. A similar  program 
was  inaugurated  in  Brooklyn  by  the  Medical  Society  of 
the  County  of  Kings.  Many  of  the  speakers  on  the  pro- 
gram were  women.  In  1887,  Dr  Lucy  Hall,  a prison  physi- 
cian and  member  of  the  Medical  Society  of  the  County  of 
Kings,  presented  her  paper,  “Inebriety  in  Women,  Its 
Causes  and  Results,”  which  was  a compassionate,  realis- 
tic discussion  of  the  problem  entirely  consonant  with  cur- 
rent thinking  on  the  subject  today. ^ 

The  women  physicians  of  New  York  State  have  had  an 
impact  in  other  areas  of  medicine;  however,  they  were  tru- 
ly pioneers  in  public  health.  As  a tribute  to  the  importance 
of  women  in  this  field.  Dr  S.  Josephine  Baker  of  New  York 
City  was  recruited  to  teach  at  the  New  York  University 
School  of  Medicine  in  1915.  Dr  Baker  taught  at  New 
York  University  for  15  years.  It  was  through  her  efforts 
that  New  York  University  began  to  offer  a degree  of  Doc- 
tor of  Public  Health.* 

The  Present 

New  York  State  has  the  largest  number  of  women  phy- 
sicians (10,000)  of  any  state  in  the  Union.  This  number 
represents  approximately  14%  of  the  total  number  of 
women  physicians  in  the  United  States.  In  New  York 
State,  approximately  20%  of  all  physicians  are  women. 
This  number  is  rapidly  changing,  with  the  graduation  of 
larger  numbers  of  women  medical  students. 

Women  and  Medical  Society  Membership.  Only  22% 
of  New  York  State’s  10,000  women  physicians  are  mem- 
bers of  county  medical  societies  and  the  Medical  Society 
of  the  State  of  New  York  (MSSNY).  In  an  effort  to  bring 
more  women  into  the  society,  the  subcommittee  on  Wom- 
en Physician  Membership  was  formed  in  1986.  (This  sub- 
committee is  part  of  the  MSSNY  Committee  on  Member- 
ship currently  chaired  by  Dr  Randall  D.  Bloomfield.)  The 
purpose  of  the  subcommittee  is  to  focus  on  increasing  the 
membership  of  women  physicians.  Its  mission  is  to  struc- 
ture a plan  to  attract  more  women  into  the  medical  soci- 
ety, to  identify  those  issues  of  concern  to  women  physi- 
cians, and  to  encourage  women  to  take  a more  active  role 
within  the  county  as  well  as  the  state  society. 

Traditionally,  women  have  tended  not  to  join  organized 
medicine.  Nationally,  only  29%  of  women  belong  to  state 
societies,  compared  with  49%  of  male  physicians.  The  rea- 
sons most  frequently  cited  for  this  are  lack  of  time  and 
interest,  dues  believed  to  be  too  high  for  benefits  received, 
the  lack  of  representation  of  the  views  of  women  physi- 


cians by  the  medical  society,  inadequate  opportunities  for 
positions  of  responsibility  and  leadership,  the  tendency  for 
women  to  be  salaried  and/or  employed  part  time,  etc. 

The  county  medical  societies  and  the  MSSNY  are  in 
active  competition  with  other  organized  medical  groups 
for  membership  of  women  physicians.  Women,  like  their 
male  counterparts,  are  more  apt  to  join  specialty  societies 
than  the  county  and  state  organization.  Some  women  are 
more  comfortable  joining  AMWA,  where  they  feel  there 
is  more  support  and  a greater  opportunity  for  networking. 
There  is  also  competition  with  the  AMA,  which  many 
women  have  joined  in  lieu  of  local  groups.  This  has  been 
especially  true  when  money  for  society  membership  is  lim- 
ited, and  the  benefit  package  offered  by  the  AMA  had 
been  judged  equal  or  superior. 

Presently,  women  are  under-represented  in  the 
MSSNY,  in  general  membership  and  in  positions  of  re- 
sponsibility and  leadership.  In  the  past,  this  was  due  in 
part  to  the  fact  that  their  membership  was  not  actively 
sought.  Prior  to  1989,  there  had  never  been  a woman  offi- 
cer or  board  of  trustee  member  at  the  MSSNY.  In  1989, 
Joyce  McChesney,  an  anesthesiologist  from  Rochester, 
was  nominated  and  elected  Assistant  Secretary  of  the 
Medical  Society  at  the  Annual  House  of  Delegates  meet- 
ing. Since  the  inception  of  the  Subcommittee  on  Women 
Physicians  and  the  increasing  awareness  that  the  Com- 
mittee on  Membership  has  focused  on  the  women  physi- 
cians within  the  MSSNY’s  ranks,  the  number  of  women 
physician  MSSNY  delegates  to  the  AMA  has  increased 
to  four,  and  the  number  of  women  delegates  to  the 
MSSNY  annual  convention  has  risen  to  more  than  20. 

At  the  county  society  level,  women  are  frequently  given 
opportunities  for  leadership,  serving  not  only  as  board  of 
trustee  members,  but  as  officers,  including  presidents  and 
chairs  of  standing  committees.  Some  women  physicians 
who  have  distinguished  themselves  in  the  county  medical 
societies  in  recent  years  include  the  following:  Juana 
Toporovsky — Bronx,  President;  Nancy  Nielsen — Erie, 
President;  Ann  Cea — Westchester,  President;  Donna 
O’Hare — New  York,  President;  Elise  Korman — Suffolk, 
President;  Geraldine  Keyes — Ulster,  President;  Coleen 
Livingston — St  Lawrence,  President;  Joyce  McChes- 
ney— Monroe,  President;  Patricia  Randall — Onondaga, 
President;  Hilda  Ratner — Queens,  President;  Nicetas 
Kuo — Queens,  Board  of  Trustees;  Veronica  Santilli, 
Kings,  President-Elect. 

Many  women  have  also  served  as  delegates  and  alter- 
nate delegates  to  the  AMA  and  the  MSSNY.  There  are 
many  women  physicians  who  have  served  as  committee 
chairs  and  in  other  leadership  positions.  Women  are  also 
members  of  every  standing  committee  at  the  MSSNY,  the 
Governing  Council  of  MSSNY  Hospital  Medical  Staff 
Section  (Vickie  Seltzer),  the  AMA  Council  on  Scientific 
Affairs  (Patricia  Numann),  the  Associate  Editorial  Board 
(Florence  Kavaler)  and  the  staff  (Naomi  Bluestone)  of 
the  New  York  State  Journal  of  Medicine,  and  the 
MSSNY  Council  (Kathleen  Squires,  past  resident  repre- 
sentative). 

In  June  1987,  the  MSSNY  council  approved  Resolu- 
tion 87-49  (HOD)  on  “Women  Physicians”  which  called 
for  the  society  to  set  up  a leadership  conference  to  identify 
those  women  physicians  who  would  be  willing  to  assume  a 
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more  active  role  within  the  MSSNY  and  their  county  so- 
cieties. In  addition,  the  Committee  on  Membership  was 
charged  with  the  task  of  continuing  to  focus  on  strategies 
to  attract  more  women  into  the  society.  Thus,  MSSNY 
mobilized  its  forces  in  an  attempt  to  bring  women  into  the 
mainstream  of  the  society. 

The  Subcommittee  on  Women  Physicians  formulated  a 
strategic  marketing  plan  for  the  purpose  of  implementing 
the  directives  of  the  council  concerning  women  physi- 
cians. The  stated  objectives  of  this  plan  are  to  increase  the 
number  of  women  physicians  in  the  MSSNY  and  the 
county  societies,  identify  women  willing  to  take  a more 
active  role  within  the  society,  identify  issues  of  concern  to 
women  physicians,  analyze  the  MSSNY  benefit  package 
vis-a-vis  women  members,  focus  on  women  members  via 
workshops,  newsletters,  etc,  and  open  dialogue  with  non- 
member women  physician  groups. 

Each  one  of  the  above  objectives  has  been  addressed 
within  the  past  few  years.  There  have  been  membership 
drives  targeting  women  physicians.  Surveys  have  been 
completed  identifying  the  concerns  and  life  styles  of  wom- 
en doctors,  and  the  MSSNY  benefit  package  has  been  re- 
evaluated. Women  physician  delegates  have  met  to  dis- 
cuss resolutions  and  other  issues  that  concern  them.  A 
well-attended  workshop  held  at  the  Warwick  Hotel  in 
New  York  City  in  November  1987  focused  on  leadership 
and  life  style  skills  for  women  physicians.  (Another  such 
symposium  was  held  in  May  1990.)  The  MSSNY  has  co- 
sponsored with  the  AMWA  two  dinners  following  the 
1988  and  1989  MSSNY  CME  Conventions  in  New  York 
City.  The  county  medical  societies  have  been  urged  to 
sponsor  local  seminars  and  meetings  for  member  and  non- 
member women.  They  have  also  been  encouraged  to  set  up 
task  forces  and  committees  on  women  physicians,  similar 
to  those  in  Westchester  and  New  York  County.  The  au- 
thor serves  as  a liaison  for  the  MSSNY  with  the  Women’s 
Medical  Society  of  New  York  City. 

The  plan  of  the  MSSNY  to  increase  women  member- 
ship within  the  society  has  been  set  in  motion.  As  Albert  S. 
Lyons,  MD,  wrote  in  his  chapter  on  women  in  medicine, 
“Today,  the  road  is  open  and  the  future  journey  seems 
clear.  The  first  woman  to  become  president  of  the  state 
medical  society  may  attract  attention,  but  before  long  oth- 
ers will  follow  and,  like  their  male  counterparts,  hardly  be 
noticed.”'^<P^'^') 

Women  Physicians  in  Medical  Academia.  Possibly 
the  greatest  advancements  for  the  women  doctors  of  New 
York  State  have  been  in  the  field  of  medical  academia.  In 
a survey  taken  by  the  AMA  in  1982,^  major  problems  fac- 
ing women  who  chose  an  academic  career  were  reported. 
These  problems  included  lack  of  academic  advancement 
and  tenure,  the  perception  that  women  were  less  confident 
than  their  male  faculty  colleagues,  and  some  negative 
feelings  on  the  part  of  the  male  establishment. 

In  New  York  State,  women  have  played  a role  as  medi- 
cal school  faculty  members  and  administrators.  Nancy  E. 
Gary,  MD,  who  was  appointed  in  1989  as  the  14th  dean  of 
the  Albany  Medical  College,  is  the  first  woman  dean  at  a 
coeducational  medical  school  in  New  York  State  and  the 
fourth  nationally.  There  is  also  good  representation  of 
women  as  associate  deans  in  the  various  medical  schools  in 
New  York  State.  Women  have  also  distinguished  them- 


selves as  full  and  assistant  professors  at  the  medical 
schools.  Cornell  University  recently  established  the  Doc- 
tor Lila  Wallis  Visiting  Professorship  in  Women’s  Health. 

Although  advancements  in  academic  appointments 
have  been  made,  salary  structure  has  not  kept  pace.  Don- 
oghue'°  studied  salary  inequities  for  women  and  minor- 
ities in  medical  academia.  She  found  that  although  wom- 
en have  generally  received  salaries  that  equal  those  of 
male  faculty  colleagues,  women  full  professors  with  many 
years  of  rank  tended  to  have  significant  discrepancies  in 
salary.  There  are  now  women  who  hold  the  title  of  full 
professor  and  who  head  major  departments  at  medical 
schools  and  hospitals.  They  have  taken  on  much  of  the 
responsibility  for  the  teaching  and  guidance  of  medical 
students  and  house  staff.  But  there  is  still  a discrepancy  in 
their  numbers  when  compared  to  male  faculty  and  admin- 
istrators. 

Women  House  Staff  in  New  York  State.  Data  from 
1987  indicated  that  there  were  approximately  3,000  wom- 
en in  residency  training  in  New  York  State.  Women,  un- 
like their  counterparts  20  years  ago,  can  be  found  in  every 
type  of  residency  program.  Although  pediatrics,  internal 
medicine,  and  general  practice  account  for  the  vast  major- 
ity of  specialty  areas,  approximately  7%  of  women  are  in 
surgery  and  the  surgical  subspecialties. 

Women  in  residency  training  require  more  from  their 
program  than  their  predecessors.  Changes  deemed  neces- 
sary include  a flexible  work  and  on-call  schedule  enabling 
a responsible  marital  and  family  life,  shared  residencies 
enabling  time  off  for  pregnancies  and  motherhood  in  the 
early  childbearing  years,  and  quality  refresher  courses  for 
women  who  have  interrupted  their  training.'' 

Program  directors  will  soon  have  to  define  their  mater- 
nity leave  policies  for  women  residents  and  come  into  com- 
pliance with  the  1978  Pregnancy  Discrimination  Law  of 
the  Federal  Government.  These  policies  will  be  written  as 
part  of  the  residents’  contracts  and  will  be  structured  in 
accord  with  the  AMA  “Maternity  Leave  for  Residents’’ 
study  and  recommendations.'^ 

The  Future 

The  number  of  women  physicians  in  the  United  States 
is  growing.  It  has  been  estimated  that  by  the  year  2000  it 
will  quadruple.  It  has  been  further  estimated  that  by  the 
early  1990s,  women  will  make  up  approximately  35%  of 
the  medical  school  graduates.  With  these  increasing  num- 
bers will  come  new  practice  patterns  and  life  styles.  The 
surge  in  the  female  physician  population  means  that  wom- 
en will  have  a new  visibility  in  the  health  care  system. 
Since  New  York  has  the  largest  number  of  women  physi- 
cians nationwide,  this  state  will  be  the  first  to  see  the  im- 
pact of  women  in  large  numbers  on  the  practice  of  medicine. 

Dr  Clair  Callan,  past  president  of  AMWA  and  a mem- 
ber of  the  Advisory  Panel  of  the  AMA  Women  in  Medi- 
cine Project,  sees  two  challenges  for  those  who  champion 
an  increased  role  of  women  in  organized  medicine.'^  First, 
all  physicians  must  be  educated  as  to  the  importance  of 
joining  medical  societies  if  they  are  to  have  a voice  in  the 
practice  of  medicine.  Second,  those  women  who  join  orga- 
nized medical  societies  must  be  mainstreamed  into  com- 
mittee appointments  and  encouraged  to  accept  leadership 
roles. 
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The  real  challenge  to  the  MSSNY  and  the  county  soci- 
eties is  to  increase  female  membership.  If  the  medical  so- 
ciety fails  to  attract  women  members,  then  the  member- 
ship will  gradually  decrease,  and  the  MSSNY  will  lose 
credibility  as  the  voice  for  physicians  in  New  York  State. 

Judith  Lorber,  phd'‘*  (Professor  of  Sociology  at  the 
City  University  of  New  York  Graduate  Center  and 
Brooklyn  College),  challenged  women  physicians  not  to 
settle  for  “unsung,  necessary,  unglamorous  Primary  Care.” 
In  such  a setting  she  sees  women  as  part  timers,  group 
practitioners,  and  competitive  with  nurse  practitioners. 
They  would  have  no  impact  on  medical  practice,  no  voice 
in  health  care  policy  decisions,  and  would  simply  form  the 
bland  backdrop  of  medicine.  Instead,  she  sees  the  role  of 
women  in  the  future  as  a “different  voice,”  which  can 
bring  to  medical  practice  changes  and  new  directions  in 
many  areas  that  need  critical  thought,  as  well  as  a new 
ethic  of  responsibility.  These  areas  include  the  care  of  the 
dying,  organ  transplantation,  genetic  counseling,  and  new 
reproductive  technology. 

Historian  and  philosopher  Regina  Morantz-Sanchez, 
PhD,  addressed  the  American  Academy  of  Pediatrics 
“Woman  Leadership  in  Pediatrics”  conference  (Chicago, 
June  1988)  and  asked  the  question,  “Will  the  increasing 
population  of  women  in  the  medical  field  change  the  way 
medicine  is  practiced?”'^  She  called  on  women  physicians 
to  bring  back  to  the  practice  of  medicine  the  “humanism” 
that  was  lost  with  the  scientific  advances  of  the  20th  cen- 
tury. This  humanism  is  what  she  contends  will  be  the 
woman  physician’s  greatest  impact  on  the  practice  of 
medicine  in  the  future. 

In  New  York  State,  with  its  many  poor,  homeless,  drug 


addicted,  and  mentally  ill  patients,  and  the  AIDS  crisis, 
women  physicians  have  a unique  opportunity  to  champion 
health  care  reforms  that  will  aid  the  downtrodden  of  soci- 
ety. Medicine,  influenced  by  increasing  numbers  of  wom- 
en, has  the  potential  to  be  shaped  and  molded  into  a more 
caring  profession.  In  areas  of  patient  care,  medical  society 
leadership,  legislative  reform,  and  health  care  policy  deci- 
sions, the  woman  physician  can  bring  more  empathy, 
compassion  and,  most  of  all,  the  ability  to  listen. 
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An  interview  with  Nancy  E.  Gary,  MD,  a medical  school  dean 

Lillian  Gross,  md 


Nancy  E.  Gary,  MD,  was  named  dean  of  the  Albany  Medi- 
cal College  in  1988.  In  October  1989,  she  was  interviewed 
for  the  New  York  State  Journal  of  Medicine’s  special  is- 
sue, “Women  as  Physicians — Women  as  Patients." 

Lillian  Gross  (LG):  How  does  it  feel  to  be  the  first 
woman  dean  of  a co-educational  medical  school? 

Nancy  Gary  (NG):  To  begin,  I am  not  the  first  woman 
dean.  The  first  woman  dean  of  a co-educational  medical 
school  was  Leah  Lowenstein,  who  interestingly  enough 
was  also  a nephrologist.  She  was  dean  at  Thomas  Jeffer- 
son University  Medical  School  a few  years  ago,  in  1983  I 
believe.  She  passed  away  quite  tragically  a few  years  ago. 
There  are  now  two  other  women  who  are  deans  of  Ameri- 
can medical  schools.  One  is  Nydia  deJesus  at  the  Univer- 
sity of  Puerto  Rico,  and  the  other  is  B.  Lyn  Behrens  at  the 
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Loma  Linda  Medical  School  in  California.  So  I am  the 
third  sitting  woman  dean. 

LG:  It  is  still  quite  impressive.  How  did  you  get  there? 

NG:  A lot  of  hard  work. 

LG:  I believe  it. 

NG:  I followed  a traditional  academic  career.  Much 

of  my  early  professional  activity  was  in  teaching,  research, 
and  clinical  practice.  My  research  led  to  original  contribu- 
tions to  the  literature  which  enabled  me  to  be  promoted  to 
the  rank  of  full  professor.  It  was  then  that  I decided  I was 
ready  to  make  a change.  I considered  medical  school  ad- 
ministration as  an  alternative,  thinking  it  would  be  inter- 
esting, and  decided  to  give  it  a try.  I found  that  I had  some 
natural  talent  for  it,  and  I liked  it.  So  I have  stayed  with  it 
since  1981. 

LG:  Is  the  field  ready  for  more  women  to  assume  posi- 

tions of  power  in  medical  academia? 

NG:  I think  so.  Many  women  have  the  background. 
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experience,  and  skills  to  assume  leadership  roles  in  our 
medical  institutions. 

LG:  What  would  you  consider  to  be  the  major  obsta- 

cles to  the  advancement  of  women  in  medical  academia? 

NG:  I think  that  for  whatever  the  reasons,  there  are 

certain  areas  that  offer  greater  opportunities  for  women 
than  others.  You  know,  most  women  don’t  rise  to  senior 
academic  ranks,  or  to  leadership  positions  in  medical 
school  administration.  I think  some  women  become  disen- 
chanted with  the  lock-step  progression  this  usually  entails. 
They  want  to  take  time  off  to  have  a family  and  nurture 
that  family,  and  this  runs  against  a clock  that  ticks  away 
toward  tenure.  So  they  decide  to  leave.  Or  they  find  that 
an  academic  career  is  more  demanding  than  they  thought 
it  would  be,  and  they  can  have  a better  life  style  in  some 
sort  of  part-  or  full-time  private  practice  arrangement, 
where  they  have  more  control  over  their  lives  than  they  do 
in  a medical  school  position.  I think  some  of  this  repre- 
sents a misconception  about  an  academic  career. 

LG:  A misconception? 

NG:  Yes.  I think  there  are  a variety  of  opportunities 

within  the  medical  school  environment  that  permit  a stim- 
ulating and  rewarding  career.  Part-time  arrangements  or 
clinician  educator  tracks  are  options  that  might  provide  a 
better  life  style.  However,  I also  think  medical  schools 
must  review  their  tenure  policies  to  permit  faculty,  re- 
gardless of  gender,  to  stop  the  clock  to  raise  a family  or 
pursue  some  unique  experience  on  a short  term  basis  such 
as  the  Peace  Corps  or  public  service.  I also  believe  that  in 
some  institutions  women  have  got  to  really  be  outstanding 
in  order  to  attain  promotion  and  tenure  and  thus  rise  to  the 
senior  ranks. 

LG:  More  outstanding  than  the  men? 

NG:  I think  so,  in  some  schools. 

LG:  I thought  those  days  were  fading  fast.  What 

makes  you  say  so? 

NG:  In  my  opinion  women  physicians  remain  under 

careful  scrutiny,  probably  because  we  are  still  relatively 
few  in  number.  Remember  it  was  only  in  the  mid-1970s 
that  women  were  accepted  to  medical  school  in  significant 


numbers,  and  the  “pipeline”  is  at  least  seven  years  long. 

LG:  What  advice  would  you  give  those  following  in 

your  footsteps? 

NG:  One  way  you  achieve  goals  is  through  hard  work, 

but  hard  work  isn’t  peculiar  to  being  a physician,  and  it 
isn’t  gender  related.  To  be  a concert  pianist  you  have  to 
practice  long  hours  and  make  personal  sacrifices.  The 
same  is  true  if  you’re  a tennis  player  or  a competitive 
swimmer  or  anything  else.  If  you  want  a career  in  medi- 
cine you  have  to  be  motivated  to  achieve  it  and  have  a 
desire  to  make  that  kind  of  contribution  to  society.  In  or- 
der to  rise  in  an  academic  institution,  you  have  to  know  the 
rules  of  the  organization  in  which  you  are  working,  and 
you  have  to  continue  to  make  progress  towards  your  goal. 

LG:  I sense  you  are  talking  about  gamesmanship. 

NG:  Gamesmanship  or  organizational  policies.  You 
must  know  the  rules  and  the  players  to  understand  how  to 
be  successful  in  an  organization. 

LG:  Did  you  have  to  make  a lot  of  personal  sacrifices 

to  be  able  to  do  it? 

NG:  I think  everyone  does,  men  and  women  alike. 

LG:  Did  you  have  to  personally! 

NG:  Did  I?  Yes,  I suppose  I have.  I have  been  ex- 

tremely focused.  I don’t  particularly  want  to  go  into  my 
personal  life,  but  I think,  yes,  I have  had  to  make  sacrifices 
over  the  years. 

LG:  Would  you  feel  comfortable  sharing  with  us  some 

examples  of  what  you  remember? 

NG:  I’m  really  a very  private  person  and  would  prefer 

not  to  cite  examples. 

LG:  Why  do  you  think  you  made  it  when  others 
didn’t? 

NG:  It’s  a matter  of  discipline,  of  wanting  to  achieve. 

One  fundamental  thing  is  that  I really  like  to  work.  I de- 
rive a lot  of  enjoyment  from  work,  and  so  it  is  pleasurable 
and  satisfying  for  me.  This  makes  me  keep  wanting  to  take 
the  next  step,  to  be  challenged  by  the  next  opportunity, 
and  see  what  things  I could  be  successful  at.  I’m  fulfilled 
by  these  accomplishments. 

LG:  Did  you  have  any  mentors  at  all,  and  do  you  be- 

lieve in  a mentor  system? 

NG:  I certainly  believe  in  mentors.  After  all,  Socrates 

taught  Plato,  Plato  taught  Aristotle,  Aristotle  taught  Al- 
exander the  Great,  and  he  conquered  the  world,  at  least  as 
it  was  known  in  330  BC!  Mentoring,  however,  is  one  area 
where  women  may  be  at  a disadvantage. 

LG:  Who  were  your  mentors? 

NG:  They  were  all  men.  I was  very  fortunate  in  that  I 

had  some  outstanding  ones  early  in  my  career,  when  I was 
starting  out  in  academic  medicine  as  a nephrologist.  I had 
some  wonderful  people  as  mentors.  In  my  latest  career, 
Dick  Reynolds,  who  was  the  dean  at  the  Robert  Wood 
Johnson  Medical  School,  truly  wore  the  mantle  of  mentor 
for  me  and  nurtured  and  shaped  my  career.  I feel  as 
though  I am  his  legacy  to  academic  medicine.  Such  rela- 
tionships are  very  important  and  I’m  not  sure  why  women 
are  not  as  successful  as  men  at  mentoring.  It  seems  that 
when  women  come  into  an  organization  they  often  don’t 
seek  mentors  out.  Consequently  they  are  not  always  told 
what  the  rules  are  and  are  not  guided  along  the  way  as 
most  men  are. 

LG:  You  have  made  a number  of  references  to  “rules” 
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and  knowing  the  system.  Have  you  any  concrete  sugges- 
tions for  how  to  pick  up  the  rules  in  any  given  organiza- 
tion? 

NG:  Begin  by  reviewing  the  bylaws;  they  are  the  rules 

of  governance  for  the  institution.  Next,  attend  departmen- 
tal and  faculty  meetings  so  you  can  learn  how  business  is 
conducted  and  who  the  players  are.  Soon  the  establish- 
ment’s power  brokers  will  become  known.  Volunteer  for 
committees,  because  such  service  will  help  you  to  learn  the 
political  structure  of  the  institution.  Learn  to  debate  and 
understand  the  process  of  compromise.  Observe  and  coun- 
sel with  those  who  are  responsible  for  political  events  after 
you  have  learned  the  issues.  Select  as  mentors  individuals 
with  both  administrative  and  political  skills — they’re  in- 
separable. 

LG:  I have  seen  a lot  of  women  myself  who  just  don’t 

know  the  rules,  and  get  into  trouble. 

NG:  That’s  right.  They  don’t  take  the  time  to  learn 
and  observe  the  organization  or  they  don’t  seek  the  help 
they  need.  There  may  not  be  a person  senior  enough  who  is 
willing  to  say,  “Look,  this  is  what  you  have  to  do.”  In  some 
cases,  despite  your  attempts  to  advise  them,  they  don’t 
want  to  know.  They  don’t  want  to  hear. 

LG:  Are  you  saying  women  are  stubborn,  poor  learn- 

ers, or  prideful? 

NG:  I don’t  know.  Maybe  all  three!  Seriously,  most 

successful  women  I know  have  spent  so  much  of  their  time 
“going  it  alone”  without  help  or  support,  and  I think  they 
are  just  unaccustomed  to  seeking  out  a mentoring  rela- 
tionship. 

LG:  Have  you  had  any  really  “hairy”  experiences  in 

going  up  the  ladder? 

NG:  Not  really  “hairy”  experiences  but  rather  a con- 

stant feeling  that  I have  walked  on  the  edge  of  a cliff  for  25 
years.  As  a woman  trying  to  achieve  within  the  male  domi- 
nated academic  environment,  I have  had  to  be  careful.  If  I 
supported  too  strongly  some  issues  which  might  be  judged 
to  be  feminist  issues,  I might  have  fallen  off  the  cliff.  If,  on 
the  other  hand,  I didn’t  support  some  of  the  issues  that  it 
would  have  been  appropriate  to  support,  I could  still  have 
fallen  off  the  cliff,  because  I might  have  been  perceived  as 
not  possessing  an  understanding  about  women’s  issues, 
positions,  or  whatever.  So  it  is  really  difficult.  I’m  not  sure 
if  I am  being  very  clear  about  what  I trying  to  say. 

LG:  I think  I understand.  But  can  we  have  some  ex- 
amples, please?  Not  that  I’m  trying  to  turn  you  into  a 
mentor  yourself! 

NG:  A woman  faculty  member  comes  to  you  with  rea- 

sons to  suspect  a salary  inequity.  She  has  unsuccessfully 
discussed  the  matter  with  her  immediate  supervisor.  She 
wants  you  to  go  over  the  head  of  her  boss.  What  do  you 
do?  Risk  your  own  position  or  disappoint  her? 

LG:  I see  what  you  mean.  Tell  me  about  grantsman- 

ship.  One  of  the  people  working  with  us  on  this  special 
issue  of  the  New  York  State  Journal  of  Medicine  said  that 
she  gave  up  on  academia  when  it  was  a matter  of  getting 
herself  a grant. 

NG:  I’m  not  sure  what  she  means.  Did  she  lack  the 
creativity  to  ask  the  research  question?  Did  she  lack  the 
technical  “know  how”  to  write  a grant?  Or  did  she  not 
want  to  get  her  own  salary  through  grants?  Some  women 
aren’t  very  well  trained  in  how  to  write  grants  unless  they 


have  a good  mentor.  I never  perceived  that  there  was  any 
bias  there.  I may  be  mistaken,  I am  just  saying  that  I per- 
sonally didn’t  perceive  it.  But  I think  that  some  women  are 
not  getting  the  kind  of  coaching,  experience,  and  guidance 
they  need  to  obtain  grants.  There  are,  of  course,  some 
women  who  are  enormously  successful. 

LG:  Are  you  planning  a course  in  “grantsmanship”  at 

your  medical  school? 

NG:  Yes,  and  admission  won’t  be  based  on  gender!  It 

will  be  open  enrollment! 

LG:  Where  did  you  learn  the  business  and  manageri- 

al skills  you  need  to  run  a medical  school? 

NG:  On  the  job! 

LG:  All  on  the  job? 

NG:  Yes,  I took  two  brief  management  courses  from 
the  Association  of  American  Medical  Colleges,  but  I 
think  I learned  most  of  it  on  the  job. 

LG:  The  professional  managers  and  deans  of  pro- 
grams offering  masters  degrees  in  administration  might 
disagree  with  you,  but  I agree,  some  people  are  just  born 
with  it. 

NG:  Yes,  I may  be  one  of  those.  Perhaps,  more  impor- 
tant than  management  training,  deans  need  to  be  leaders. 
This  is  a subject  that  I do  read  about.  John  MacGregor 
Burns’  book.  Leadership,  is  a particularly  excellent  trea- 
tise on  the  subject. 

LG:  Next  question.  What  changes  in  the  traditional 

medical  curriculum  do  you  plan  to  implement,  if  any? 

NG:  I am  very  interested  in  developing  a medical  cur- 

riculum that  is  more  in  keeping  with  contemporary  medi- 
cine. This  would  emphasize  several  things.  One  is  teaching 
how  to  care  for  patients  in  an  ambulatory  setting.  Most 
students  who  graduate  don’t  end  up  practicing  in  a hospi- 
tal, much  less  in  a tertiary  care  hospital.  Most  of  them 
practice  in  communities,  and  in  medical  schools  we  give 
them  inadequate  experience  in  seeing  what  the  practice 
environment  is  like.  I also  think  it  is  important  to  teach 
students  to  practice  high  quality  medicine  in  an  efficient 
and  cost  effective  manner.  This  includes  how  to  practice  in 
a health  care  environment  where  there  is  tight  manage- 
ment of  the  health  care  dollar.  These  are  two  important 
areas  that  we  need  to  address  to  make  education  more  in 
keeping  with  what  the  physician  actually  does  profession- 
ally. 

LG:  That  makes  a lot  of  sense.  Logistically  and  prac- 
tically, what  plans  have  you  for  accomplishing  this? 

NG:  At  Albany  Medical  College  we  are  in  the  midst 
of  a feasibility  study  to  determine  how  best  we  can  en- 
hance the  ambulatory  experiences  we  already  offer  stu- 
dents. We  are  also  conferring  with  representatives  of  two 
other  schools  to  develop  a special  primary  care  track,  per- 
haps with  emphasis  on  the  managed  care  environment. 

LG:  Tell  me,  where  do  you  plan  to  go  from  this  job? 

Or  haven’t  you  given  it  any  thought  yet? 

NG:  I have  no  idea.  I’m  convinced  that  medical  school 

deans  should  have  a finite  tenure.  I am  not  sure  I know 
what  that  should  be.  My  own  life  cycle  has  been  to  change 
every  seven  years.  So  I think  I will  be  doing  this  job  some- 
where between  five  and  seven  years,  and  then  there  will  be 
at  least  one  more  for  me.  Don’t  ask  me  where!  I might  be 
interested  in  going  back  into  the  public  sector.  I spent  last 
year  working  in  Congress,  and  a public  service  opportuni- 
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ty  might  prove  interesting.  I might  also  be  interested  in 
another  deanship,  or  doing  something  in  foundation  work, 
or  some  charitable  experience. 

LG:  What  were  you  doing  in  Congress?  What’s  going 

on  there  that  women  physicians  should  stay  alert  to? 

NG:  I was  fortunate  to  receive  one  of  the  Robert 

Wood  Johnson  Foundation  Health  Policy  Fellowships. 
The  program  is  run  by  the  Institute  of  Medicine  of  the 
National  Academy  of  Sciences.  After  a two-month  inten- 
sive orientation  the  fellows  work  in  Congress  or  the  execu- 
tive branch  of  government.  I worked  on  the  Energy  and 
Commerce  Committee,  Subcommittee  on  Health  and  the 
Environment  in  the  US  House  of  Representatives.  Access 
to  health  care,  expenditure  targets,  and  the  resource  based 
relative  value  scale  are  topical  and  deserve  all  physicians’ 
attention. 

LG:  Tell  me,  do  you  think  things  would  have  been  a 

little  bit  different  for  you  professionally  if  you  had  been 
saddled  with  a family  and  all  of  that? 

NG:  Very  much  so. 

LG:  Do  you  feel  that  women  who  are  leading  a tradi- 

tional, married  life  style  have  a more  difficult  time,  or  a 
different  kind  of  time,  in  academia? 

NG:  Yes,  I think  there  are  women  who  can  achieve  as 

I have  achieved.  Lyn  Behrens  and  Nydia  deJesus  I believe 
are  both  married.  Leah  Lowenstein’s  children  happened 
to  have  been  pretty  grown  up  by  the  time  she  took  the 
position.  So  there  are  women  who  have  become  medical 
school  deans  while  concurrently  raising  a family.  I don’t 
think  I would  have  been  as  successful  had  I had  a family. 

LG:  I know  I gave  up  the  academic  route  when  I had 

children. 

NG:  A lot  of  women  do. 

LG:  I just  found  I couldn’t  do  it.  I had  my  two  chil- 


dren in  the  bathtub  one  day,  and  my  husband  was  out  on 
house  calls,  and  they  called  me  from  an  emergency  room 
with  a convulsing  child.  I couldn’t  be  on  call  24  hours  a 
day.  No  maid,  two  screaming  children,  it  was  too  hard. 

NG:  I think  there  are  some  women  who  can  achieve  it 
but  I think  . . . 

LG:  They  need  a super  support  system. 

NG:  Absolutely.  I am  fortunate  in  that  I’ve  had  sup- 
portive family  and  friends. 

LG:  Most  of  the  women  I have  spoken  to  find  that 

their  careers  are  really  handicapped  when  they  have  small 
children.  The  housekeepers  quit,  helpful  people  aren’t 
around,  and  it  makes  a big  difference. 

NG:  Sure.  You  can’t  be  on  call  and  have  small  chil- 
dren at  home.  It’s  not  possible.  You  can’t  do  it,  unless  you 
have  somebody  else. 

LG:  And  are  they  hard  to  find!  Before  we  let  you  get 

back  to  work,  any  other  thoughts  you’d  care  to  share  with 
us?  Any  words  to  house  staff,  would-be  doctors,  or  soon- 
to-be  retirees? 

NG:  A last  thought  to  share?  Perhaps  a quote  from 
Thoreau’s  Walden  would  be  fitting:  “If  one  advances  con- 
fidently in  the  direction  of  his  dreams  and  endeavors  to 
live  the  life  he  has  imagined,  he  will  meet  with  a success 
unexpected  in  common  hours  ...  If  you  have  built  castles 
in  the  air,  your  work  need  not  be  lost;  that  is  where  they 
should  be.  Now  put  the  foundation  under  them.’’  Medi- 
cine continues  to  be  a wonderful  profession  with  unlimited 
opportunities  to  have  a variety  of  professional  experiences 
within  one  career.  It  offers  great  freedom  and  that  is  why  I 
think  it  is  a particularly  excellent  choice  for  women. 

LG:  I don’t  want  to  intrude  any  further  on  your  time. 

I just  want  to  thank  you  very,  very  much. 

NG:  It’s  been  my  pleasure. 


History  of  the  formation  of  the  Committee  on  Women  of  the 
Westchester  County  Medical  Society 

Toni  G.  Novick,  md 


The  Committee  on  Women  of  the  Westchester  County 
Medical  Society  was  granted  permanent  status  by  the 
board  of  directors  in  April  1986.  The  story  of  this  commit- 
tee had  begun  more  than  ten  years  earlier. 

In  1975,  a small  group  of  women  physicians  issued  an 
open  invitation  to  all  of  the  400  women  physicians  living  in 
this  county  immediately  north  of  New  York  City.  (It  was 
recognized  that  not  all  physicians  who  lived  in  the  county 
worked  there,  as  Westchester  is  a bedroom  community.) 
The  invitation  was  to  attend  a meeting  to  share  mutual 
concerns  by  virtue  of  sex  and  profession. 
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Approximately  40  women  physicians  attended  this  ini- 
tial meeting  and  proved  eager  to  share  their  ideas.  They 
talked  informally  about  problems  of  social  isolation,  con- 
flicts between  career  and  family  responsibilities,  concerns 
about  sexism,  needs  for  continuing  medical  education 
(CME),  and  more  participation  in  professional  societies. 
From  this,  a steering  committee  developed,  and  a tele- 
phone survey  followed  to  provide  information  on  the  needs 
and  desires  of  the  360  women  who  had  not  attended  the 
first  meeting.  Of  the  125  women  we  were  able  to  contact, 
75%  indicated  an  interest  in  attending  professional  meet- 
ings, 65%  wanted  to  socialize,  and  most  were  interested  in 
both.  We  also  learned  that  only  40%  were  members  of  any 
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county  medical  society,  and  only  10%  were  members  of 
the  American  Medical  Women’s  Association  (AMWA). 

With  such  a large  number  of  women  physicians  indicat- 
ing a need  for  professional  and  social  communication,  the 
steering  committee  decided  to  petition  the  board  of  direc- 
tors of  the  Westchester  County  Medical  Society  to  be- 
come designated  as  a Committee  on  Women. 

The  committee  would  focus  on  encouraging  greater 
participation  by  women  physicians  within  organized 
medicine;  the  exchange  of  professional  information  such 
as  CME  programs;  the  provision  of  a voice  for  women 
physicians  to  express  their  needs  and  concerns  to  the  soci- 
ety; the  attempt  to  dispel  stereotypes  and  misconceptions 
about  women  physicians  and  publicize  women  physicians’ 
contributions  to  medicine;  and  the  need  to  draw  attention 
to  medical  issues  concerning  women,  such  as  reproductive 
rights  and  rape. 

Although  the  Committee  on  Women  applied  for  perma- 
nent status  within  the  medical  society,  the  best  we  could 
achieve  was  ad  hoc  status  awarded  annually.  As  far  as  we 
knew,  ours  was  the  first  such  committee  within  a medical 
society  in  the  country. 

During  the  first  five  years,  the  Committee  on  Women 
had  yearly  outreach  meetings.  These  took  place  at  the 
medical  society  offices,  at  the  home  of  one  of  the  partici- 
pating physicians,  or  at  the  New  York  Medical  College. 
Several  sessions  at  the  medical  college  were  well  attended 
by  large  groups  of  female  and  male  students  and  their 
families.  Discussions  dealt  with  postgraduate  medical  life 
styles,  as  well  as  participation  in  organized  medicine.  Sev- 
eral panels  and  speakers  on  various  topics  such  as  finan- 
cial planning,  premenstrual  syndrome,  new  concepts  of 
the  psychology  of  women,  and  rape  were  presented. 

The  committee,  unassisted  by  the  program  committee 
of  the  Westchester  County  Medical  Society  and  working 
autonomously,  developed  its  own  yearly  programs.  These 
addressed  midlife  issues  for  women;  sexually  transmitted 
diseases;  treatment  of  breast  cancer;  geriatric  medicine 
focusing  on  special  needs  of  women;  eating  disorders  such 
as  anorexia,  bulimia,  and  obesity;  health  problems  in  ado- 
lescent females,  including  smoking,  planned  and  un- 
planned pregnancy,  and  substance  abuse;  alternatives  in 
conception  and  contraception;  and  plastic  surgery,  includ- 
ing liposuction  and  breast  reconstruction. 

Somewhere  around  the  fifth  year,  as  permanent  status 
continued  to  be  denied,  the  members  of  the  committee  an- 
guished over  whether  or  not  it  should  just  regroup,  per- 
haps as  a branch  of  the  American  Medical  Women’s  As- 
sociation. Although  consideration  was  given  to 
maintaining  the  committee  as  a presence  in  both  societies, 
fear  was  expressed  that  this  would  water  down  the  effec- 
tiveness of  each  group  and  perhaps  decrease  the  participa- 
tion of  women  whose  time  was  already  very  limited.  The 
dual  role  was  chosen.  An  AMWA  chapter  was  formed  and 
now  has  more  than  60  enrollees,  as  well  as  at  least  52  med- 
ical student  members.  During  1982,  the  two  groups  jointly 
ran  a very  successful  workshop  on  leadership  for  women  in 
medicine  with  participation  by  practitioners,  medical  stu- 
dents, social  workers,  administrators,  nurses,  and  profes- 
sors in  medical  schools. 

At  this  same  period  in  the  committee’s  history,  the 
county  medical  society  president,  while  continuing  to 


deny  the  committee  permanent  status,  stated  that  he 
would  like  to  see  greater  participation  of  the  women  physi- 
cians on  other  committees  of  the  society,  and  he  asked  the 
committee’s  help  in  encouraging  this.  In  a relatively  short 
time,  each  committee  member  also  enrolled  in  a second 
committee,  and  we  immediately  became  more  visible  and 
vocal.  Today,  every  committee  of  this  county  society  has 
one  or  more  women  on  it,  as  does  the  editorial  board  of  the 
society’s  journal  and  the  board  of  directors. 

Each  year,  the  committee  requested  permanent  status, 
and  each  year  the  request  was  denied  for  a variety  of  rea- 
sons. In  one  rejection  letter,  the  increasing  participation  of 
the  women  on  all  of  the  committees  was  cited.  The  belief 
was  expressed  that  this  reflected  the  interests  of  women 
and  that  there  was  therefore  no  need  for  a special  commit- 
tee. The  committee  itself  strongly  disagreed  with  this  the- 
sis. It  thought  that  without  this  committee  highlighting 
special  issues  of  interest  to  women,  participation  by  wom- 
en might  no  longer  continue  as  actively. 

Once  the  quotas  on  women  in  medical  school  were  lift- 
ed, women  constituted  one  third  of  the  medical  students 
and  novice  physicians  in  a very  short  time.  This  did  not 
mean  that  women  physicians  would  automatically  pro- 
gress along  the  pipeline  and  show  up  in  similar  percent- 
ages as  heads  of  major  services,  deans  of  medical  schools, 
or  heads  of  hospitals  and  large  medical  centers.  They  are 
confronted  on  the  one  hand  with  the  need  to  be  recognized 
as  women  of  achievement,  and  on  the  other  hand  to  be 
recognized  as  people  of  achievement.  Women  who  wish  to 
become  part  of  a male  inner  circle  feel  the  need  to  over- 
come men’s  suspicions  of  women  as  women.  By  creating  a 
committee  on  women,  the  women  physicians  who  em- 
barked on  that  journey  hoped  to  offer  personal  support 
through  networking  and  communication,  action  on  health 
issues — especially  those  pertaining  to  women — and  infor- 
mation on  career  options  and  development. 

It  took  nine  months  to  become  an  ad  hoc  committee  and 
ten  years  to  become  a permanent  committee,  albeit  a spe- 
cial committee  and  not  a standing  one,  of  the  Westchester 
County  Medical  Society.  Today  there  are  more  than  500 
women  physicians  living  in  the  county,  and  the  percentage 
of  women  members  in  the  society  remains  the  same.  How- 
ever, they  are  more  active  and  continue  to  proselytize  for 
more  women  members.  One  former  committee  member  is 
president-elect  of  the  society  this  year.  There  can  be  no 
question  that  without  the  committee,  the  society  would 
never  have  sponsored  a program  on  midlife  issues  for 
women,  and  would  never  have  had  as  many  active  women, 
or  a woman  as  president-elect. 

Women  physicians  need  other  women  to  offer  a balance 
to  the  subtle  “put-downs”  that  men  sometimes  use  to  pro- 
tect the  boundaries  of  their  collegial  brotherhood.  Women 
physicians  need  other  women  to  serve  as  active  role  mod- 
els, mentors,  and  sponsors.  Women  physicians  need  other 
women  in  crucial  gatekeeping  positions,  where  they  can 
search  out  talented,  able  women  and  support  their  bids  for 
staff  positions  and  heads  of  committees  and  services. 
Women  physicians  need  other  women  as  colleagues  and 
professional  friends,  just  to  exchange  information  about 
running  an  office,  handling  patients,  or  moving  into  a new 
field.  Women  physicians  need  the  support  of  other  women 
to  make  significant  changes  in  medical  education,  health 
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care  delivery,  and  research  priorities. 

All  physicians  realize  that  the  profession  is  changing. 
The  grimness  of  malpractice,  third  party  interference, 
HMOs,  PPOs,  DRGs,  and  the  rest  of  the  alphabet  soup 
has  led  to  decreased  satisfaction  with  medicine  as  a career, 
a diminished  entrepreneurial  image,  and  decreased  par- 
ticipation in  organized  medicine.  All  this  portends  a radi- 
cal change  in  the  image  of  the  doctor  and  the  way  that 


medicine  is  practiced  in  the  United  States.  This  change  in 
medicine  coincides  with  the  increased  number  of  women 
practicing  medicine  in  the  United  States.  Men  and  women 
physicians  are  all  in  the  same  boat  in  this  sea  of  change. 
The  history  of  the  Committee  on  Women  shows  that  wom- 
en physicians  must  act  in  order  to  have  a substantial  im- 
pact on  the  design  and  the  character  of  that  boat  and  the 
direction  in  which  it  will  sail. 


Parenthood  and  practice 

Adelaide  T.  Scanlon,  md 


My  daughter  has  just  delivered  her  third  daughter,  Caro- 
lyn, my  28th  grandchild.  How  lucky  can  Tom  and  I be!  I 
reminisce  over  the  last  44  years.  Then  I think  of  the  statis- 
tics today  of  women  in  medicine;  63%  of  women  surgeons 
are  childless.  Do  they  know  what  joys  in  life  they  are  miss- 
ing? I wonder  how  many  remain  childless  because  of  the 
fear  of  not  being  able  to  be  a perfect  mother  because  of  a 
career? 

Work  need  not  interfere  with  caring,  responsible  par- 
enting. Tom  Sheehy  and  I established  our  priorities  early 
on  with  the  knowledge  that  there  would  be  times  that  ex- 
ceptions would  have  to  be  made.  Our  first  priority  was  to 
each  other,  the  second  to  the  children,  and  the  third  to  our 
careers. 

At  first  we  lived  in  New  York  City,  but  soon  after  our 
first  child  was  born,  we  felt  suburban  living  would  better 
suit  our  needs.  We  moved  to  Roslyn,  Long  Island,  and  for 
one  year  I commuted  to  my  New  York  practice  and  clinics 
in  pediatrics  while  starting  a practice  on  Long  Island.  This 
was  a very  hectic  time.  Tom  was  still  in  the  service,  sta- 
tioned at  Mitchell  Field,  and  then,  on  discharge,  was  start- 
ing a solo  practice  in  obstetrics  and  gynecology.  When  my 
son  John  was  born,  I decided  to  give  up  practice  in  New 
York  City.  Practice  increased  more  rapidly  on  the  Island 
when  people  realized  I was  available  all  the  time. 

A child  care  person  was  mandatory,  and  my  own  was 
heaven  sent.  She  lived  in  the  Bronx,  and  when  I lived  in  the 
city,  her  daughter  “baby-sat”  for  me  during  office  hours 
and  clinics  during  the  summer  of  1949.  The  mother,  Mrs 
McCormick,  provided  back-up  service  and  took  over  when 
Barbara  returned  to  school.  In  November,  when  we 
moved  to  Long  Island,  she  said  she  would  commute  (one 
and  a half  to  two  hours  each  way)  to  help  me  unpack. 
“Mac,”  as  the  children  called  her,  never  finished  unpack- 
ing. She  stayed  on  to  help  with  my  brood  of  four  boys  and 
six  girls  for  25  years. 

Finding  a “Mac”  is  essential  for  a woman  physician’s 
career.  She  has  to  be  loving,  intelligent,  and  willing  to  car- 
ry out  your  wishes  on  child  care,  and  she  must  be  treated 
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with  respect  and  love  by  you;  in  turn,  your  children  will 
respect  and  love  her.  That  is  the  magic  ingredient  to  keep- 
ing your  help.  Mac  was  included  in  all  of  the  children’s 
activities  and  treated  as  a family  member.  Tom  and  I took 
over  the  care  of  the  children  evenings  and  weekends. 

We  found  it  essential  to  have  specific  times  off,  and  to 
find  good  coverage  for  our  patients.  Tom  entered  into  a 
partnership  that  lasted  many  years,  and  I arranged  cover- 
age with  other  women  physicians  in  the  area,  all  practic- 
ing pediatrics  in  home  offices.  On  a first  visit,  patients 
were  instructed  about  our  routine  of  early  morning  phone 
hours,  vacation  time,  and  coverage.  They  were  told  that 
these  physicians  were  also  on  call  for  my  own  children. 

Take  vacations  and  time  for  family.  You  can  always 
obtain  coverage  for  patients,  but  the  day  you  have  a heart 
attack,  there  is  no  one  to  cover  for  a mother  or  a wife. 
Second  to  child  care  comes  house  care.  Are  you  a better 
wife  or  mother  because  you  clean  house  or  do  the  wash? 
Of  course,  some  of  you  may  enjoy  household  chores,  and 
some  of  these  can  be  used  to  teach  children  responsibility 
and  independence.  My  children  could  all  use  the  washing 
machine  and  dryer  to  follow  his  or  her  laundry  through  at 
age  ten.  This  made  for  one  unusual  plaint;  “When  is  the 
machine  available  for  me?”! 

Human  nature  being  what  it  is,  interesting  stories  could 
be  told.  I remember,  for  example,  when  Marie,  after  a few 
grinding  hours  of  studying,  remembered  she  needed  clean 
gym  uniforms  for  the  next  day.  At  1:00  AM  she  came  and 
knocked  on  our  door  to  ask,  “If  I put  my  things  in  the 
laundry  now  would  they  be  ready  in  the  morning?”  Of 
course  her  father,  like  a fairy  godfather,  put  them  in  the 
machine  and  one  hour  later  awoke  again  to  put  them  in  the 
dryer.  He  also  folded  them  in  the  morning  in  time  for 
school.  He  said,  “It’s  a mighty  poor  house  that  can’t  af- 
ford at  least  one  princess.”  We  had  many  laughs  about 
such  incidents.  One  fall,  Jim  had  faded  bleached  jeans  be- 
fore they  were  the  fad.  I questioned  him  about  it  and  he 
said,  “You  know  the  Clorox®  ad  where  the  cat  pushes  the 
plastic  bottle  of  Clorox®  off  the  shelf  and  it  does  not 
break?  Well,  it  does!  I experimented  and  it  broke  and 
splattered.” 

Some  household  activities  can  become  family  affairs. 
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such  as  getting  dinner.  All  the  children  learned  to  cook, 
and  cook  creatively  and  well,  and  I would  tell  the  boys  I 
would  give  them  excellent  references  that  they  would  be 
good  husbands.  (P.S.  They  are!) 

Continuing  medical  education  course  were  popular 
with  the  family,  as  we  would  take  one  child  with  us.  There 
were  guided  tours  of  Boston  with  Tom  while  I was  at  “Ad- 
vances in  Pediatrics.”  Eileen  saw  Montreal  when  Tom 
took  an  oncology  course.  Margaret  had  an  in-depth  tour  of 
Washington  and  Williamsburg  during  another  OB/GYN 
seminar.  Family  tours  were  generally  long  weekends  in 
New  York  in  spring  or  Washington  at  Easter,  as  our  house 
in  Vermont  was  too  muddy  for  most  springtime  activi- 
ties. 

In  December  1 96 1 , we  bought  the  old  farm  in  Vermont. 
This  decision  came  about  after  we  spent  a wonderful 
Christmas  vacation  at  the  Lake  Placid  Club.  The  whole 
family  was  anxious  to  return  yearly,  but  we  realized  when 
we  checked  out  that  what  seemed  to  be  a down  payment 
on  ownership  was  only  an  eight-day  bill  for  1 3 people.  The 
next  year  we  found  our  14-room  house  on  75  acres  of 
woods  and  pasture  in  Vermont  with  the  mountains  and  a 
lake  nearby,  at  a more  affordable  rate.  This  has  been  our 
vacation  spot  up  to  the  present,  and  the  grandchildren  love 
it  as  much  as  their  parents  did,  in  all  seasons. 

In  summer,  after  eight  weeks  of  local  day  camp,  we 
would  spend  two  weeks  of  relaxing,  swimming,  boating, 
and  a ball  game  or  two.  At  this  time  the  children  could 
bring  a friend  and  we  often  had  a great  time  with  as  many 
as  30  people  up  there.  (We  had  no  television!)  One  of  my 
women  colleagues,  taking  a leaf  out  of  our  book,  said  to 
me  this  past  fall,  “We  are  doing  everything  with  our  chil- 
dren and  taking  them  with  us.  I never  realized  that  it  could 


be  so  much  fun!” 

Private  practice  gave  me  flexibility.  I could  pick  and 
choose  my  time  off  within  reason.  If  I needed  two  hours  to 
attend  a school  play,  I could  arrange  appointments.  If  I 
was  teaching  first  aid  to  the  Girl  Scout  troop,  I worked  a 
little  later.  If  dinner  was  late,  the  children  learned  to  ad- 
just, and  they  would  start  some  homework  or  take  a nap. 
(We  rarely  had  dinner  before  7 PM.  The  boys  commuted  to 
high  school  in  New  York  City  and  the  train  arrived  in 
Roslyn  at  6:30  PM.)  On  Fridays  we  made  a family  affair  in 
winter  and  went  to  the  basketball  games. 

Tom  and  I have  had  44  full  years.  Now  eight  of  the  ten 
children  are  happily  married,  and  we  still  have  wonderful 
times  together.  They  enjoy  dinner  for  all  here  on  Sunday 
and  take  vacations  together  in  Vermont.  Occasionally, 
they  take  tours  to  Disneyland  with  two  or  three  families 
together.  Eileen  and  John  are  with  me  in  a pediatric  prac- 
tice. Eileen’s  husband.  Carlo  Annese,  MD,  is  practicing 
internal  medicine  across  from  our  office  in  a professional 
building,  and  one  of  their  classmates,  James  Walker,  MD, 
a radiologist  practicing  ten  miles  away,  is  married  to  my 
daughter  Marie.  We  practice  medicine  with  our  priorities 
in  mind.  There  are  no  evening  hours  except  “on  call 
nights,”  every  other  night  and  every  other  weekend.  In 
spring  and  early  summer,  Tom  took  Saturdays  off  to 
coach  Little  League  while  his  partner  played  golf  on 
Sundays. 

Having  work,  a supportive  husband,  and  a wonderful 
family  has  given  me  a very  fulfilling  life.  I do  not  play 
afternoon  bridge,  play  golf,  or  join  clubs,  and  we  did  not 
travel  until  recently,  but  I would  not  have  changed  a mo- 
ment of  it.  Parenting  cut  into  our  income  but  what  an  ex- 
change! We  have  had  all  the  more  to  love. 


Jane  V.  Williams,  MD  (1924-1989):  An  appreciation 


Naomi  R.  Bluestone,  md,  mph 


I am  sitting  here  looking  at  Jane’s  curriculum  vitae,  and  it 
reads  like  that  of  a stranger.  It  is  so  impressive,  so  organi- 
cally correct,  as  informative  as  an  official  tractate  issued 
by  the  Mayor’s  Task  Force  on  the  Correctness  of  Re- 
sumes. How  methodically  it  tracks  the  advancing  career 
of  a dedicated  physician,  records  her  training  and  profes- 
sional positions,  reminds  the  reader  of  her  selfless  involve- 
ment in  community  affairs.  A good  doctor’s  life  in  synop- 
sis! But  who  would  have  suspected  that  underneath  all 
that  propriety  was  a Janie?! 

Her  CV  begins  at  Hunter  College  High  School,  that 
famous  breeding  ground  of  bright  young  things,  and  a ba- 
chelor’s degree  from  the  parent  institution  in  1945.  It 
notes  her  removal  to  the  nation’s  capital  to  obtain  her 
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medical  degree  from  Howard  University  (but  makes  no 
note  of  the  fact  that  the  budding  physician  packed  up  her 
dirty  laundry  every  Friday  night  and  mailed  it  home  to  be 
laundered  and  returned  fresh  on  Monday  by  the  family 
help!).  It  duly  records  her  internship  and  residencies  at 
Sydenham,  Lincoln,  and  the  old  Willard  Parker  hospitals. 
It  furthermore  says  here  that  she  did  three  years  in  the 
private  practice  of  pediatrics  in  Philadelphia,  at  which 
time  she  also  made  her  first  entry  into  the  field  of  public 
health.  She  then  returned  to  New  York  City  to  begin  a 20- 
year  association  with  the  Bedford-Williamsburg  HIP 
group.  Six  years  later,  she  came  to  the  City  of  New  York 
Department  of  Health,  to  undertake  a second  specialty 
training  that  would  culminate  in  her  master’s  degree  in 
public  health  from  Columbia  University  in  1965,  and  her 
certification  by  the  American  Board  of  Preventive  Medi- 
cine in  1968.  It  is  at  this  time  that  I entered  her  curricu- 
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lum  vitae,  although  this  minor  fact,  too,  was  not  recorded. 

“Let’s  go  have  a lunch,”  she  proposed  to  the  new  resi- 
dent, struggling  to  adapt  to  the  big  city,  which  was  un- 
wieldy and  tempestuous  even  then.  “You  want  some 
lunch?  Let’s  go  have  a lunch!”  A firm  hand  propelled  me 
by  the  elbow,  and  I ordered  my  first  grilled  cheese  on  rye 
at  Squire’s,  while  a gimlet  eye  and  a smooth  drawl  in- 
quired what  I thought  of  the  Health  Department.  Al- 
though the  question  was  thoroughly  professional,  and 
characteristic  of  her  direct  approach  to  the  satisfaction  of 
her  curiosity,  I never  knew  her  to  draw  an  artificial  line 
between  personal  and  professional.  She  made  it  clear  from 
the  outset  that  this  senior  colleague  of  the  same  sex,  with 
all  the  instincts  of  a large,  whiskey-bearing  dog,  consid- 
ered me,  a novice  climber  in  the  field  of  health  politics,  her 
personal  mission.  She  was  going  to  be  responsible  for  the 
education  of  Naomi  Bluestone. 

Janie  wasted  no  time.  I recall  one  specific  day  when  we 
had  attended  one  of  those  exceptionally  dull  administra- 
tive meetings  at  some  uptown  site,  emerging  at  the  ambig- 
uous hour  of  three  in  the  afternoon.  Ever  the  grind,  I was 
prepared  to  head  back  to  my  desk  for  what  was  left  of  the 
day.  Jane  was  scandalized,  absolutely  horrified,  that  any- 
one could  interpret  the  Puritan  ethic  of  work  so  literally. 
“We  are  going  shopping,”  she  announced  firmly.  “We  will 
not  go  back  to  the  Health  Department.  We  will  go  to 
Bergdorf-Goodman.  They  are  having  a sale,  and  they  are 
open  late  tonight.”  Propelling  me  firmly  by  an  elbow  that 
should  have  become  bursitic  by  now,  she  hauled  me  like  a 
recalcitrant  donkey  into  a perfumed  salon  whose  sales- 
ladies made  me  want  to  flee  in  abject  terror  back  into  the 
bas  coutured  middle  class  to  which  intimidated  and  im- 
poverished medical  students  naturally  gravitate. 

“This  will  do  nicely,”  she  said,  moving  swiftly  back  and 
forth  from  the  rack,  and  pushing  the  new  me  in  front  of  the 
mirror.  I looked  so  good  I had  to  pinch  myself.  “Try  this 
one,  too,”  she  said,  looking  over  her  black-rimmed  glasses, 
and  tossing  a green  poie  de  soie  in  my  direction.  Again  I 
thrilled,  only  to  immediately  suffer  the  true  obsessive’s  de- 
cisional dilemma.  “I  don’t  know  which  one  to  buy,”  I 
wailed,  in  genuine  anguish.  “Take  them  both,”  she  re- 
plied, with  the  insouciance  of  the  indulged  nouveau  riche. 

Take  them  both!  It  was  probably  the  first  time  in  my 
life  that  anyone  had  said,  “Take  them  both.”  In  one  bold, 
and  I’m  sure  calculated  stroke,  Janie  introduced  me  to  the 
pursuit  of  hedonism,  a worldly  grace  totally  absent  from 
my  upbringing.  I was  changed  forever.  We  left  Bergdorfs 
that  day  with  1 1 dresses,  a coat  (a  princess  line  pink  silk 
with  a bow  at  the  neck!),  a suit  with  matching  blouse 
(primrose  linen!),  and  a bill  of  well  over  a thousand  dollars 
(in  those  days!).  Janie  smiled  her  bemused.  Saint  Bernard 
smile,  shook  a few  drops  of  whiskey  over  the  fainting 
climber,  and  breezily  propelled  me  through  the  rotating 
door.  “Have  them  sent  to  Dr  Bluestone  when  the  alter- 
ations are  completed,”  she  announced  to  the  ecstatic 
saleswoman,  as  she  hailed  a cab  (my  first).  Singlehanded- 
ly  she  had  transformed  this  workaholic  drudge  into  some- 
one who  was  beginning  to  understand  in  some  inchoate 
way  the  concept  of  “having  everything.” 

Janie  took  great  pride  in  her  own  appearance,  and  was 
always  well  tailored  in  classic  feminine  suits  cut  by  a 
dressmaker  to  conceal  her  figure  faults.  She  looked  much 


younger  than  her  “stated  age,”  perhaps  because  she  made 
time  for  personal  care,  a luxury  unheard  of  in  medical 
school.  (She  did  her  best  to  get  me  from  loafers  to  heels, 
but  never  succeeded.) 

She  wasted  as  little  moral  anguish  over  her  work  as  she 
did  on  apparel.  She  thought  it  extremely  foolish  of  me  to 
waste  too  much  time  studying  for  my  Board  examination, 
when  most  of  it  was  all  that  radiology  and  aerospace  non- 
sense that  I would  never  look  at  again.  Why  not  get  the  old 
tests  and  just  memorize  them?  After  all,  those  elderly  gen- 
tlemen who  made  up  the  exams  were  probably  too  lazy  to 
completely  research  and  rewrite  them  every  year,  no? 
“You  will  pass,  and  it  doesn’t  matter  by  how  much,”  she 
said.  “Now  let’s  go  have  a lunch.”  It  was  my  turn  to  be 
scandalized  but  I did  as  she  suggested,  and  passed  as 
handily  as  if  I had  sacrificed  sleep  on  the  altar  of  multiple 
choice.  (I  wouldn’t  have  been  caught  dead  doing  that  in 
medical  school!) 

Jane  made  time  for  fun.  She  whisked  me  away  to  her 
Oceanside  vacation  home  in  New  Jersey,  introducing  me 
to  the  sybaritic  pleasures  of  washing  sand  off  with  a show- 
er before  getting  dressed.  Although  her  big  and  handsome 
fellow  Bill  was  soon  to  go  his  separate  way,  she  encour- 
aged me  to  spend  more  time  dating.  Not  that  she  was  a 
conventional  woman  herself!  When  she  met  Ronnie  Wil- 
liams, the  big  love  of  her  life,  whose  death  a year  ago  un- 
doubtedly served  to  hasten  hers,  she  gleefully  reported 
that  there  was  no  need  to  marry  him,  since  (by  sheer  coin- 
cidence) they  both  had  the  same  last  name  anyway.  To 
this  day,  I don’t  know  whether  or  not  she  ever  stood  up 
with  him  in  front  of  a preacher. 

When  my  biological  clock  started  ticking  more  audibly, 
an  invisible  cuckoo  popping  out  periodically  to  upset  me, 
she  reminded  me  that  poo!  who  needs  children  anyway. 
She  was  ten  years  my  senior  and  had  no  intention  of  stay- 
ing at  home  to  raise  children.  I suspect  the  Saint  Bernard 
was  deliberately  “putting  me  on,”  but  it  was  helpful  to 
meet  a woman  who  could  at  least  joke  about  it.  Today’s 
attitudes  about  the  barrenness  of  women  without  children 
are  infinitely  more  civilized,  in  part  due  to  the  courage  of 
women  like  Jane. 

Although  Janie  could  be  a provocateur  par  excellence,  a 
devil’s  advocate  on  any  subject  from  hypertension  in 
young  black  males  to  the  stagnation  of  “Central  Office,” 
she  was  above  all  else  kind  and  motherly.  Her  bemused, 
slightly  quizzical  smile,  even  when  she  was  good-natured- 
ly teasing,  would  quickly  give  way  to  concern  if  anyone 
was  in  trouble.  Her  friends  reported  daily  phone  calls 
when  their  husbands  were  ill,  or  their  children  in  some 
scrape.  A colleague  of  mine,  a departmental  chair  and  a 
full  professor,  admitted  to  dumping  on  the  still  practicing 
pediatrician  all  the  details  of  his  malfunctioning  sacroili- 
ac. “Did  she  have  good  advice  for  you?”  I asked.  “Absolu- 
tely,” he  replied  cheerfully.  “She  told  me  to  go  out  and  get 
myself  a copper  bracelet!”  “And  did  you?”  I asked.  He 
started  pawing  the  floor.  Jane  was  a convincing  woman. 

I think  we  could  have  been  forgiven  for  dismissing  Janie 
initially  as  a “Black  American  Princess,”  since  this  was  a 
role  she  deliberately  cultivated.  But  often  her  brow  would 
furrow  and  the  other  Jane  would  emerge.  The  other  Jane 
was  a card-carrying,  board-certified,  bona  fide  idealist, 
who  fought  for  principles,  made  her  voice  heard,  offered  a 
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presence  on  countless  battle  lines,  engaged  in  vociferous 
argument,  and  stayed  in  working  harness  until  virtually 
the  end  of  her  life.  It  was  not  until  I reviewed  her  lengthy 
and  solid  curriculum  vitae  recently  that  I realized  how 
extensive  her  sphere  of  influence  actually  had  been,  and 
how  thoroughly  fraudulent  had  been  her  carefully  culti- 
vated persona  of  the  idle  dabbler  in  peds  and  public 
health. 

Jane  was  a working  member  of  the  American  Medical 
Association,  the  Medical  Society  of  the  State  of  New 
York,  the  Kings  County  Medical  Society,  the  National 
Medical  Association,  the  American  Public  Health  Associ- 
ation, the  Public  Health  Association  of  New  York  City, 
the  American  College  of  Preventive  Medicine,  the  New 
York  Association  for  Ambulatory  Care,  the  Physician’s 
Forum,  and  the  Provident  Clinical  Society.  She  contribut- 
ed actively  to  all  of  them.  She  served  as  president  of  the 
Public  Health  Physician’s  Association  of  New  York  City. 
She  was  treasurer  and  trustee  of  the  Welfare  Fund,  and  a 
member  of  the  Doctor’s  Council  at  the  Health  Depart- 
ment. She  was  a member  of  the  Fort  Greene  Community 
Council  and  an  active  member  of  many  community  boards, 
whose  nocturnal  gatherings  she  faithfully  attended. 

All  of  this  was  voluntary  activity,  performed  in  her 
“spare”  time.  There  were  no  breaks  in  her  professional 
career.  Before  her  appointment  as  District  Health  Officer 
in  Fort  Greene,  she  worked  at  the  Health  Department’s 
Central  Office,  and  served  as  Director  of  Professional 
Education  there  for  four  years.  No  public  health  profes- 
sional who  crossed  her  path  escaped  without  her  “shpiel” 
about  the  importance  of  graduate  education,  the  master’s 
degree  in  public  health  offered  by  Columbia.  In  conjunc- 
tion with  her  clinical  activities  outside  the  Health  Depart- 
ment, Jane  served  on  the  staff  of  a number  of  Brooklyn 
hospitals,  including  Kings  County  Medical  Center, 
Downstate,  the  Jewish  Hospital  of  Brooklyn,  Unity  Hos- 
pital, and  Brookdale  Medical  Center. 

She  also  taught  throughout  her  professional  career,  for 
1 5 years  as  instructor  of  pediatrics  at  the  Downstate  Med- 
ical Center,  State  University  of  New  York,  and  also  as 
instructor  in  the  Department  of  Family  Practice.  She  was 
appointed  Clinical  Assistant  Professor  of  Preventive 
Medicine  and  Community  Health  in  1979,  and  held  this 
post  until  her  death. 

As  a member  of  the  wealthy  and  privileged  elite,  Jane 
could  have  lived  and  worked  anywhere  she  wanted.  She 
chose  to  live  in  an  apartment  on  Willoughby  Avenue  in 
Fort  Greene,  just  a few  blocks  from  the  Health  Center 
whose  District  Health  Officer  she  eventually  became.  Al- 


though she  inevitably  dabbled  in  the  Florida  sun  traffic, 
she  came  back  home  and  did  not  leave  again.  Although 
she  could  have  taken  more  prestigious  jobs  elsewhere,  she 
knew  where  she  wanted  to  be.  Downtown  Brooklyn  was 
her  people,  her  neighborhood,  her  home.  How  fortunate 
for  Brooklyn,  which  lost  so  much  else! 

Jane  was  not  well.  She  had  a thyroid  that  periodically 
went  out  of  whack  and  made  her  eyes  pop  out  and  her 
body  bloat  up  with  frightening  amounts  of  fluid.  She  had 
high  blood  pressure,  cardiovascular  irregularities  and  pro- 
gressively worsening  scleroderma.  She  worked  through  a 
lifetime  of  symptoms  and  treatments  that  would  have 
halted  a lesser  person  with  a vitality  which  made  her  death 
at  64  seem  an  insult  and  an  ingratitude. 

Janie  will  be  remembered  as  a woman  who  built  friend- 
ships, solidarity,  networks  of  people  who  cared  about  each 
other.  She  was  warm,  loving,  generous,  helpfully  critical, 
acerbic  when  necessary,  and  productive  of  challenging 
ideas  that  had  been  purged  of  all  maliciousness.  She  was 
an  iconoclast  who  loved  to  shake  up  people  and  their  ideas, 
but  left  no  hurt  feelings  or  cutting  edges.  She  was  the  kind 
of  woman  you  could  call  on  a Saturday  when  you  were 
blue,  pulling  your  earrings  off  and  switching  the  receiver 
from  one  red  ear  to  another  until  your  throat  ran  dry.  She 
was  also  the  kind  of  woman  you  could  call  late  at  night 
when  a community  board  member  was  threatening  may- 
hem, or  your  driver  failed  to  show  up  to  take  you  home. 

But  most  important,  I believe  that  Dr  Jane  V.  Williams 
was  a historical  figure.  Jane  belonged  to  the  transitional 
generation  of  women  physicians,  the  living  bridge  between 
the  young  women  of  today  who  are  thronging  into  medi- 
cine, and  the  few  pioneers  who  fought  their  way  into  a 
male  preserve.  The  old-timers  devoted  their  lives  to  the 
ascetic  ideal,  service  to  science  and  mankind  through  self- 
abnegation.  They  devoted  all  to  medicine,  and  willingly 
sacrificed  what  else  life  had  to  offer.  Jane’s  generation 
tried  to  provide  a more  balanced  life  for  themselves,  thus 
enabling  larger  numbers  of  women  to  consider  medicine 
as  a career.  Many  women  have  become  thoroughly  com- 
petent physicians  who  would  not  have  been  willing  to  give 
up  what  yesteryear  demanded.  It  remains  for  the  young 
women  of  today  to  fight  their  own  modern-day  demon,  the 
threat  of  too  great  a preoccupation  with  “having  it  all.” 

On  balance,  my  friend  Jane  made  a good  thing  of  her 
life,  and  I am  grateful  to  have  been  a small  part  of  it.  So 
would  say  her  friends  Vashti,  Georgia,  Pearl,  Mabel  . . . 
her  many  colleagues  . . . and  all  those  black  hypertensive 
young  men  who  never  knew  how  much  of  her  life  she  dedi- 
cated to  them. 
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CASE  REPORTS 


Unexpected,  unattended  deliveries 


Rita  G.  Harper,  md;  Elizabeth  Seaton,  md;  Regina  Spinazzola,  md; 

Jerrold  S.  Schlessel,  md 


The  pregnant  woman  commonly  re- 
ceives instructions  from  her  obstetri- 
cian concerning  the  need  to  acquire  ad- 
equate nutrients,'  the  importance  of 
avoiding  drugs  and  alcohol,^  and  the 
value  of  obtaining  timely  prenatal 
care.^  ’ However,  what  to  do  if  the 
woman  is  unexpectedly  forced  to  deliv- 
er alone  or  with  an  untrained  assistant 
is  a topic  not  usually  discussed.  This  is 
surprising  given  the  fact  that  approxi- 
mately 9,000  of  the  four  million  deliver- 
ies in  the  United  States  in  1988  oc- 
curred unexpectedly,  out  of  a hospital, 
and  without  the  assistance  of  a physi- 
cian or  nurse-midwife.*  Lack  of  specific 
education  on  unattended  deliveries  may 
contribute  to  central  nervous  system 
impairment  and/or  death  of  the  infant. 
Burnett  et  aE  reported  that  unplanned 
home  deliveries  attended  by  untrained 
personnel  have  ten  times  the  national 
mortality  rate  compared  to  in-hospital 
deliveries — ie,  120  deaths  per  1,000  live 
births.  Schramm  et  al"'  support  this 
concept,  and  report  mortality  for  un- 
planned home  births  to  be  18-20  times 
the  rate  for  hospital  births.  Undoubted- 
ly, lack  of  knowledge  of  the  labor  and 
delivery  process,  lack  of  knowledge  of 
what  to  do  in  the  emergency  situation, 
panic,  and  inexperience  all  contribute 
to  poor  outcome.  The  following  three 
cases  illustrate  such  outcomes. 

C.xsE  Reports 

Case  1.  A full-term  infant  was  born  to  a 
25-year-old  gravida  1 para  0 mother,  who 
had  received  prenatal  care  during  her  preg- 
nancy. The  mother  was  in  active  labor  while 
in  transit  to  the  hospital  and  reported  that 
the  baby  was  partially  born  15  minutes  be- 
fore arrival  at  the  hospital.  On  inspection  in 
the  emergency  room,  the  infant  was  com- 
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pressed  in  the  mother’s  dungarees  and  un- 
derpants, The  infant  was  brought  to  the 
Neonatal  Intensive  Care  Unit  (NICU),  un- 
responsive, pale,  flaccid,  cyanotic,  with  no 
respirations,  and  with  a heart  rate  of  60 
beats/min.  The  infant  was  intubated  and  re- 
suscitated; however,  bradycardia  lasted  ten 
minutes,  after  which  the  heart  rate  rose  to 
140  beats/min.  A chest  film  showed  a ten- 
sion pneumothorax,  and  a chest  tube  was  in- 
serted. The  patient  was  noted  to  have  had  a 
left-sided  focal  seizure,  and  phenobarbital 
and  phenytoin  were  administered.  The  ini- 
tial arterial  blood  gas  findings  on  100%  Fi02 
were  pH,  7.18;  PcOi,  16  mm  Hg;  PO2,  187 
mm  Hg;  HCOj,  6 mEq/L. 

Cultures  were  taken,  and  the  infant  was 
started  on  ampicillin  and  gentamicin.  Physi- 
cal examination  showed  retinal  hemor- 
rhages, nonreactive  pupils,  no  spontaneous 
respirations,  flaccidity,  no  glabellar  reflex, 
and  clonus.  During  the  hospital  course,  the 
infant  required  100%  oxygen.  Blood  gases 
were  monitored,  and  appropriate  respirator 
adjustments  made.  Seizure  activity  ap- 
peared to  be  controlled,  but  twitching  was 
noted  with  increased  tone  in  all  extremities. 
The  infant’s  neurologic  status  remained 
grossly  abnormal.  On  day  four  following  de- 
livery, the  infant  became  bradycardic,  did 
not  respond  to  resuscitative  measures,  and 
died. 

Case  2.  A full-term  infant  was  born  to  a 
38-year-old  gravida  8 para  7 mother  who 
had  received  no  prenatal  care.  The  infant 
was  born  in  the  mother’s  underpants  in  the 
parking  lot  of  an  outlying  hospital.  When 
the  garment  was  removed,  the  infant  was 
noted  to  be  covered  with  maternal  stool,  me- 
conium, and  blood,  and  to  have  a weak  cry. 
The  cord  was  cut,  and  the  infant  was 
wrapped  in  blankets  and  brought  to  the 
emergency  room.  Shallow  respirations  were 
noted  with  periods  of  apnea.  An  endotrache- 
al tube  was  inserted  for  a short  time;  after  its 
removal,  the  infant  was  placed  in  an  oxy- 
hood. 

The  initial  laboratory  studies  were  within 
normal  limits.  At  the  infant’s  first  feeding, 
his  suck  was  poor.  Twenty  hours  after  birth, 
the  infant  was  noted  to  be  cyanotic  with 
curled  toes  and  clenched  fists.  This  episode 
lasted  for  90  seconds  and  ended  in  a brief 
period  of  leg  tremors.  The  infant  had  multi- 
ple seizure  episodes  and  was  treated  with 
phenobarbital.  A full  sepsis  workup  was  per- 


formed, and  the  infant  was  transferred  to  a 
level  III  nursery.  A head  sonogram  was  ob- 
tained and  showed  a Grade  IV  intraventri- 
cular hemorrhage.  Follow-up  head  sono- 
grams showed  dilation  of  the  lateral 
ventricles  and  partial  liquification  of  the 
hemorrhage.  Multiple  lumbar  punctures 
were  performed  to  decrease  intracerebral 
pressure.  The  infant’s  head  circumference 
increased,  and  a ventriculoperitoneal  shunt 
was  placed  when  the  infant  was  six  weeks 
old.  A follow-up  CT  scan  showed  a decrease 
in  the  degree  of  dilation  of  the  lateral,  third, 
and  fourth  ventricles.  The  infant’s  neurolog- 
ic examination  showed  poor  head  control 
and  muscle  tone,  which  improved  slightly 
during  the  infant’s  hospital  stay. 

Case  3.  A full-term  female  infant  was 
born  to  a 23-year-old  gravida  1 para  0 moth- 
er who  had  received  prenatal  care  during  her 
pregnancy.  In  transit  to  the  hospital,  the  ba- 
by’s head  crowned,  and  the  assistant  pushed 
the  baby’s  head  back  into  the  vaginal  canal 
to  await  arrival  at  the  local  hospital  to  com- 
plete the  delivery.  The  infant  was  examined 
by  a physician,  and  her  condition  was  stable. 
Arrangements  were  made  to  transport  the 
mother  and  infant  via  ambulance.  On  arriv- 
al at  the  tertiary  nursery,  the  infant  was 
cold,  mottled,  and  gasping.  Vital  signs  were 
as  follows:  temperature,  33°C;  heart  rate, 
110-120/min;  blood  pressure,  not  record- 
able. The  pulses  were  not  palpable,  and 
heart  sounds  could  not  be  auscultated.  The 
infant  was  moved  to  the  NICU,  where  intu- 
bation and  ventilation  were  instituted.  Ini- 
tial arterial  blood  gas  results  were  pH,  6.99; 
PCO2,  19  mm  Hg;  PO2,  93  mm  Hg;  HCO3, 
4.9  mEq/L.  Sodium  bicarbonate  was  ad- 
ministered. Repeat  arterial  blood  gas  find- 
ings were  pH,  7.05;  PCO2,  17  mm  Hg;  PO2, 
75  mm  Hg;  and  HCO3,  4.8  mEq/L.  The  in- 
fant was  given  two  pushes  of  5%  salt-poor 
albumin.  The  blood  pressure  was  still  not  re- 
cordable, and  the  infant  was  started  on  do- 
pamine and  dobutamine,  with  no  response. 
Epinephrine  and  atropine  were  also  admin- 
istered. The  infant  was  not  responsive  to  re- 
suscitative measures  and  died.  An  autopsy 
revealed  a contusion  of  the  second  cervical 
vertebra  and  a subarachnoid  hematoma. 

Discussion 

Emergency  delivery  while  the  moth- 
er is  at  home,  en  route  to  the  hospital,  in 
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a parking  lot,  or  outside  the  confines  of 
the  obstetrical  service  is  relatively  rare. 
The  overwhelming  majority  of  emer- 
gency deliveries  performed  by  un- 
trained personnel  outside  the  health 
care  environment  result  in  a healthy 
mother  and  infant.  Occasionally,  how- 
ever, infants  born  in  emergency  situa- 
tions suffer  central  nervous  system 
damage  and/or  death.  The  cases  re- 
ported here  illustrate  that  during  an 
emergency  delivery,  infants  may  be  left 
within  the  mother’s  clothing  for  a pro- 
longed period  of  time,  or  may  be  imped- 
ed during  the  delivery  process. 

Women  who  seek  prenatal  care,  as  in 
cases  1 and  3,  have  close  contact  with 
their  obstetricians.  Prenatal  visits  af- 
ford excellent  opportunities  to  educate 
expectant  mothers  and  their  labor  part- 
ners concerning  emergency  labor  and 
delivery.^  How  to  recognize  when  labor 
starts,  how  to  time  contractions,  and 
what  to  do  if  the  membranes  rupture 
should  be  part  of  the  standard  prenatal 
curriculum  of  the  pregnant  woman  and 
her  significant  other.  In  cases  of  emer- 
gency delivery,  women  should  be  spe- 
cifically counselled  to  allow  labor  to 
proceed  naturally,  to  remove  undergar- 
ments and  all  clothing  below  the  waist. 


to  allow  the  baby  to  emerge  without 
hindrance  or  pulling,  to  allow  delivery 
of  the  baby  to  occur  on  as  broad  and  flat 
a surface  as  possible,  and  to  lift  the 
baby  from  between  their  legs  after  de- 
livery to  prevent  asphyxiating  and/or 
crushing  the  baby.  If  the  baby  does  not 
breathe  spontaneously,  the  mother 
should  be  counselled  to  remove  debris 
from  the  mouth  with  a finger-sweep. 
The  baby  then  can  be  given  mouth-to- 
mouth  resuscitation,  if  necessary.  Such 
instructions  might  have  been  beneficial 
in  cases  1 and  2. 

How  to  educate  women  who  do  not 
receive  prenatal  care  as  to  what  to  do 
during  an  emergency  delivery  poses  a 
more  difficult  problem.  Instructions 
similar  to  those  listed  above  could  be 
presented  in  public  places,  ie,  posters  in 
buses,  trains  and  post  offices,  articles  in 
newspapers  and  women’s  magazines, 
announcements  in  houses  of  worship, 
messages  on  radio  and  television,  etc. 
Such  information  could  provide  the 
knowledge  required  to  handle  the  emer- 
gency. Specific  step-by-step  instruction 
may  be  necessary  for  some  women. 

Panic  may  result  in  actions  that  seem 
unreasonable  when  reviewed  at  a later 
date,  for  example,  failure  to  undress. 


Simple,  easy-to-follow,  step-by-step  in- 
structions reviewed  by  the  expectant 
mother  and  her  assistant  during  preg- 
nancy and  prior  to  the  emergency  deliv- 
ery offer  the  best  hope  of  avoiding  a 
panic  reaction. 
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Sarcoidosis  of  the  breast  coexisting  with  mammary 

carcinoma 


Ajay  K.  Shah,  md;  Lydia  Solomon,  md;  Milton  A.  Gumbs,  md 


Involvement  of  the  breast  by  sarcoidosis 
is  uncommon.  Of  the  20  cases  that  have 
been  reported,'  systemic  sarcoidosis 
preceded  or  followed  the  breast  mass  in 
15  cases  (Table  I).  Sarcoidosis  of  the 
breast  coexisted  with  mammary  carci- 
noma in  three  cases. We  report  an 
additional  case,  the  fourth,  in  a young 
woman  who  had  been  treated  for  pul- 
monary sarcoidosis  and  subsequently 
presented  with  a breast  mass. 

Case  Report 

A 36-year-old  black  woman  was  admitted 
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to  the  hospital  because  of  a mass  in  her  left 
breast.  A diagnosis  of  pulmonary  sarcoid- 
osis had  been  documented  by  lung  biopsy 
three  years  previously  at  another  hospital. 
Steroid  therapy  had  been  administered  for 
one  year  but  was  discontinued  because  of 
side  effects. 

The  breast  mass,  located  in  the  upper  in- 
ner quadrant,  measured  3X2  cm.  It  was 
irregular,  firm,  freely  movable,  and  was  not 
tender.  There  were  no  palpable  lymph 
nodes.  Laboratory  values  were  within  nor- 
mal limits.  Pulmonary  function  tests  re- 
vealed minimal  obstructive  and  restrictive 
disease.  Radiologic  examination  of  the  chest 
and  a computed  tomographic  scan  revealed 
bilateral  lung  infiltrates  and  bilateral 
lymphadenopathy.  A bone  scan  was  nega- 
tive. An  excisional  biopsy  of  the  breast  mass 
was  followed  within  two  weeks  by  a left 
modified  radical  mastectomy. 

Sixteen  months  later,  the  patient  was  re- 


admitted for  excision  of  a nodule  in  the  left 
chest  wall  located  at  some  distance  from  the 
surgical  scar.  At  the  same  time,  a nontender, 
irregular  mass  in  the  right  breast  accompa- 
nied by  right  axillary  lymphadenopathy  was 
found. 

Pathologic  Findings.  The  excisional  bi- 
opsy of  the  left  breast  consisted  of  a 4 X 3.5 
X 1.5-cm  hard  mass  with  gritty  cut  surface 
and  ill-defined  borders.  Microscopic  exami- 
nation revealed  invasive  duct  carcinoma. 
Noncaseating  epithelioid  granulomas  were 
scattered  within  the  tumor  and  the  adjacent 
fat  (Fig  1).  The  specimen  of  the  left  chest 
wall  consisted  of  an  ellipse  of  skin  and  sub- 
cutis which  contained  several  firm  nodules 
up  to  0.4  cm  in  greatest  dimension.  Micro- 
scopic examination  revealed  recurrent  inva- 
sive carcinoma  that  was  similar  to  the  pri- 
mary tumor.  Discrete  epithelioid  granulomas 
(Fig  2)  were  present  contiguous  to,  rather 
than  intermingled  with,  foci  of  carcinoma. 
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FIGURE  1 . Invasive  duct  carcinoma  surround- 
ing three  poorly  formed  epithelioid  granulomas 
(hematoxylin-eosin  stain). 


The  right  breast  mass  (3X3X1  cm)  con- 
sisted of  two  lymph  nodes  embedded  in  fatty 
breast  tissue.  The  right  axillary  lymph  nodes 
measured  up  to  3 cm  in  greatest  dimension. 
The  breast  parenchyma  and  the  lymph 
nodes  contained  numerous  epithelioid  gran- 
ulomas. Stains  for  fungi  and  acid-fast  bacilli 
were  negative.  No  carcinoma  was  present. 

Discussion 

Granulomatous  mastitis  has  been  de- 
scribed in  a variety  of  conditions,  in- 
cluding tuberculosis,  leprosy,  fungal 
diseases,  parasitic  infestation,  malig- 
nant lymphoma,  and  giant  cell  reaction 
to  foreign  bodies.  Granulomas  may  oc- 
cur in  lymph  nodes  that  drain  carcino- 
mas and  within  the  tumors  themselves, 
probably  representing  a reaction  to  ne- 
crosis or  tumor  products. The  diag- 
nosis of  sarcoidosis  remains  one  that 
must  be  based  on  the  exclusion  of  other 
conditions. 

Because  sarcoidosis  is  usually  ac- 
companied by  various  immunologic  dis- 
turbances, a high  incidence  of  associat- 
ed malignant  tumors  may  be  expected. 
For  example,  in  a series  of  2,544  pa- 
tients with  pulmonary  sarcoidosis,  the 
incidence  of  carcinoma  of  the  lung  was 
three  times  higher,  and  the  occurrence 
of  malignant  lymphoma  was  1 1 times 
higher  than  in  the  general  population. 
In  contrast,  the  incidence  of  other  ma- 
lignancies was  not  increased.^®  The  as- 


FIGURE  2.  Discrete  florid  granuloma.  Note  pe- 
ripheral clusters  of  tumor  cells  within  the  granu- 
loma (hematoxylin-eosin  stain). 


TABLE  I.  Mammary  Sarcoidosis  With  or  Without  Associated  Cancer  of  Breast 


Authors 

No.  of 
Cases 

Age  (yr) 

Mammary 

Carcinoma 

Systemic 

Sarcoidosis 

Azzopardi' 

1 

Not  stated 



Not  stated 

Banik  et  al- 

1 

28 

— 

Lymph  nodes 

Bodo  et  aP 

1 

48 

— 

Not  stated 

Fitzgibbons  et  aP 

2 

65 

49 

— 

Lymph  nodes 
No 

Gansler  and  Wheeler^ 

2 

31 

28 

Medullary 

Lymph  nodes, 
lungs,  eyes 
Lymph  nodes, 
lungs 

Geschickter*’ 

2 

Not  stated 

— 

Not  stated 

2 

Not  stated 

— 

Skin 

Gupta  and  Chatterjee^ 

1 

42 

— 

Lungs,  lymph 
nodes,  skin 

Haagensen* 

1 

53 

Type  not  stated 

Lungs,  spleen, 
liver,  lymph 
nodes,  tongue 

Prior’ 

1 

59 

Medullary 

Lymph  nodes, 
spleen 

Raju  and  McShine'® 

1 

60 

— 

Lungs 

Reitz  et  al" 

1 

39 

Skin,  lymph 
nodes,  liver, 
lungs 

Rigden'- 

1 

22 

— 

Lung 

Ross  and  Merino'^ 

1 

29 

— 

Lymph  nodes, 
lungs 

Scadding" 

1 

43 

— 

Lungs,  lymph 
nodes 

Scott 

1 

38 

— 

Lymph  nodes, 
eyes,  lungs 

Present  case 

1 

38 

Infiltrating 
duct  cell 

Lungs,  lymph 
nodes 

sociation  of  breast  cancer  and  sarcoid- 
osis, pulmonary  or  mammary,  is 
uncommon. 

Mammary  sarcoidosis  was  first  al- 
luded to  by  Strandberg-’  in  1921.  The 
patient  described  by  Strandberg  had 
generalized  sarcoidosis  and  bilateral 
breast  involvement.  There  are  20  re- 
ports in  the  literature  of  cases  in  which 
sarcoidosis  affected  the  breast  (Table 
I).  Sarcoidosis  was  confined  to  the 
breast  in  only  one  case,'*  and  no  refer- 
ence to  systemic  involvement  was  made 
in  four  other  cases. 

In  1952,  Prior^  reported  the  first  case 
of  sarcoidosis  of  the  breast  coexisting 
with  medullary  carcinoma.  Gansler  and 
Wheeler^  reported  another  case  of  med- 
ullary carcinoma  of  the  breast  and  sar- 
coidosis in  a 28-year-old  woman.  This 
patient  later  had  a second  mass  in  the 
contralateral  breast,  which  proved  to  be 
sarcoidosis;  no  tumor  was  present.  Sar- 
coidosis of  the  breast  coexisted  with 
mammary  carcinoma,  type  unspecified, 
in  a patient  who,  at  autopsy,  was  found 
to  have  generalized  sarcoidosis  involv- 
ing the  lungs,  lymph  nodes,  spleen,  and 
tongue.  There  was  no  residual  tumor.* 

In  the  case  reported  here,  sarcoidosis 


of  the  left  breast  developed  after  pul- 
monary sarcoidosis  had  been  diag- 
nosed. The  left  breast  also  contained  an 
invasive  duct  carcinoma.  Sixteen 
months  later,  the  patient  presented  with 
recurrent  carcinoma  of  the  left  chest 
wall,  which  again  was  associated  with 
sarcoid  granulomas.  There  was  also 
sarcoidosis  of  the  right  breast  and  right 
axillary  lymph  nodes. 

When  a diagnosis  of  sarcoidosis  of 
the  breast  is  made  by  fine-needle  aspi- 
ration biopsy,^  special  consideration 
should  be  given  to  the  possibility  of  a 
coexisting  carcinoma,  which  may  have 
been  overlooked  as  a result  of  a sam- 
pling error.  In  such  cases,  excisional  bi- 
opsy is  strongly  recommended. 
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ON  BEING  PICKED  UP 

When  people  ask  me  how  I met  my  husband,  I tell  them  that  he  literally  “picked  me  up.”  One  day 
during  my  medical  school  years,  I was  leaving  the  campus  after  classes  to  find  that  someone  had  parked 
bumper  to  bumper  behind  my  Volkswagen  Bug.  With  cars  on  either  side,  the  only  way  out  was  to  wait 
for  the  offending  driver  to  show  up,  or  to  drive  forward  onto  a sidewalk.  Since  the  sidewalk  was  level 
with  the  parking  lot,  that  was  not  the  problem.  The  problem  was  that  on  the  other  side  of  the  sidewalk 
was  a descending  concrete  stairway  that  would  have  made  for  a very  bumpy  ride.  I decided  to  give  it  a 
try  anyway,  and  began  a tedious  back  and  forth  maneuver  with  the  car,  trying  to  negotiate  a turn  to  the 
left. 

While  doing  this,  I noticed  two  tall,  athletic  young  men  observing  my  efforts.  Rather  irritated  by 
their  bemused  expressions,  I shouted  at  them  that  they  could  at  least  let  me  know  how  close  I was 
getting  to  the  stairway,  and  if  it  looked  like  I was  going  to  make  the  turn  safely  or  not.  They  both  shook 
their  heads  slowly  to  the  negative.  They  then  exchanged  a look,  and  without  a word  of  warning  each  one 
took  hold  of  either  end  of  the  Bug.  They  lifted  up  the  car  (startled  driver  included),  and  with  little 
bounces  turned  the  car  so  I could  safely  drive  away. 

Well,  what  could  I do  but  offer  them  a ride  somewhere  if  they  needed  it?  The  one  who  accepted  still 
looks  after  me  and  my  1963  VW  bug. 

ELLEN  YANKAUSKAS.  MD 
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LETTERS  TO  THE  EDITOR 


Address  correspondence  to  Editor,  New  Y ork  State  Journal  of  Medicine,  420  Lakeville  Road,  Lake  Success,  NY  11042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


Responses  to  “Parenthood  and 
practice” 

TO  THE  EDITOR:  I read  with  great  in- 

terest Dr  Scanlon’s'  wonderful  account 
of  the  joy  she  found  in  family  life.  My 
family  was  also  large.  I have  five  sisters 
and  two  brothers,  with  me  as  the  oldest 
sister.  Dr  Scanlon’s  advice  to  take  time 
with  children,  incorporate  them  into 
your  activities,  teach  them  responsibil- 
ity, etc,  were  givens  in  my  childhood. 
Just  as  Dr  Scanlon  sees  her  adult  chil- 
dren flower,  I see  the  joy  my  parents 
take  in  myself  and  my  siblings.  The  iso- 
lation of  an  aging  person  without  family 
is  a common  sight  on  the  hospital  floors. 
I have  no  questions  as  to  the  fate  I 
would  prefer.  Unfortunately,  while 
much  of  Dr  Scanlon’s  wisdom  prevails, 
I must  presume  times  have  changed 
over  44  years. 

The  really  essential  issue  is  child 
care.  I have  many  concerns  about  let- 
ting a stranger  have  so  much  influence 
in  raising  my  children.  How  does  one 
evaluate  a person’s  values,  mental 
health,  and  abilities  in  parenting  in 
such  a brief  period,  and  when  the  appli- 
cant has  reason  to  make  an  impression? 
My  husband  and  I had  years  to  know 
each  other  to  make  such  a decision. 
Years  to  decide  on  the  father  and  a few 
hours  to  decide  on  a major  caregiver? 
That  scares  me.  Besides,  I really  do  not 
want  an  outsider  in  my  home.  Dr  Scan- 
lon talks  about  making  the  caregiver  a 
part  of  the  family,  loving  her  and  in- 
cluding her.  In  the  same  paragraph,  she 
refers  to  the  person  as  the  “help.” 
Throughout  the  remaining  paragraphs 
of  valued  family  memories,  “Mac”  is 
not  mentioned  once.  To  me  this  demon- 
strates that  the  image  of  the  caregiver 
as  part  of  the  family  may  not  be  how 
people  really  feel.  Unless  you  are  unbe- 
lievably lucky,  the  person  in  your  home 
is  likely  to  have  different  values  and  at- 
titudes. Of  course,  children  need  to 
have  exposure  to  different  ideas.  But  I 
want  them  to  have  a consistent  environ- 
ment in  their  youngest  years  that  will 
prepare  them  to  be  open-minded  once 
they  mature. 

Let’s  assume  that  somehow  my  hus- 
band and  I could  come  to  terms  with  the 
fears  and  concerns  that  come  with  child 


care.  Now  it  is  time  to  start  looking.  It  is 
my  belief  that  even  this  is  harder  than  it 
used  to  be.  Every  doctor  who  has  been 
in  practice  for  a number  of  years  tells 
me  how  much  harder  it  is  to  get  compe- 
tent secretarial  help.  The  nursing  short- 
age is  well  known.  In  reflecting  on  my 
contemporaries  with  small  children, 
only  one  was  really  happy  with  her 
“housekeeper,”  who  cared  for  her  son. 
One  friend’s  caregiver  actually  had  a 
psychotic  break  while  alone  with  the 
children.  I think  that  the  really  mature, 
competent  women  who  used  to  fill  these 
roles  are  now  going  into  professional  ca- 
reers, their  own  businesses,  and  so  on. 
Child  care  may  be  the  most  important 
function  our  society  must  provide,  but  it 
is  unquestionably  devalued. 

Now  that  I review  these  words,  I am 
depressed.  To  me  the  prospects  are 
bleak.  But  there  are  possibilities.  Over 
the  years  my  husband  has  grown  to  dis- 
like his  work  as  a designer.  He  has  al- 
ways been  a musician  at  heart  and  has 
worked  professionally  in  original  music 
part-time.  He  shares  my  fears  and  has 
decided  to  try  to  become  the  primary 
caregiver.  Neither  of  us  is  sure  if  he  will 
adapt  to  this  role  on  a full-time  basis. 
Although  chances  are  never  good  in 
music  for  new  artists,  if  an  offer  were 
made  there  is  no  question  that  he  would 
have  to  pursue  it.  There  is  serious  inter- 
est even  now,  and  I find  myself  in  the 
unenviable  position  of  hoping  he  real- 
izes his  professional  dreams  and  fearing 
it  as  well. 

The  medical  profession  as  a whole 
needs  to  address  this  problem  as  more 
women  are  becoming  doctors.  Rotating 
child  care  days  with  selected  colleagues 
is  my  fantasy.  As  a psychiatrist,  I have 
a pretty  good  idea  of  the  quality  of  indi- 
viduals in  my  medical  community.  I 
know  who  has  the  capacity  to  be  com- 
mitted, competent,  reliable.  Although 
this  would  create  a lot  of  change  in  a 
youngster’s  life,  it  is  not  any  different 
than  my  sister’s  use  of  my  mother  two 
days  a week,  her  mother-in-law  one  day 
a week,  and  other  relatives  filling  in  at 
different  intervals.  It  seems  to  be  work- 
ing well  for  her  and  forming  a very  so- 
cial child! 

Another  possibility  is  to  reassess  the 
value  of  child  care  and  make  it  desir- 


able as  a profession.  My  hospital  has  a 
carefully  supervised  day  care  center  for 
children  of  residents.  It  is  on-site  at  the 
hospital,  in  the  housing.  The  children 
who  live  there  never  have  to  leave  the 
grounds.  If  the  parents  could  be  as- 
signed to  rotate  through,  it  would  be 
ideal. 

Roles  in  our  society  are  changing. 
Our  children  are  sometimes  called  our 
most  precious  resource.  We  need  to 
build  new  social  structures  to  care  for 
and  protect  them.  Dr  Scanlon’s  re- 
marks simply  do  not  meet  this  chal- 
lenge. 

VALERIE  KAISER,  MD 
19  Heathcote  Dr 
Albertson,  NY  11507 

1.  Scanlon  AT:  Parenthood  and  practice.  NY 
State  J Med  1990;  90:326-327. 


TO  THE  EDITOR:  I read  with  interest 

Dr  Scanlon’s'  article  about  her  life  as  a 
pediatrician  with  ten  children.  Howev- 
er, I would  have  liked  to  see  a more  de- 
tailed description  of  exactly  how  it  was 
done.  I wonder  if  crucial  details  were 
omitted,  or  if  times  have  changed  so 
much  that  her  world  and  ours  seem  to 
be  two  different  worlds.  Perhaps  Dr 
Scanlon  and  her  husband  are  just  far 
more  competent  than  the  rest  of  us.  I 
am  an  obstetrician-gynecologist  in  pri- 
vate practice  on  staff  at  North  Shore 
University  Hospital  with  five  small 
children,  and  although  I would  have 
liked  even  more,  I have  made  peace 
with  what  I perceive  as  reality.  It  does 
not  seem  possible  to  have  a job — any 
job — let  alone  something  as  demanding 
as  medicine,  and  still  adequately  care 
for  many  children. 

Dr  Scanlon  states  that  her  practice 
“increased  more  rapidly  on  the  Island 
when  people  realized  I was  available  all 
the  time.”  How  did  constant  availabil- 
ity fit  in  with  caring  for  ten  little  ones? 
Perhaps  part  of  the  difference  lies  in  the 
child  care  help  that  Dr  Scanlon  was  for- 
tunate enough  to  have.  Most  female 
doctors  today  will  tell  you  how  difficult 
it  is  to  find  someone  faithful  and  hard- 
working, let  alone  someone  who  is  “lov- 
ing, intelligent,  and  willing  to  carry  out 
your  wishes  on  child  care.”  And  one 
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person  to  care  for  ten  children?  Let’s 
face  it,  there  have  to  have  been  many 
times  that  the  housekeeper  was  by  her- 
self and  on  her  own.  Most  housekeepers 
today  know  they  can  easily  work  for 
people  with  one  or  two  children.  There 
are,  in  my  experience,  very  few  people 
who  would  even  consider  coming  to  a 
household  with  five  children,  let  alone 
ten. 

When  I arrive  home,  I am  usually 
greeted  at  the  door  by  five  screaming 
babies  and  children.  Four  are  old 
enough  presently  to  run  into  my  arms 
and  start  fighting  over  my  lap.  (I,  in  the 
meantime,  still  have  my  jacket  on  and 
my  pocketbook  slung  over  my  shoul- 
der.) The  fifth,  at  nine  months,  is  old 
enough  only  to  start  crying  pitifully  af- 
ter realizing  he  is  going  to  be  the  last  to 
get  any  individual  attention.  Then  the 
three  older  ones,  ages  6V2,  4'/2,  and  3, 
start  crying  because  each  is  trying  to 
tell  me  something  at  the  same  time  and 
none  of  them  believe  I can  actually  hear 
all  of  them.  I can  only  imagine  the  scene 
with  ten!  About  the  CME  courses?  If 
each  physician  spouse  took  one  child, 
the  implication  is  that  the  housekeeper 
and  the  other  spouse  shouldered  re- 
sponsibility for  the  other  nine  for  sever- 
al days.  Again,  if  her  husband  was  in 
the  hospital  with  deliveries,  that  must 
have  meant  the  housekeeper  was  on 
duty  around  the  clock  with  nine  chil- 
dren, again  an  unlikely  situation  today. 

Obviously,  economics  have  changed 
drastically  (or  Dr  Scanlon  was  indepen- 
dently wealthy).  Ten  children,  and  va- 
cations, and  eight  days  at  the  Lake 
Placid  Club,  and  a 1 4-room  house  on  75 
acres?!  With  five  children  and  a house 
near  where  I work,  my  husband  and  I 
can  rarely  splurge  for  items  that  are  not 
essential.  We  just  took  our  first  family 
vacation,  a four-day  stay  at  Disney 
World,  and  some  time  will  elapse  be- 
fore our  next. 

As  for  not  playing  bridge  or  golf,  that 
is  obvious.  I have  trouble  allotting  ade- 
quate time  for  washing  my  hair  and 
brushing  my  teeth  properly.  Have  times 
changed  so  much,  or  is  nostalgia  crowd- 
ing out  memories  of  the  difficult  times, 
much  as  I have  forgotten  the  pain  of  my 
five  labors?  I am  someone  whose  chil- 
dren are  too  young  to  be  doing  their 
own  laundry  or  cooking  their  own 
meals.  A description  of  how  early  child- 
hood was  survived  would  be  most  helpful! 

JESSICA  R.  JACOB,  MD 

Long  Island  OBS/GYN 
179  Community  Dr 

Great  Neck,  NY  11021 
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An  introduction  to  a current 
bibliography  on  women  in 
medicine 

TO  THE  EDITOR:  It  is  Surprising  to 

find  a striking  paucity  of  articles  on 
women  in  medicine  in  the  recent  medi- 
cal literature.  Over  the  last  decade, 
when  the  numbers  of  women  entering 
the  field  rose  from  5%  in  the  1950s  and 
1960s,  to  about  50%  in  current  medical 
school  classes,  only  an  average  of  87  ar- 
ticles per  year  are  listed.  This  may  be  an 
artifactual  reflection  of  the  difficulties 
in  harvesting  titles  that  have  been  vari- 
ously categorized  in  the  literature. 

There  are  approximately  5,000  medi- 
cal journals  published  worldwide  annu- 
ally. Of  these,  2,400  are  indexed  in  the 
Index  Medicus,  from  which  a comput- 
erized bibliography  was  drawn,  and 
which  covers  the  last  seven  years,  1983- 
1990.  (This  bibliography  is  not  pub- 
lished here,  but  can  easily  be  obtained 
through  any  computer  network  serving 
medical  personnel  with  access  to  the 
great  library  systems.)  This  particular 
survey  yielded  only  480  articles.  Con- 
sidering the  growing  numbers  and  in- 
fluence of  women  in  medicine,  this 
number  seems  to  lag  behind  the  actual 
presence  of  women  in  the  field. 

Understandably,  most  of  the  articles 
pertaining  to  the  subject  were  published 
in  the  Journal  of  the  American  Medi- 
cal Women’s  Association,  the  one  jour- 
nal consistently  devoted  (for  many  de- 
cades) to  women  and  their  professional 
productivity.  Articles  came  from  a wide 
geographic  range,  including  Australia, 
New  Zealand,  the  Soviet  Union,  and  all 
of  the  countries  of  Northern  Europe.  In 
addition  to  scientific  articles,  there 
were  editorials,  letters  to  the  editor,  bio- 
graphical vignettes,  and  appreciations. 

The  literature  pertaining  to  women 
in  medicine  may  yet  be  scarce  in  tradi- 
tional medical  journals,  but  has  ap- 
peared elsewhere.  Scholars  in  the  fields 
of  sociology,  anthropology,  social  psy- 
chology, economics,  and  women’s  stud- 
ies have  studied  women  physicians 
more  than  they  themselves.  This  is  un- 
derstandable, given  the  busy  lives  of 
women  in  medicine,  and  their  lack  of 
training  for  observing  themselves  as  a 
social  phenomenon.  Although  there  are 
helpful  articles  for  women  in  medicine 
in  the  paraprofessional  literature  and  in 
the  public  press,  they  are  beyond  the 
scope  of  this  survey. 


The  variety  of  articles  found  in  the 
first  two  years  of  this  bibliography  were 
compared  with  those  in  the  last  two,  to 
see  what  changes  had  occurred  in  the 
material  presented.  Of  the  first  147  ar- 
ticles during  those  early  years,  14  dealt 
with  pregnancy  in  women  physicians, 
six  covered  substance  abuse  and  women 
physicians,  and  five  considered  “stress” 
in  this  population.  Only  three  referred 
to  the  issues  of  minority  women.  Al- 
though there  were  no  articles  about 
women  in  pediatrics,  the  most  tradi- 
tional clinical  field  for  women,  there 
were  numerous  articles  about  women  in 
other  specialties.  These  included  eight 
about  general  practice,  nine  about  radi- 
ology, six  about  psychiatry,  four  about 
obstetrics  and  gynecology,  and  two 
about  surgery.  There  was  only  one  arti- 
cle about  women  in  each  of  the  follow- 
ing disciplines:  academic  medicine,  ad- 
ministrative medicine,  internal 
medicine,  anesthesia,  and  ophthalmolo- 
gy. Several  articles  were  published 
dealing  with  gender  comparisons  be- 
tween the  two  sexes  in  medicine. 

The  final  149  articles  did  more  pro- 
files but  were  less  interested  in  women 
per  se.  Life  cycle  problems  of  women  in 
medicine  continued  to  be  popular:  there 
were  18  articles  about  pregnancy  and 
family  life.  Twenty-one  were  general 
and  survey  articles,  and  five  dealt  with 
stress  and  substance  abuse  among  this 
population.  There  were  no  articles  com- 
paring the  attitudes  or  practice  of  men 
and  women  regarding  such  critical  cur- 
rent issues  as  acquired  immunodefi- 
ciency syndrome,  nuclear  war,  or  medi- 
cal care  in  the  inner  cities.  Current 
titles  appear  to  speak  for  themselves. 
They  include  such  disparate  names  as: 
“Role  montage:  Life  patterns  of  the 
professional  woman,”  “The  Superwo- 
man syndrome,”  “The  taxicab  theory,” 
etc.  Articles  exist  on  professional  dress 
codes,  the  choice  of  a name  under  which 
to  practice,  and  even  articles  on  moth- 
erhood when  it  comes  as  a surprise  to 
the  professional  woman. 

The  overall  impression  is  that  women 
have  been  increasingly  integrated  into 
the  mainstream  of  medical  life  without 
having  been  adequately  studied,  or  the 
phenomenon  of  the  growth  spurt  re- 
corded for  eventual  historical  analysis. 
Many  titles  seem  better  suited  to  the  in- 
terests of  the  non-peer  reviewed  press. 
Was  the  phenomenon  of  the  sudden 
growth  of  women  in  medicine  not 
deemed  of  sufficient  interest  to  the  rest 
of  the  profession,  or  to  society,  to  be 
studied  as  it  should  have  been?  Will  it 
be  too  late  to  rectify  this  apparent  lack. 
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when  the  need  becomes  apparent  in  lat- 
er years?  Or  has  it  been  that  women 
have  been  so  busy  integrating  and 
catching  up,  there  has  been  no  time  for 
the  scholarly  research  which  might 
have  eased  their  lot,  and  provided  a rea- 
sonable basis  for  alterations  in  the  pro- 
cess of  delivery  of  medical  care,  re- 
search, and  teaching? 

Readers  interested  in  the  phenome- 
non of  women  in  medicine  are  urged  to 
review  the  current  bibliographies,  with 
an  eye  to  enriching  the  literature  and 
taking  advantage  of  what  exists. 

RENEE  A.  FLEISCHER,  MD 

117  Hicks  Lane 
Great  Neck,  NY  1 1024 

ELLA  ABNEY 
Librarian 

Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  1 1042 


Substance  abuse  during 
pregnancy 

TO  THE  EDITOR:  Substance  abuse 

during  pregnancy  is  particularly  alarm- 
ing because  the  problem  involves  two 
individuals,  the  mother  and  her  infant. 
Often  the  problem  becomes  apparent 
only  after  withdrawal  symptoms  are  de- 
tected in  the  newborn.  This  pilot  study, 
of  five  months’  duration,  was  per- 
formed to  evaluate  the  extent  of  the 
problem  of  drug  abuse  in  pregnant  pa- 
tients admitted  in  active  labor  to  a 
teaching  hospital  in  a low  socioeconom- 
ic area  of  the  South  Bronx. 

Research  Methods  and  Results.  Toxi- 
cologic studies  were  performed  on  200  urine 
samples  from  patients  admitted  in  active  la- 
bor to  the  Bronx-Lebanon  Hospital  Center, 
an  inner-city  teaching  hospital  in  a low  so- 
cioeconomic area  of  the  South  Bronx.  All 
patients  subsequently  delivered.  Specimens 
were  collected  daily  with  no  attempt  to  iden- 
tify the  patients;  hence,  no  informed  consent 
was  necessary.  The  study  was  done  with  full 
approval  of  the  hospital  center’s  research  re- 
view committee.  Toxicologic  analysis  for  co- 
caine, marijuana,  methadone,  heroin,  meth- 
aqualone  (Quaalude™),  diazepam 
(Valium™),  angel  dust,  barbiturates,  and 
amphetamines  was  done  over  a five-month 
period  from  September  1,  1987,  through 
January  31,  1988.  Urine  samples  were  col- 
lected by  a nurse  from  every  patient  admit- 
ted in  active  labor  and  were  sent  directly  to 
the  hospital  laboratory  for  routine  urinaly- 
sis. Rather  than  discarding  the  remainder  of 
the  specimens,  they  were  sent  for  toxicologic 
analysis.  The  first  40  urine  samples,  which 
arrived  for  toxicologic  analysis  during  the 
first  week  of  each  of  the  five  months  of  the 
study,  were  tested,  ie,  a total  of  200  random 


TABLE  I.  Results  of  Analysis  for  Drugs  of  Abuse  In  Random  Urine  Samples  from 

200  Patients  In  Active  Labor 


Drug 

Number 

Positive 

Percent 

Positive 

Retention  Time 
in  Urine  (Days) 

Amphetamines 

1 

0.5 

2 

Angel  dust  or  PCP  (phencyclidine) 

1 

0.5 

8 

Barbiturates 

2 

1.0 

2-21 

Cocaine  (benzole  gonine)  alone 

4 

2.0 

2-5 

Cocaine  plus  heroin 

2 

1.0 

2-5 

Cocaine  plus  marijuana 

33 

16.5 

2-21 

Cocaine  plus  methadone 

3 

1.5 

2-5 

Heroin  (diacetylmorphine)  alone 

1 

0.5 

2-4 

Marijuana  (cannabinoid)  alone 

3 

1.5 

5-21 

Methadone  (dolophine)  alone 

5 

2.5 

3 

Quaalude  (methaqualone) 

2 

1.0 

14 

Valium  (diazepam) 

2 

1.0 

3-4 

Total 

59 

29.5 

— 

“discarded  urine  samples”  were  analyzed. 

All  testing  was  performed  in  the  same  lab- 
oratory. Radioimmunoassays  were  carried 
out  using  polyclonal  antibodies  against  the 
drugs  and/or  one  or  more  of  their  metabo- 
lites.' Whenever  positive  results  were  ob- 
tained, they  were  verified  by  repeat  testing 
with  gas  chromatography.  The  ages  of  pa- 
tients were  noted. 

Results  of  analysis  for  drugs  of  abuse  in 
random  urine  samples  showed  59  of  200 
(29.5%)  positive  (Table  I).  The  estimated 
retention  time  of  these  drugs  in  the  urine  is 
also  shown  in  Table  I.  A variety  of  drugs 
were  found,  primarily  cocaine  in  combina- 
tion with  marijuana  (33  of  200,  or  16.5%). 
For  comparison,  the  urines  of  those  babies 
exhibiting  withdrawal  symptoms  in  the  neo- 
natal intensive  care  unit  were  analyzed;  1 3% 
were  positive  for  cocaine  and  marijuana.  Ta- 
ble II  indicates  the  age  ranges  of  the  patients 
in  the  study;  the  youngest  patient  was  1 2 and 
the  oldest  was  43.  The  largest  group  of  pa- 
tients, more  than  a quarter  of  those  tested, 
were  between  20  and  24  years  of  age.  The 
majority  of  the  patients  with  positive  urines 
were  between  20  and  29  years  of  age.  The 
highest  incidence  of  patients  with  positive 
urines  was  noted  between  the  ages  of  25  and 
29  years. 

Discussion.  The  antepartum  com- 
plications associated  with  drug  abuse 
include  anemia,  sexually  transmitted 


disease,  urinary  tract  infections,  hyper- 
tensive disorders,  pulmonary  patholo- 
gy, cellulitis  or  abscess,  and  severe  ede- 
ma.Obstetric  complications  that 
have  been  reported  include  premature 
labor,  intrauterine  growth  retardation, 
stillbirth,  meconium,  birth  aspiration, 
neonatal  withdrawal  syndrome,  abrup- 
tio  placentae,  extrauterine  gestation, 
and  spontaneous  abortion. One  ma- 
ternal death,  secondary  to  postpartum 
hemorrhage,  was  reported  by  Silver  et 
aH  in  his  study  of  336  women,  112  of 
whom  were  drug  dependent  before  and 
during  pregnancy.  Little  et  aV  and 
Chouteau  et  al*  have  documented  the 
increased  incidence  of  low  birthweight 
infants  and  congenital  anomalies  in  the 
newborn  that  result  from  cocaine  abuse 
during  pregnancy.  Kreek  et  al^  reported 
a 12%  incidence  of  heroin  addicts  and 
former  addicts  to  be  chronic  carriers  of 
hepatitis  B-antigen.  Acquired  immuno- 
deficiency syndrome  (AIDS),  often  as- 
sociated with  intravenous  drug  use,  has 
become  an  increasing  problem  during 
pregnancy  as  well. 

It  is  apparent  that  drug  abuse  in 
pregnant  patients,  particularly  those 
admitted  in  active  labor  from  the  South 
Bronx  community  served  by  this  hospi- 


TABLE  II.  Age  Range  of  Patients  In  Study  and  of  Those  Positive  for  Drugs  of 


Abuse  In  Random  Urine  Samples 


Age  Range  (yrs) 

No.  Patients 

Patients 

with  Positive  Urines 
No.  % 

10-14 

4 

1 

25.0 

15-19 

39 

7 

17.9 

20-24 

56 

17 

30.4 

25-29 

50 

20 

40.0 

30-34 

31 

11 

35.5 

35-39 

14 

2 

14.3 

40-45 

6 

1 

16.7 

Total 

200 

59 

29.5 
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tal,  is  a serious  problem.  The  29.5%  in- 
cidence of  substance  abuse  found  by 
random  testing  is  much  higher  than 
that  revealed  during  the  routine  admis- 
sion interview  by  the  nursing  staff,  as 
few  patients  admit  to  substance  abuse. 
The  19%  incidence  of  abuse  of  cocaine 
and  cocaine  combinations  (Table  I)  is 
also  higher  than  the  positive  test  results 
for  cocaine  and  marijuana  in  babies 
with  a proven  maternal  history  of  drug 
abuse,  ie,  those  identified  by  exhibiting 
withdrawal  symptoms  in  the  neonatal 
intensive  care  unit  and  who  tested  posi- 
tive (13%).  Based  on  these  findings, 
testing  all  babies  for  drug  abuse  is  being 
suggested  to  mothers  to  better  antici- 
pate problems  and  to  provide  better 
care  for  their  babies. 

It  is  interesting  to  note  that  a combi- 
nation of  drugs,  rather  than  a single 
one,  is  used  most  often.  This  form  of 
substance  abuse  has  been  documented 
by  Wesson  et  al.'°  The  most  common 
combination  in  this  series  was  cocaine 
and  marijuana.  It  becomes  apparent,  as 
a result  of  interviewing  many  patients 
in  our  hospital,  that  this  combination  is 
attractive  because  it  augments  the  eu- 
phoria and  shortens  the  prolonged  hy- 
perexcitability of  cocaine  alone,  which 
becomes  intolerable.  The  low  incidence 
of  heroin  and  methadone  in  this  series  is 
also  interesting.  As  individual  patients 
were  not  identified,  there  was  no  way  to 
determine  how  many  of  those  with  posi- 
tive urines  were  intravenous  drug  users. 
With  the  high  incidence  of  drug  abuse 


in  pregnancy  found  in  this  study,  one 
can  only  speculate  about  the  number  of 
associated  HIV  positive  and  AIDS  pa- 
tients who  will  be  encountered  in  the  fu- 
ture. 

Many  of  the  patients  tested  may  have 
been  aware  of  their  impending  labor 
and  delivery,  but  continued  to  take 
drugs.  It  is  reasonable  to  assume  that 
some  of  the  patients  stopped  taking 
drugs  just  prior  to  admission,  anticipat- 
ing the  onset  of  labor,  but  did  not  real- 
ize the  long  retention  time  of  these 
drugs  in  the  urine  (Table  I).  It  is  alarm- 
ing, yet  quite  possible,  to  consider  that 
others  may  have  intentionally  taken 
drugs  just  prior  to  admission,  “to  make 
it  easier  to  get  through  labor  and  deli- 
very.” 

This  random  sampling  of  women  ad- 
mitted in  labor  in  the  South  Bronx  has 
revealed  a high  percentage  of  prenatal 
patients  on  drugs.  Because  of  the  high 
incidence  of  drug  abuse  found  in  this  pi- 
lot study,  a second  phase  of  the  study 
has  been  undertaken,  with  informed 
consent,  to  identify  prenatal  patients  on 
drugs.  Once  found  to  have  a positive 
urine  sample  during  a prenatal  visit,  the 
woman  will  be  offered  a treatment  plan 
consisting  of  counseling,  psychological 
support,  education,  social  service  assis- 
tance, nutritional  supplements,  and 
specific  treatment  for  any  other  exist- 
ing disease  problems.  The  third  phase 
of  the  study,  testing  urine  samples  dur- 
ing labor  of  those  patients  treated  for 
drug  abuse  during  pregnancy,  will  as- 


sess the  results  of  the  effort  to  identify 
and  treat  these  patients.  This  will  also 
facilitate  identification  of  expectant 
problems  in  the  newborn  and  permit 
early  and  more  effective  treatment. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  February  1990  issue  o/Epidemiolo- 
gy  Notes  {Vol.  5,  No.  2),  published  by  the  Division  of 
Epidemiology,  New  York  State  Department  of  Health, 
Albany,  NY. 


Changes  in  state  immunization 
requirements 

Several  important  changes  have  taken  place  recently  in 
the  immunization  requirements  for  protection  against 
measles,  mumps  and  Haemophilus  influenzae  type  b 
(Hib).  These  changes  primarily  affect  preschoolers,  kin- 
dergarteners and  college  bound  students.  In  addition, 
there  is  a new  requirement  to  test  all  pregnant  women  for 
hepatitis  B and  to  provide  immunization  for  exposed  new- 
born infants.  The  new  requirements  are  summarized  as 
follows: 

Hib  Vaccine  Requirement  for  Preschoolers — Effective 
January  1,  1990,  children  enrolled  in  day  care  centers, 
nursery  schools  and  pre-K  programs  between  the  ages  of 
18  months  and  five  years  (up  to  the  fifth  birthday)  are 
required  to  show  proof  of  vaccination  against  Haemophi- 
lus influenzae  type  b (Hib)  in  addition  to  other  current 
vaccine  requirements.  Hib  is  the  leading  cause  of  meningi- 
tis in  preschool-age  children.  There  is  a high  rate  of  mor- 
tality and  brain  damage  among  children  with  the  disease. 
Disease  transmission  can  occur  in  day  care  settings.  Hib 
vaccine  is  highly  effective  in  preventing  invasive  disease 
from  this  organism. 

Second  Measles  Vaccine  Dose  for  Children  Entering 
Kindergarten — Effective  September  1,  1990,  children  en- 
tering kindergarten  will  be  required  to  show  proof  of  hav- 
ing received  two  vaccinations  against  measles.  The  first 
dose  must  have  been  received  on  or  after  the  first  birthday. 
The  second  dose  must  be  given  after  1 5 months  of  age  (at 
least  30  days  after  the  1st  dose),  preferably  at  the  pre- 
kindergarten doctor  visit  between  four  and  six  years  of 
age.  This  is  the  same  visit  when  DTP  and  OPV  booster 
doses  are  currently  given.  Serologic  evidence  of  immunity 
to  measles  or  a physician  documented  history  of  measles 
disease  is  also  acceptable.  After  1990,  this  will  apply  to 
one  successively  higher  grade  each  year  by  requiring  that 
those  entering  school  who  were  born  on  or  after  January  1 , 
1985,  have  two  doses  of  measles  vaccine.  Measles,  mumps 
and  rubella  (MMR)  vaccine  is  the  preferred  vaccine  for 
both  doses  of  measles  immunization.  This  change  was 
prompted  by  widespread  measles  outbreaks  during  the 
1988-1989  school  year  and  by  evidence  that  a single  dose 
of  measles  vaccine  does  not  provide  sufficient  levels  of  im- 
munity to  prevent  outbreaks  from  occurring. 

Measles/Mumps/Rubella  Vaccine  Requirement  for 
College  Students — Effective  August  1,  1990,  students  at- 
tending post-secondary  schools  in  New  York  State,  who 
were  born  on  or  after  January  1,  1957,  will  be  required  to 
show  evidence  of  immunity  against  measles,  mumps  and 


rubella.  Proof  of  immunity  to  measles  will  be  defined  as 
two  doses  of  measles  vaccine  (same  schedule  as  listed 
above),  physician  documented  history  of  disease  or  sero- 
logic evidence  of  immunity.  Proof  of  rubella  immunity 
will  mean  one  dose  of  rubella  vaccine  administered  on  or 
after  the  first  birthday  or  serologic  evidence  of  immunity. 
Proof  of  mumps  immunity  will  mean  one  dose  of  mumps 
vaccine  administered  on  or  after  the  first  birthday,  a phy- 
sician documented  history  of  disease  or  serologic  evidence 
of  immunity.  These  new  requirements  will  be  phased  in 
over  two  years:  all  full-time  first  and  second  year  students 
will  be  covered  in  August  1990;  all  undergraduate  and 
graduate  students  will  be  covered  in  August  1991  and 
thereafter.  These  requirements  were  made  in  response  to 
measles,  mumps  and  rubella  outreaks  occurring  on  New 
York  State  college  campuses  in  recent  years. 

Hepatitis  B Testing  of  Pregnant  Women  and  Protection 
of  Exposed  Newborn  Infants — Effective  May  10,  1990, 
health  care  practitioners  will  be  required  to  test  pregnant 
women  for  hepatitis  B surface  antigen  (HBsAg)  to  deter- 
mine if  they  are  infected  with  hepatitis  B.  The  test  can  be 
done  on  the  same  blood  sample  taken  for  the  required  pre- 
natal syphilis  serology.  Hospitals  are  required  to  obtain 
HBsAg  test  results  within  48  hours  for  women  admitted  in 
labor  who  do  not  have  test  results  available.  The  health 
care  providers  caring  for  newborn  infants  of  HBsAg-posi- 
tive  mothers  are  required  to  offer  hepatitis  B immune 
globulin  and  hepatitis  B vaccine  for  the  infant  within  12 
hours  after  birth,  as  soon  as  physiologically  stable,  or  as 
soon  as  HBsAg  results  for  the  mother  are  available.  Fol- 
low-up doses  of  hepatitis  B vaccine  should  be  given  at  one 
and  six  months  of  age  or  at  one,  two  and  twelve  months  of 
age.  This  new  law  was  enacted  in  response  to  evidence  that 
hepatitis  B infection  is  highly  communicable  from  mother 
to  newborn;  is  likely  to  lead  to  a chronic  carrier  state  in  the 
infant;  and  is  preventable  by  the  vaccination  schedule  out- 
lined above.  This  is  a cost  effective  disease  prevention 
strategy. 

Each  of  the  requirements  outlined  above  allows  for  reli- 
gious and  medical  exemptions.  Questions  regarding  these 
new  immunization  requirements  and  referral  for  vaccina- 
tion of  those  unable  to  pay  for  any  of  these  vaccines  may 
be  directed  to  your  local  health  department  or  to  the  state 
or  city  Immunization  Program  listed  below: 

Buffalo  (716)  847-4502 

New  Rochelle  (914)  632-4133 

Rochester  (716)  423-8094 

Syracuse  (315)  426-7633 

Albany  (518)  473-4437 

New  York  City  Hotline  (212)  349-2664 

Long  Island  (516)  348-2742 


Harvard  Report  highlights 

On  February  28,  1990,  the  New  York  State  Depart- 
ment of  Health  released  the  results  of  the  long  awaited 
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Harvard  Medical  Practice  Study,  a comprehensive  analy- 
sis of  the  relationship  between  medical  injury,  negligence, 
costs,  compensation  and  lawsuits.  The  four-year,  $3.1  mil- 
lion study,  funded  by  New  York  State,  focused  on  hospi- 
tals throughout  the  state,  but  has  implications  for  the  rest 
of  the  country’s  patients,  physicians,  hospitals  and  health 
care  systems.  Its  purpose  was  to  provide  “relevant  empiri- 
cal data  that  will  permit  informed  judgments  and  sound 
policymaking  concerning  this  complex  area,”  the  authors 
said. 

The  study  was  mandated  by  the  New  York  Legislature 
in  1986  to  provide  a factual  background  in  the  ongoing 
debate  over  the  frequency  and  costs  of  medical  malprac- 
tice. 

Costs  and  Compensation 

Eight  times  as  many  patients  suffered  an  injury  from 
negligence  as  filed  a malpractice  claim.  About  16  times  as 
many  patients  suffered  an  injury  from  negligence  as  re- 
ceived compensation. 

An  estimated  12,859  injuries  from  medical  negligence 
did  not  lead  to  malpractice  claims.  Many  cases  in  litiga- 
tion were  brought  by  patients  whose  records  showed  no 
evidence  of  negligence  or  injury  caused  by  medical  inter- 
vention. 

The  cost  of  medical  injuries  to  New  Yorkers  (in  1989 
dollars)  is  estimated  at  $894  million-$285  million  in  lost 
wages  and  fringe  benefits,  $103  million  in  uninsured  med- 
ical costs  and  $506  in  lost  household  production. 

Injury 

Approximately  4%  of  people  hospitalized  in  1984  were 
injured,  more  than  one  quarter  of  these  resulted  from  neg- 
ligence. That  is  98,609  injuries,  27,179  of  them — 1%  of  all 
hospitalizations — from  negligence. 

More  than  half  of  these  injuries  resulted  in  minimal  and 
transient  disability.  Some  14%  of  patients  died  at  least  in 
part  as  a result  of  their  injuries.  For  another  9%,  the  dis- 
ability lasted  longer  than  six  months. 

Medical  injury  contributed,  at  least  in  part,  to  the 
deaths  of  more  than  13,000  patients  and  approximately 
2,500  cases  of  permanent  total  disability. 

Deterrence 

Physicians,  hospitals  and  health  organizations  paid 
over  $1  billion  in  malpractice  premiums  in  1988. 

Physicians  believe  they  face  a 20%  risk  of  being  sued  in 
a year,  three  times  the  actual  risk  of  being  sued.  Overall, 
physicians  believe  they  have  a 60%  chance  of  being  sued 
for  negligent  care,  substantially  greater  than  the  actual 
risk. 

Physicians  who  perceived  themselves  to  be  at  greater 
risk  of  being  sued  said  in  the  past  ten  years,  they  had  or- 
dered more  tests  and  procedures  and  reduced  their  prac- 
tice scope. 

Comparisons 

People  over  65  had  twice  the  chance  of  being  injured  as 
those  in  the  16  to  44  age  group.  Newborns  had  half  the 
injury  rate  of  the  16  to  44  group. 

Higher  rates  of  medical  injury  were  found  in  hospitals 
that  served  a higher  proportion  of  minority  patients. 


The  rate  of  injuries  in  upstate  rural  hospitals  was  one- 
third  that  of  upstate  metropolitan  hospitals  and  less  than 
one-fourth  that  of  New  York  City. 

The  percent  of  injuries  due  to  negligence  was  not  signif- 
icantly different  across  regions. 

(Note:  All  estimates  and  projections  are  based  on  a re- 
view of  1984  hospital  records  and  subsequent  follow-up 
interviews  and  surveys.) 

Mammography  attitudes  and 
awareness 

Analyses  of  data  collected  by  the  New  York  State  De- 
partment of  Health  continue  to  show  that  women  in  New 
York  have  one  of  the  highest  rates  of  breast  cancer  inci- 
dence and  mortality  in  the  United  States.  About  one  out  of 
every  ten  women  in  the  United  States  will  develop  breast 
cancer  during  her  lifetime.  Until  this  disease  can  be  pre- 
vented, the  best  way  women  can  protect  themselves  is 
through  early  detection  and  prompt  treatment.  Today, 
with  the  technology  of  mammography,  breast  cancer  can 
be  detected  at  very  early  stages  of  development,  when  the 
chance  of  cure  is  the  highest. 

Data  on  mammographic  practices  among  women  in 
New  York  State  are  limited.  Therefore,  a survey  of  mam- 
mography practices  among  women  in  New  York  State 
was  initiated  in  the  spring  of  1989  by  the  New  York  State 
Department  of  Health,  Bureau  of  Cancer  Epidemiology. 
The  initial  survey  was  sent  to  a sample  of  5,000  New  York 
State  women  ages  50-74  within  the  57  counties  of  New 
York  State,  excluding  New  York  City,  who  were  random- 
ly selected  from  Department  of  Motor  Vehicle  files.  In- 
cluded with  the  survey  was  a cover  letter  and  a stamped, 
self-addressed  envelope  for  participants’  use  in  returning 
the  completed  questionnaires.  Nonrespondents  to  the  ini- 
tial letter  were  sent  a second  letter,  then  a short  reminder 
card,  yielding  a participation  response  for  all  three  mail- 
ings of  over  63%. 

Survey  respondents  were  divided  into  three  groups  ac- 
cording to  their  current  mammography  practices:  ( 1 ) an- 
nuals— women  who  reported  receiving  mammograms  on 
an  annual  basis;  (2)  nevers — women  who  reported  never 
having  a mammogram;  and  (3)  sporadic — women  who  re- 
ported having  previously  received  at  least  one  mammo- 
gram, but  who  did  not  obtain  annual  mammograms.  Only 
28%  of  the  respondents  reported  receiving  a mammogram 
each  year.  The  remaining  72%,  sporadic  and  never  users, 
must  be  encouraged  to  seek  or  more  fully  utilize  mam- 
mography. Because  methods  used  to  encourage  the  non- 
user may  differ  from  methods  employed  with  sporadic  us- 
ers, it  is  important  to  explore  the  differences  in  attitudes 
and  awareness  among  the  three  groups.  (See  Figure  1.) 

Almost  all  respondents  in  each  group  indicated  that 
mammography  is  important.  Eighty-four  percent  of  “an- 
nuals” reported  that  they  were  afraid  of  breast  cancer, 
compared  to  66%  of  the  “nevers”  and  78%  of  the  “spora- 
dics.”  There  was  little  difference  among  the  groups  re- 
garding fear  of  discovering  the  disease  through  the  use  of 
mammography  among  the  respondents  in  this  survey.  Al- 
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FIGURE  1.  Attitudes  and  awareness  of  mammography  among  respon- 
dents to  the  NYS  1989  survey,  ages  50-74. 


most  30%  of  the  nonusers  indicated  that  they  were  afraid 
of  radiation  exposure,  and  a comparable  proportion  of 
nonusers  mentioned  the  cost  of  a mammogram  as  a deter- 
rent. Lower  proportions  of  “annuals”  and  “sporadics”  re- 
ported these  concerns.  When  asked  about  insurance  cov- 
erage, 60%  of  the  “nevers”  did  not  know  if  their  insurance 
company  provided  coverage  for  mammography  proce- 
dures. This  compares  to  10%  of  “annuals”  and  30%  of 
“sporadics”  who  reported  that  they  were  aware  of  insur- 
ance coverage  for  mammography. 

Frequency  of  visiting  a physician  was  also  examined. 
Ninety-six  percent  of  the  “annual”  users  reported  regular 
medical  care,  while  only  64%  of  the  women  who  had  never 
received  a mammogram  reported  that  they  receive  medi- 
cal care  on  a regular  basis.  Among  “sporadic”  users  of 
mammography,  78%  reported  that  they  receive  regular 
medical  care.  While  a lower  proportion  of  “sporadic”  us- 
ers and  “never”  users  reported  regular  medical  care,  a ma- 
jority of  women  in  each  group  reported  receiving  medical 
care  suggesting  that  access  to  medical  care  may  not  repre- 
sent a barrier  to  mammography  for  these  women. 

Knowledge  is  a prerequisite  for  the  adoption  of  any 
healthful  behavior.  Unfortunately,  knowledge  about 
breast  cancer  and  the  benefits  of  breast  cancer  screening 
in  the  general  population  is  limited;  therefore,  the  dissemi- 
nation of  educational  interventions  is  of  prime  importance 
in  affecting  behavioral  change.  Since  less  than  30%  of  re- 
spondents reported  receiving  an  annual  mammogram,  ef- 
forts are  needed  to  encourage  the  sporadic  and  never  users 
of  mammography  (encompassing  over  70%)  to  adopt  an- 
nual breast  screening  practices. 


The  mammography  survey  also  included  an  interven- 
tion component  designed  to  increase  knowledge  concern- 
ing the  benefits  of  annual  mammography  screening  and  to 
evaluate  the  impact  of  providing  educational  materials  de- 
scribing mammography.  Three  interventions  were  de- 
signed to  provide  women  with  certain  facts  about  the  im- 
portance of  mammography  screening,  information  on 
what  is  involved  in  a mammogram  and  basic  steps  to  pre- 
pare for  the  procedure.  These  interventions  were  mailed  at 
six  week  intervals. 

The  first  intervention  consisted  of  the  American  Cancer 
Society  (ACS)  brochure  on  mammography  that  provides 
information  about  the  nature  and  purpose  of  mammo- 
graphic  screening.  This  brochure  contains  a series  of  ques- 
tions and  answers  providing  information  on  ACS  recom- 
mendations, benefits  and  risks  of  mammography,  risk 
factors  for  breast  cancer  and  the  costs  of  screening  mam- 
mography. 

The  second  intervention,  a “Mammography  Fact 
Sheet,”  highlighted  information  given  in  the  first  inter- 
vention, and  also  reassured  women  about  the  safety,  sim- 
plicity, and  efficacy  of  the  procedure.  An  insert  drawing 
attention  to  the  new  insurance  reimbursement  coverage  in 
New  York  State  was  also  included,  as  well  as  a toll-free 
number  that  women  could  call  to  find  where  mammogra- 
phy is  available. 

The  third  intervention  was  designed  to  encourage 
asymptomatic  women  to  include  breast  screening  prac- 
tices as  part  of  their  regular  personal  health  regimen  along 
with  weight  control,  changes  in  diet  and  increased  use  of 
exercise  programs. 

Early  in  1990  the  “sporadic”  and  “never”  groups  will 
be  resurveyed  to  determine  the  impact  of  these  interven- 
tions. If  they  are  successful  in  motivating  women  to  par- 
ticipate in  breast  screening  practices,  interventions  of 
these  types  may  provide  a low-cost  and  effective  method 
of  encouraging  women  to  obtain  mammograms  on  a regu- 
lar basis. 

In  light  of  legislation  recently  passed  by  New  York 
State  requiring  third  party  reimbursement  for  mammo- 
graphic  services,  knowledge  of  mammography  practices 
in  New  York  State  will  be  useful  in  directing  promotional 
and  educational  campaigns  to  selected  subpopulations 
currently  underutilizing  these  services. 

For  additional  information,  contact  Patricia  Kraichy, 
Bureau  of  Cancer  Epidemiology,  (5i8)  473-7817. 
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Is  lightscanning  a viable  alternative  to  mammography  for 
detecting  breast  cancer? 

Lightscanning  involves  the  use  of  red  and  near-infrared 
light  to  visualize  breast  tissue.  The  efficacy  of  this  tech- 
nique, whether  it  is  used  alone  or  as  a complement  to 
mammography,  is  a controversial  issue.  In  1986,  a Swed- 
ish team  of  physicians  compared  lightscanning  with  mam- 
mography in  a prospective  study.  Their  conclusion  was 
clear:  “lightscan  as  utilized  by  us  was  inferior  to  mammo- 
graphy” {Cancer  1990;65:1671-1677). 

Although  mammography  is  an  effective  means  of  diag- 
nosing breast  cancer,  it  carries  the  risk  of  ionizing  radia- 
tion— an  important  consideration  in  screening  young 
women — and  its  diagnostic  capabilities  are  more  limited 
with  dense  breasts  and  in  lobular  carcinoma  in  situ  and  in 
intraductal,  noninvasive  cancer  without  microcalcifica- 
tion. 

The  Swedish  study  assessed  the  efficacy  of  lightscan  in 
two  protocols:  the  clinical  study  included  patients  with 
symptoms  suggesting  breast  irregularities;  the  screening 
study  included  patients  who  had  suspicious  findings  on  a 
screening  mammogram.  In  all,  the  one-year  study  encom- 
passed 2,568  subjects  and  5,087  breasts. 

In  the  clinical  study,  examination  of  3,178  breasts  re- 
vealed 198  cancers.  Mammography  correctly  identified 
93%  of  these  cancers,  whereas  lightscan  identified  83%. 
False-positive  findings  of  cancer  were  more  common  with 
lightscan  (334  cases  in  2,646  breasts)  than  with  mammog- 
raphy (107  of  2,646).  Lightscan  led  to  the  diagnosis  of 
nine  cases  of  cancer  (4.5%)  that  were  not  detected  by 
mammography.  Lightscan  was  slightly  more  sensitive  for 
breast  cancer  diagnosis  in  women  younger  than  50  years. 
“Calculations  show  that  if  the  women  <50  years  of  age 
had  the  same  breast  cancer  prevalence  as  those  >50  years, 
the  positive  predictive  value  for  mammography  would 
have  been  78%,  and  for  lightscan,  52%. ” 

In  the  screening  study,  lightscan  identified  only  48%  of 
the  126  cancers  found  by  mammography  in  1,909  breasts. 
Lightscan  was  especially  poor  in  identifying  small  tumors. 
Of  the  1,783  breasts  with  no  cancer,  mammography  yield- 
ed false  positives  in  70,  with  lightscan  erring  in  156. 

“In  the  absence  of  clinical  information,  the  sensitivity 
of  lightscan  decreased  in  both  the  clinical  and  the  screen- 
ing study.”  The  overall  false-positive  rate  for  lightscan 
(19.1%)  compared  to  mammography  (6.9%)  is  a major 
disadvantage  of  the  former  technique  according  to  the  au- 
thors. They  cite  the  increased  time  and  expense  of  light- 
scan as  other  negative  factors.  They  conclude  that,  “It  is 
our  impression  that  the  main  contribution  of  lightscan  is 
in  a more  careful  and  thorough  clinical  examination  than 
is  usual  in  clinical  practice.” 

Antibiotics  and  other  drugs  may  inhibit  effectiveness  of 
oral  contraceptives 

To  date,  there  have  been  at  least  two  lawsuits  settled  out 
of  court  that  have  sought  compensation  from  dentists  for 
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patients  taking  oral  contraceptives  who  became  pregnant 
after  undergoing  antibiotic  therapy  prescribed  by  the  den- 
tists {American  Dental  Association  News  1990;  21:1,6). 
There  is  evidence  that  some  drugs,  including  several  anti- 
biotics, may  interfere  with  the  effectiveness  of  oral  contra- 
ceptives. Despite  the  relatively  low  risk  of  pregnancy,  the 
American  Dental  Association  Council  on  Dental  Thera- 
peutics recommends  that  dentists  inform  female  patients 
of  the  potential  for  a drug  interaction. 

Pharmaceutical  companies  provide  warnings  to  both 
patients  and  physicians  in  the  packaging  materials  of  anti- 
biotics and  oral  contraceptives.  Dentists  should  advise  fe- 
male patients  who  use  birth  control  pills  to  supplement 
their  protection  with  an  additional  form  of  contraception 
during  the  menstrual  cycle  in  which  she  is  taking  antibiot- 
ics or  other  drugs  that  are  incompatible  with  oral  contra- 
ceptives. 

Two  of  the  drugs  frequently  associated  with  reduced 
effectiveness  of  oral  contraceptives  are  penicillin  (and  re- 
lated antibiotics)  and  tetracycline — both  of  which  are 
commonly  prescribed  by  dentists  to  treat  or  prevent  infec- 
tion. Other  drugs  that  may  interfere  with  birth  control 
pills  include  rifampin,  ampicillin,  neomycin,  isoniazid, 
chloramphenicol,  sulfonamide,  nitrofurantoin,  griseoful- 
vin,  barbiturates,  phenytoin,  carbamazepine,  primidone, 
phenylbutazone,  analgesics,  tranquilizers,  and  medica- 
tions to  treat  migraine  headaches.  It  appears  that  the  risk 
of  oral  contraceptive  failure  increases  with  the  use  of  more 
than  one  of  these  drugs. 

Premenstrual  syndrome  and  diet 

The  physiologic  basis  of  premenstrual  syndrome 
(PMS)  becomes  clearer  with  each  successive  scientific 
study.  The  misconceptions  that  PMS  is  strictly  a psycho- 
logic disorder  are  being  replaced  by  data  that  demonstrate 
the  complex  bodily  changes  that  women  experience  dur- 
ing the  late  luteal  phase  of  the  monthly  menstrual  cycle. 
Common  symptoms  of  PMS  include  mood  alterations 
such  as  irritability,  depression,  and  anxiety,  abnormalities 
in  sleep  patterns,  bodily  discomfort  including  bloating  and 
breast  tenderness,  and  food  cravings.  With  respect  to  the 
latter,  women  who  experience  PMS  frequently  report 
cravings  for  carbohydrate-rich  foods. 

Judith  Wurtman,  PhD,  and  colleagues  from  the  Massa- 
chusetts Institute  of  Technology,  measured  food  intake 
and  mood  changes  in  19  women  with  PMS,  and  compared 
the  data  with  those  for  nine  control  subjects  {Am  J Obstet 
Gynecol  1989;  161:1228-1234).  In  a second  study,  the  au- 
thors evaluated  the  effects  of  a carbohydrate-rich  meal  on 
mood  and  plasma  hormone  and  metabolite  levels  in  18 
women  with  PMS  and  14  controls.  For  these  studies, 
women  with  PMS  scored  >20  on  the  Hamilton  Depres- 
sion Score  (HDS)  during  the  late  luteal  phase  (3-5  days 
before  the  onset  of  menses)  and  >30  on  the  HDS  plus  the 
addendum  (which  assessed  changes  in  fatigue,  appetite, 
carbohydrate  craving,  and  sociability). 

In  the  first  study,  performed  during  a 48-hour  period  in 
an  outpatient  facility,  Wurtman  et  al  measured  the  sub- 
jects’ food  intake;  the  women  reported  on  their  mood,  ap- 
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petite,  sleep  habits,  and  somatic  complaints,  and  they  un- 
derwent a psychiatric  interview.  In  the  second,  outpatient 
study,  the  participants  consumed  a test  carbohydrate 
meal  during  the  early  follicular  phase  (days  3-7  of  the 
menstrual  cycle)  and  the  same  meal  during  the  late  luteal 
stage. 

The  results  from  the  first  study  indicate  that  “the  sub- 
jects with  PMS  exhibited  significantly  elevated  depres- 
sion scores  during  the  late  luteal  measurement  period.” 
Significant  increases  in  fatigue,  sociability,  general  appe- 
tite, and  carbohydrate  craving  were  reported,  in  addition 
to  a significant  decrease  in  work  efficiency.  Carbohydrate 
intake  increased  24%  {p  < 0.0 1 ) during  regular  meals  and 
43%  {p  < 0.003)  for  snacks. 

Women  with  PMS  reported  significant  decreases  in  de- 
pression, tension,  anger,  confusion,  and  fatigue  after  the 
carbohydrate-rich  meal  consumed  during  the  second 
study,  as  well  as  increases  in  calmness  and  alertness. 
There  were  no  significant  differences  noted  between  PMS 
and  control  subjects  with  regard  to  postprandial  plasma 
glucose,  insulin,  and  amino  acid  levels. 

The  authors  conclude  that  “individuals  suffering  from 
PMS  may  eat  carbohydrates  for  their  antidepressant  ef- 
fects.” Carbohydrates  increase  the  synthesis  and  release 
of  serotonin  in  the  brain,  a neurotransmitter  which  may 
play  a role  in  depression.  Although  this  study  was  based 
on  a very  small  sample  population,  it  suggests  a role  for 
serotonin  in  the  symptoms  of  PMS  and  a possible  thera- 
peutic role  for  mimicking  the  carbohydrate-induced  in- 
crease in  serotonin  synthesis  and  release. 

An  attempt  to  predict  bone  mass  in  perimenopausal 
women  using  only  clinical  data 

Determination  of  bone  mass  at  multiple  skeletal  sites 
yields  accurate  estimates  of  mineral  content  when  using 
such  sophisticated  techniques  as  single-  and  dual-photon 
absorptiometry,  dual-energy  roentgenographic  absorptio- 
metry, and  quantitative  computed  tomography.  Bone 
mass  measurements  have  become  an  important  diagnostic 
component  in  osteoporosis.  Several  studies  have  shown 
that  low  bone  mass  is  suggestive  of  an  increased  risk  of 
fracture  in  perimenopausal  women. 

Once  low  bone  mass  is  detected,  there  are  effective 
treatments,  including  calcitonin  and  estrogen  replace- 
ment therapy.  Although  there  is  little  support  for  screen- 
ing of  all  perimenopausal  women,  it  is  important  to  identi- 
fy those  women  with  low  bone  mass  who  would  benefit 
from  available  treatments.  Slemenda  et  al  sought  to  deter- 
mine whether  proposed  risk  factors  for  osteoporosis,  in- 
cluding information  obtained  from  a medical  history,  physi- 
cal examination,  and  laboratory  tests,  could  pinpoint  women 
who  should  then  undergo  additional  studies,  such  as  bone 
mass  assessment  {Ann  Intern  Med  1990;  112:96-101). 

Although  there  are  no  proven,  quantitative  risk  factors 
for  osteoporosis,  the  authors  amassed  data  on  suggested 
risk  factors,  including  height,  weight,  age,  time  since  last 
menstrual  period,  episodes  of  flushing,  smoking,  dietary 
calcium  intake,  and  alcohol  intake.  In  addition,  the  au- 
thors performed  the  following  laboratory  studies:  urinary 
calcium,  creatinine,  and  hydroxyproline.  The  researchers 
used  single-photon  absorptiometry  to  determine  bone 
mineral  content  at  the  midshaft  and  distal  radius  as  well 


as  dual-photon  absorptiometry  to  estimate  values  for  the 
spine  and  hip. 

Based  on  the  data  obtained,  the  authors  assigned  scores 
to  the  risk  factors,  “based  on  the  strength  ...  of  each  fac- 
tor in  predicting  bone  mass  at  a particular  site.”  Finally, 
the  authors  “constructed  general  linear  models  to  proper- 
ly weight  each  of  the  many  independent  variables  in  multi- 
ple variable  equations  to  maximize  the  correct  classifica- 
tion of  women  with  low  bone  mass.” 

These  models  were  able  to  identify  65%  of  the  women 
with  low  bone  mass  and  53%  of  the  women  with  high  bone 
mass.  From  this  finding,  the  authors  concluded  that,  “the 
analysis  of  multiple  risk  factors  in  perimenopausal  women 
is  an  inadequate  substitute  for  bone  mass  measurements.” 
Missing  more  than  30%  of  women  with  reduced  bone  mass 
is  not  acceptable  sensitivity.  Furthermore,  the  model  was 
least  effective  in  predicting  bone  mass  in  the  spine  and  hip, 
the  most  common  sites  for  osteoporotic  fractures.  “For 
most  candidates  for  estrogen  therapy,  a single  bone  mass 
measurement  at  any  site  provides  information  on  which  to 
base  a therapeutic  decision,  information  that  cannot  be 
obtained  through  other  clinically  available  data.” 

Osteoporosis:  Does  sodium  fiuoride  strengthen  bone? 

Sodium  fluoride  is  a common  treatment  for  osteoporo- 
sis; it  can  increase  spinal  bone  mass,  yet  its  ability  to 
strengthen  bone  and  prevent  osteoporotic  fractures  has 
never  been  proven.  The  Food  and  Drug  Administration 
has  not  approved  sodium  fluoride  as  a treatment  for  osteo- 
porosis, although  it  is  often  used  for  this  purpose  {JAMA 
1990;  1752-1753). 

Studies  have  demonstrated  that  sodium  fluoride  in- 
creased spinal  bone  mass,  but  its  ability  to  increase  corti- 
cal bone  mass  and  reduce  one’s  risk  of  fractures  is  not 
supported  by  current  evidence.  Researchers  at  the  Mayo 
School  of  Medicine  (Rochester,  Minn)  have  found  that 
sodium  fluoride  therapy  increases  spinal  bone  mass  by 
transferring  bone  material  from  cortical  bone  to  trabecu- 
lar bone.  Based  on  their  controlled  study  comparing  sodi- 
um fluoride  to  a placebo,  the  researchers  stated,  “Our  ten- 
tative conclusion  is  that  bone  that  forms  with  fluoride 
therapy  does  not  have  normal  strength  and  is  qualitatively 
inferior.”  Thus,  bone  supposedly  strengthened  by  sodium 
fluoride  may  actually  be  more  susceptible  to  fractures. 

Osteoporosis:  New  therapies  may  add  bone  mass 

At  least  three  new,  experimental  treatment  regimens 
for  osteoporosis  are  showing  promise  in  early  phases  of 
testing  {JAMA  1990;  263:1753).  Clinical  trials  with  di- 
phosphonates  suggest  that  they  may  inhibit  bone  loss  in 
osteoporosis. 

Injected  calcitonin  is  an  established  treatment  for  os- 
teoporosis in  patients  who  cannot  receive  estrogen  re- 
placement, however,  it  is  not  appropriate  for  preventive 
use.  Calcitonin  in  nasal-spray  form  is  now  undergoing 
clinical  trials  and  appears  to  be  effective  in  delaying  or 
preventing  bone  loss  in  postmenopausal  women. 

Rather  than  simply  inhibiting  bone  loss,  however,  a 
new,  combined  hormone  therapy  appears  to  increase  bone 
mass  density  in  the  spine  as  well  as  increasing  cortical 
bone  mass.  Preliminary  findings  of  a two-year  trial  with 
the  combination  of  estrogen  and  the  progestogen  noreth- 
indrone  acetate  are  promising. 
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1990.  By  Philip  L.  Beard.  289  pp,  illustrated. 
Willowbrook,  III,  Professional  Medical  Manage- 
ment Corp,  1989.  $59.95  (softcover) 

ICD-9-CM  Coding  Handbook:  For  Physician 
Practices.  By  Therese  M.  Jorwic,  rra.  379  pp. 
Willowbrook,  III,  Professional  Medical  Manage- 
ment Corp,  1989.  $49.95  (softcover) 


HISTORY  OF  MEDICINE 

Ask  Sir  James:  Sir  James  Reid,  Personal  Phy- 
sician to  Queen  Victoria  and  Physlclan-In-Or- 
dlnary  to  Three  Monarchs.  By  Michaela  Reid. 
315  pp,  illustrated.  New  York,  Penguin  Books, 

1987.  $12.95  (paperback) 


INFECTIOUS  DISEASES 

Antiviral  Agents  and  Viral  Diseases  of  Man. 

Third  Edition.  Edited  by  George  J.  Galasso,  phd. 


Richard  J.  Whitiey,  md.  and  Thomas  C.  Merigan, 
MD.  800  pp,  illustrated.  New  York,  Raven  Press, 
1990.  $150.00  (hardcover) 


INTERNAL  MEDICINE 

Oxford  Handbook  of  Clinical  Medicine.  By 

R.  A.  Hope,  J.  M.  Longmore,  P.  A.  H.  Moss,  and 
A.  N.  Warrens.  795  pp,  illustrated.  New  York, 
Oxford  University  Press,  1989.  $21.95  (paper- 
back) 


LEGAL  MEDICINE 

Legal  Aspects  of  Medicine.  Edited  by  James  R. 
Vevaina,  md.  Roger  C.  Bone,  md.  Honorable  Ed- 
win Kassoff.  340  pp.  New  York,  Springer-Ver- 
lag,  1989.  $73.00  (hardcover) 


MISCELLANEOUS 

A Year-Long  Night:  Tales  of  a Medical  Intern- 
ship. By  Robert  Klitzman,  md.  242  pp.  New 
York,  Penguin  Books,  1989.  $7.95  (paperback) 

Healing  and  Restoring:  Health  and  Medicine  In 
the  World’s  Religious  Traditions.  Edited  by 
Lawrence  E.  Sullivan.  468  pp.  New  York,  Mac- 
millan Publishing  Co,  1989.  $35.00  (hardcover) 

Letting  Blood.  By  Richard  Platt,  md.  and  Orah 
Platt,  MD.  176  pp.  New  York,  St  Martin's  Press, 

1988.  $14.95  (clothcover) 

Make  Sure  You  Do  Not  Have  Breast  Cancer. 

By  Philip  Strax,  md.  118  pp,  illustrated.  New 
York,  St  Martin's  Press,  1989.  $15.95  (cloth- 
cover) 

Occupational  Therapy  Assistant  Career  Pro- 
file. By  Naomi  Schubin  Greenberg,  PhD.  236  pp, 
illustrated.  St  Louis,  Mo,  Warren  H.  Green,  Inc, 
1990.  $37.50  (softcover) 

Perspectives  on  Animal  Research.  Volume  I. 
Edited  by  Stephen  R.  Kaufman,  md.  and  Betsy 
Todd,  RN.  134  pp.  New  York,  Medical  Research 
Modernization  Committee,  1989.  $15.00  (hard- 
cover) 

Practice  Made  Perfect:  The  Physician’s  Guide 
to  Communication  and  Marketing.  By  Edna  Ka- 
plan, MS.  261  pp.  Boston,  Mass,  Barrington 
Press,  1990.  $39.95  (hardcover) 

Providing  Services  for  People  with  Vision 
Loss:  A Multidisciplinary  Perspective.  1 29  pp, 
illustrated.  Lexington,  Mass.  Resources  for  Re- 
habiiitation,  1989.  $19.95  (paperback) 

Reporting  on  Risk:  Getting  It  Right  In  an  Age  of 
Risk.  By  Victor  Cohn.  65  pp.  Washington,  DC, 
The  Media  Institute,  1990.  $8.95  (paperback) 

Wisdom  tor  Living:  Your  Health.  By  Hugh  D. 


Patterson,  md.  97  pp,  illustrated.  New  York, 
Vantage  Press,  Inc,  1989.  $8.95  (hardcover) 

NEUROLOGY 

Ryan:  A Mother’s  Story  of  Her  Hyperactive/ 
Tourette  Syndrome  Child.  By  Susan  Hughes. 
153  pp.  Duarte,  Calif,  Hope  Press.  1990.  $9.95 
(paperback) 

Tourette  Syndrome  and  Human  Behavior.  By 

David  E.  Comings,  md  828  pp,  illustrated. 
Duarte,  Calif,  Hope  Press,  1990.  $39.95  (paper- 
back) 

NUTRITION 

Nutrition  & Eating  Disorders.  By  Catherine  M. 
Patterson,  mph,  Diane  P.  Whelan,  mph,  Cheryl  L. 
Rock,  MMSC.  Tami  J.  Lyon.  mph.  34  pp.  Van 
Nuys,  Calif,  PM,  Inc,  1989.  $4.95  (paperback) 


OBSTETRICS  AND  GYNECOLOGY 

Methods  of  Childbirth.  The  Completely  Updat- 
ed Version  of  a Classic  Work  for  Today's 
Woman.  Revised  Edition.  By  Constance  A. 
Bean.  334  pp,  illustrated.  New  York,  William 
Morrow  & Co,  1990.  $12.95  (paperback) 

Obstetrics  & Gynecology:  Annual  Review 

1989.  Edited  by  Harrison  H.  Shield,  md.  321  pp. 
Elmsford,  NY,  Pergamon  Press,  Inc,  1989. 
$32.50  (softcover) 

Tubal  Reconstructive  Surgery.  By  Ginter  So- 
trel,  MD.  281  pp,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1990.  $75.00  (hardcover) 


ONCOLOGY 

Hodgkin’s  Disease:  The  Consequences  of  Sur- 
vival. By  Mortimer  J.  Lacher,  md.  and  John  R. 
Redman,  md.  477  pp,  illustrated.  Philadelphia, 
Lea  & Febiger,  1990.  $80.00  (hardcover) 


OPHTHALMOLOGY 

The  Ocular  Fundus:  A Photographic  Documen- 
tation Atlas  With  Diagnostic  and  Therapeutic 
Guidelines.  By  Manfred  R.  Tetz,  md.  and  David  J. 
Apple,  MD  215  pp,  illustrated.  Baltimore,  Md, 
Williams  & Wilkins.  1990.  $129.50  (hardcover) 


PEDIATRICS 

Control  of  the  Onset  of  Puberty.  Edited  by  Mel- 
vin M.  Grumbach,  md,  Pierre  C.  Sizonenko,  md. 
and  Michael  L.  Aubert,  md.  710  pp,  illustrated. 
Baltimore,  Md,  Williams  & Wilkins,  1990. 
$125.00  (hardcover) 

The  Role  of  Professional  Background,  Case 
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Characteristics,  and  Protective  Agency  Re- 
sponse In  Mandated  Child  Abuse  Reporting.  By 

Gail  L.  Zellman  and  Robert  M.  Bell.  163  pp.  San- 
ta Monica,  Calif,  The  Rand  Corporation,  1990. 
$15.00  (paperback) 


PHARMACOLOGY 

Toxicokinetics  and  New  Drug  Development. 

Edited  by  Avraham  Yacobi,  PhD,  Jerome  P.  Skel- 
ly,  PhD,  and  Vijay  K.  Batra,  PhD.  246  pp,  illustrat- 
ed. Elmsford,  NY,  Pergamon  Press,  Inc,  1989. 
$25.00  (hardcover) 


PREVENTIVE  MEDICINE  AND  PUBLIC 
HEALTH 

Health  Education:  Principles,  Preparation,  and 
Practice.  By  Karen  M.  Lorentzen,  rn.  and  Rob- 
ert N.  Neal,  Edd.  124  pp.  St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1990.  $18.75  (paperback) 

Organizing  Villagers  for  Self-Reliance:  A Study 
of  Gonoshasthya  Kendra  In  Bangladesh.  By 
Jayanta  Kumar  Ray.  104  pp.  Calcutta,  Orient 
Longman  Ltd,  1986.  (paperback) 

Plagues  and  Politics:  The  Story  of  the  United 
States  Public  Health  Service.  By  Fitzhugh  Mul- 
lan,  MD.  223  pp,  illustrated.  New  York,  Basic 
Books,  Inc,  1989.  $26.95  (hardcover) 


PSYCHIATRY 

A Day  Hospital  Group  Treatment  Program  for 
Anorexia  Nervosa  and  Bulimia  Nervosa.  Edited 
By  Niva  Piran,  PhD,  and  Allan  S.  Kaplan,  md.  168 
pp,  illustrated.  New  York,  Brunner/Mazel  Pub- 
lishers, 1990.  $25.00  (hardcover) 

Annual  Progress  In  Child  Psychiatry  and  Child 
Development  1989:  A Selection  of  the  Year's 
Outstanding  Contributions  to  the  Understand- 
ing and  Treatment  of  the  Normal  and  Disturbed 
Child.  Edited  by  Stella  Chess,  md.  and  Margaret 
E.  Hertzig,  md  576  pp,  illustrated.  New  York, 
Brunner/Mazel  Publishers,  1990.  $50.00  (hard- 
cover) 

Brief  Therapy  Approaches  to  Treating  Anxiety 
and  Depression.  Edited  by  Michael  D.  Yapko, 
PhD.  384  pp,  illustrated.  New  York,  Brunner/Ma- 


zel Publishers,  1989.  $39.95  (hardcover) 

Child  Psychiatry:  A Primer  for  Those  Who 
Work  Closely  With  Children.  By  R.  Dean  Cod- 
dington,  md,  and  Mollie  M.  Wallick,  phd.  254  pp, 
illustrated.  St  Louis,  Mo,  Warren  H.  Green,  Inc, 
1990.  $37.50  (paperback) 

Cognitive-Behavioral  Marital  Therapy.  By  Don- 
ald H.  Baucom,  phd,  and  Norman  Epstein,  PhD. 
496  pp.  New  York,  Brunner/Mazel  Publishers, 
1990.  $47.95  (hardcover) 

Computer  Applications  In  Psychiatry  and  Psy- 
chology. Edited  by  David  Baskin,  PhD.  192  pp, 
illustrated.  New  York,  Brunner/Mazel  Publish- 
ers, 1990.  $23.95  (hardcover) 

Dry  All  Night:  The  Picture  Book  Technique 
That  Stops  Bedwetting.  By  Alison  Mack.  176 
pp,  illustrated.  Waltham,  Mass,  Little,  Brown  & 
Co,  1989.  $17.95  (hardcover) 

DSM-lll-R  Training  Guide  for  Diagnosis  of 
Childhood  Disorders.  By  Judith  L.  Rapoport,  md. 
and  Deborah  R.  Ismond,  ma.  224  pp.  New  York, 
Brunner/Mazel  Publishers,  1990.  $17.95  (pa- 
perback) 

Hypnotherapy  Scripts:  A Neo-Ericksonlan  Ap- 
proach to  Persuasive  Healing.  By  Ronald  A. 
Havens,  phd,  and  Catherine  Walters,  ma,  msw. 
216  pp.  New  York,  Brunner/Mazel  Publishers, 
1989.  $27.95  (hardcover) 

Modern  Perspectives  In  the  Psychiatry  of  the 
Affective  Disorders.  Edited  by  John  G.  Howells, 
MD  440  pp.  New  York,  Brunner/Mazel  Publish- 
ers, 1989.  $60.00  (hardcover) 

Psychological  Consulting  to  Management:  A 
Clinician’s  Perspective.  By  Lester  L.  Tobias, 
PhD.  208  pp.  New  York,  Brunner/Mazel  Publish- 
ers, 1990.  $25.00  (hardcover) 

Psychosocial  Interventions  with  Physically 
Disabled  Persons.  Edited  by  Bruce  W.  Heller, 
PhD,  Louis  M.  Flohr,  md,  and  Leonard  S.  Zegans, 
MD.  336  pp.  New  Brunswick,  NJ,  Rutgers  Univer- 
sity Press,  1989.  $17.00  (paperback) 

The  Crises  of  Competence:  Transitional  Stress 
and  the  Displaced  Worker.  By  Carl  A.  Maida, 
PhD,  Norma  S.  Gordon,  ma.  and  Norman  L.  Far- 
berow,  phd.  226  pp.  New  York,  Brunner/Mazel 


Publishers,  1989.  $27.50  (hardcover) 

The  Practical  Application  of  Medical  and  Den- 
tal Hypnosis.  By  Milton  H.  Erickson,  md.  Sey- 
mour Hershman,  md,  and  Irving  I.  Sector,  dds. 
480  pp.  New  York,  Brunner/Mazel  Publishers, 
1990.  $18.95  (paperback) 

Trancework:  An  Introduction  to  the  Practice  of 
Clinical  Hypnosis.  Second  Edition.  By  Michael 
D.  Yapko,  PhD.  480  pp.  New  York,  Brunner/Ma- 
zel Publishers,  1990.  $42.50  (hardcover) 

Trauma  and  the  Vietnam  War  Generation:  Re- 
port of  Findings  from  the  National  Vietnam 
Veterans  Readjustment  Study.  By  Richard  A. 
Kulka,  PhD,  William  E.  Schlenger,  PhD,  John  A. 
Fairbank,  Phd,  Richard  L.  Hough,  phd,  B.  Kath- 
leen Jordan,  PhD,  Charles  R.  Marmar,  md,  and 
Daniel  S.  Weiss,  PhD.  352  pp.  New  York,  Brun- 
ner/Mazel Publishers,  1990.  $19.95  (hardcover) 


RADIOLOGY 

Clinical  Implications  of  Abnormal  Digestive 
Tract  Radiographs.  By  David  A.  Morowitz,  md 
235  pp,  illustrated.  Philadelphia,  Lea  & Febiger, 
1990.  $39.50  (hardcover) 


SPORTS  MEDICINE 

Drugs  and  the  Athlete.  By  Gary  1.  Wadler,  md. 
and  Brian  Hainline,  md.  353  pp,  illustrated.  Phila- 
delphia, F.  A.  Davis  Company,  1989.  $45.00 
(hardcover) 


SURGERY 

Lasers  In  Surgery.  Edited  by  Stephen  N.  Joffe, 
md.  319  pp,  illustrated.  Baltimore,  Md,  Williams 
& Wilkins,  1989.  $65.00  (hardcover) 

Trauma,  Transformation  and  Healing:  An  Inte- 
grative Approach  to  Theory,  Research  and 
Post-Traumatic  Therapy.  By  John  P.  Wilson, 
PhD.  368  pp.  New  York,  Brunner/Mazel  Publish- 
ers, 1989.  $40.00  (hardcover) 

Biliary  Tract  Surgery:  Tactics  and  Techniques. 

By  Jacob  A.  Glassman,  md.  416  pp,  illustrated. 
New  York,  Macmillan  Publishing  Co,  1989. 
$90.00  (hardcover) 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


PHYSICIANS  WANTED— CONT’D 


FAMILY  PHYSICIAN.  Fifth  FP  sought  to  join  pro- 
gressive 20  man  multi-specialty  group  in  historic 
midwest  community.  Fully  equipped  120  bed 
hospital  with  plans  for  new  facility,  excellent 
school  system,  many  recreational  and  civic  ac- 
tivities. Competitive  starting  salary  and  bene- 
fits package  with  productivity  bonus  and  part- 
nership potential.  Full  range  of  sub-specialists 
available.  Call  Cheryl  Broderick,  E.G.  Todd  As- 
sociates, (800)  762-9213  or  collect  (508)  688- 
9063. 

GENERAL  SURGEON  needed  for  growing  North- 
east Indiana  town  40  miles  from  Fort  Wayne. 
Join  existing  practice  or  enjoy  coverage  ar- 
rangement only.  Excellent  income  and  bene- 
fits package,  office  subsidy,  low  malpractice. 
Small  town  living  with  big  city  advantages. 
Contact  Cheryl  Broderick  at  1-800-221-4762  or 
collect  at  508-688-9063. 

FAMILY  PHYSICIAN  needed  for  lovely  Northeast 
Indiana  town.  Large  coverage  group,  low  mal- 
practice; OB  optional.  Excellent  income  guar- 
antee and  benefits  combined  with  bucolic  life- 
style and  modern  progressive  hospital  make 
this  a unique  opportunity.  For  more  informa- 
tion contact  Cheryl  Broderick:  1-800-221- 

4762  or  collect  212-599-6200. 

OB/GYN,  NEW  YORK.  32-member  multi-spe- 
cialty group  adding  third  member  to  its  depart- 
ment of  Obstetrics  and  Gynecology.  First 
year,  6-figure  salary,  four-weeks'  vacation, 
other  benefits.  Call:  Wanda  M.  Parker,  Sr. 
Associate.  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017.  Toll  free:  (800)  221-4762,  Collect: 
(212)  599-6200. 


PRACTICES  AVAILABLE 


FOR  SALE:  WOODSTOCK,  NY.  Exceptional 

opportunity:  retiring  OB/GYN  physician  and 

midwife  team  selling  very  successful  private 
practice.  Catskill  Mountain-Hudson  Valley  area, 
2 hours  from  NYC.  Peaceful  and  safe  with  ex- 
cellent schools  and  recreation.  Good  cross  cov- 
erage. Fully  equipped  office  in  large,  well  main- 
tained home  on  beautiful  property.  Long  term 
staff  will  stay  on.  Will  introduce.  Reasonable 
terms.  Immediate  high  income  potential.  Con- 
tact: Lawrence  M.  Perl,  M.D.,  FACOG  at  (518) 
943-6660. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St  . 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Maii  service; 
cleaning.  X-ray  & ciinical  iaboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

FOR  SALE  LARGE  CUSTOM  HOME/6  ROOM  OF- 
FICE located  New  York,  Western  Suffolk,  North 
Shore.  Suitable  for  Medical /Dental.  Air  con- 
ditioned, one  acre,  landscaped,  prestigious 
area.  4 bedrooms,  Z'k  baths,  finished  base- 
ment, 2 car  garage.  P.O.B.  #299,  Huntington, 
NY  11743. 

N.Y.C. — West  86th  St.  between  Columbus  and 
Amsterdam  Avenues. — Large  Medical/Dental 
office,  available  9/ 1 /90,  3-4  treatment  rooms, 
central  air  conditioning,  carpeting,  built-ins, 
1-4  year  lease.  212-874-3578. 


pERBECTLoCATIoil 

New  Pmcing 


133  East  58th  St. 


Medical  Related  Building 

ENTIRE  14TH  FLOOR 
6,940  SQ.  FT. 
ENTIRE  IITH  FLOOR 
4,650  SQ.  FT 
PART  lOTH  FLOOR 
4,500  SQ.  FT. 

■ Full  Floor  Identity 
« Attended  Lobby 
• Off  Park  Avenue 
■ Near  M^or  Transportation 

DAVID  E.  GREEN 
212-704-3812 
LEON  MANOFF 
212-704- 
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SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


FOR  SALE  — PORT  JEFFERSON,  L.I.,  N.Y., 

Waterfront  contemporary  4500  sq.  ft.  1.25 
acres,  5 B.R.,  4'/^  bathrooms.  Indoor  solar 
heated  pool  & sauna.  $895,000.00  (516)  928- 
7300. 

DOCTOR  (OR  THERAPIST,  ETC.)  OFFICE 
SPACE.  Luxury  co-op  in  prestige  landmark 
building.  West  End  Avenue  and  90th  Street. 
2-3  rooms  plus  huge  livingroom  reception 
area.  1,300  sq.  ft..  1 1 ft.  ceilings,  newly  reno- 
vated, parquet  floors,  California  kitchen,  24 
hour  doorman,  8 ft.  windows,  low  mainte- 
nance. Ideal  for  both  llve-ln  and/or  profes- 
sional offices.  Sacrifice:  best  offer  over 

$265,000,  low  financing  accepted.  (212)  874- 
4685. 

MEDICAL  SITE  FOR  RENT.  Seeking  Family  Phy- 
sician, formerly  occupied  by  successful  General 
Practitioner  (now  deceased)  for  36  years.  Cen- 
ter of  Smithtown,  Long  Island,  excellent  loca- 
tion. Wonderful  opportunity  for  young,  caring, 
personable,  quality  oriented  physician.  Call 
(516)  584-6922. 

OFFICE  SPACE  TO  SUBLET;  1000  sq  ft  two 
blocks  from  WInthrop  University  Hospital,  Min- 
eola,  NY.  Separate  entrance  from  lobby.  Rent 
by  hour  or  full  time.  For  more  Information  call 
A.  Thompson  (516)  741-2776. 

O-CO-NEE-SECTION,  SOUTH  OF  MONTAUK. 

10  room,  3 baths,  3600  sq.  ft.  living  area, 
central  air,  3 zone  heat,  fireplace,  burglar  alarm, 
2 car  garage,  underground  sprinkler  system, 
docking  privileges,  3/4  acre,  aluminum  siding. 
$399,000  no  brokers.  J.  DeLizio  (516)  665- 
3939. 

SPACE  TO  SHARE,  WOODBURY,  L.I.— 1270 
feet.  2 consultation  rooms,  4 exam  rooms,  2 
nurses’  areas.  x-Ray  room.  Lab.  waiting  room. 
Now  occupied  by  an  internist.  Call  (5 1 6)  692- 
81 10. 

NASSAU  COUNTY — Excellent  location  for  Medi- 
cal Professional(s).  Bustling  Hicksville  area 
with  great  visibility  and  accessibility.  Isolated 
free  standing  building  with  2,500  sq,  ft.  on  the 
main  level  and  1,500  sq.  ft.  on  the  lower  level 
along  with  ample  parking.  For  sale  or  lease. 
Contact:  James  Rerisi,  Esq.  (516)  931-6100. 

GREAT  NECK,  LONG  ISLAND.  State  of  the  art. 
Medical/Cardiology  office  in  a new  building  on 
Northern  Blvd.,  close  to  major  hospitals.  Avail- 
able for  Immediate  sublet  full-time,  part-time. 
Private  consultation  rooms,  fully  equipped  ex- 
amination rooms;  x-ray,  stress  test,  Holter  mon- 
itor, echo  card,  laboratory  on  the  premises. 
Excellent  parking.  Telephone  (516)  829-6660. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


MEDICAL  SUITE  FOR  RENT.  Active  Family 
Practice  relocated.  Partitioned,  wired  for 
x-ray.  Immediate,  reasonable.  Growing  area 
Suffolk  County.  Join  dentist  and  attorney. 
Call  Dr.  Figelman,  (516)  732-1420, 

HUNTINGTON  HOME/OFFICE  Physician's  home 
with  attached  professional  suite.  Prestigious 
North  Shore  Huntington.  Ideal  location  for 
both  family  living  and  medical  practice.  Beauti- 
ful residential  neighborhood.  North  of  25A,  near 
Long  Island  Sound  and  convenient  to  Main 
Street  and  Huntington  Hospital.  $375,000. 
Call  (516)  427-4071. 

HARBOR  PROFESSIONAL  CENTER:  On  the 

South  Shore  of  Nassau  Country  at  the  Intersec- 
tion of  Atlantic  Ave  & Main  St.  where  Hewlett, 
Lynbrook  & Oceanside  come  together.  While 
construction  Is  preceding,  select  your  location. 
Suites  on  1 level  with  direct  access  from  cov- 
ered promenade.  Excellent  parking.  All  new 
systems  with  very  competetive  rents.  (516) 
295-4700. 

HOUSE  WITH  DOCTOR’S  OFFICE  IN  NORTH 
MERRICK.  Beautiful  brick  house  located  on 
the  corner,  off  of  a main  road.  4 bedroom,  Z'k 
bath,  5 room  professional  suite.  Newly  reno- 
vated kitchen  and  bath.  Skylights,  alarm  sys- 
tem, sprinkler  system.  Central  Air,  large  parking 
area.  Near  highway  & hospitals.  Price: 
$369,000.  Dr.  VInay  (516)  867-2895. 

PRIME  OFFICE  SPACE  AVAILABLE— Active 
Family  Practice  has  Independent  space  for  non 
competitive  specialist.  Large  attractive  com- 
mon waiting  and  reception  area.  Off  street 
parking.  Full  X-Ray  & Lab.  on  premises. 
Cross  referrals  potential.  Lawrence,  L.  I. 
Contact  Dr.  Sebastlano  at  Five  Towns  Medical 
Group.  516-239-3401. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid.  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 

BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE”, 

to  be  mailed  from  March  to  August  1 990.  For  a 
free  sample  copy,  mall  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Orange,  New  Jersey.  07052. 

TAX  SPECIALIST — CPA/Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning,  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA.  JD,  LLM,  488  Madison  Avenue, 
New  York.  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 


MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 

COLLECTION  PROBLEMS?  Call  the  New  York 
Professional  Bureau  (A  Subsidiary  of  the  New 
York  County  Medical  Society)  for  information, 
(212)  268-1580.  Serving  Doctors  in  New  York 
State  for  over  37  years. 

LICENSED  ATTORNEY.  Wills,  trusts,  real  estate, 
shareholder/ partnership  agreements,  buy  and 
sell  agreements.  ACCOUNTING/C. P. A.  Tax 
returns  (corporate  and  Individual),  commercial 
accounting,  financial  tax  planning.  Free  brief 
consultation.  David  Kass  (516)  627-3136. 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
-F  pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/ bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

SHAPIRO  & BAINES,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  16  Court  Street,  Brooklyn,  N.Y. 
718-855-5858.  55  Mlneola  Blvd.,  Mineola, 

N.Y.  516-877-1055. 

OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  In  your  plans,  please  call:  Dilip 

Khetani,  Pension  Actuary,  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq,,  3 
Barker  Avenue.  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 
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ology.  1 Cat  I Credit.  Southampton 
Hospital.  Contact:  Charlotte  Henry- 
Sullivan,  Medical  Staff  Secretary, 
Southampton  Hospital,  240  Meeting 
House  Lane,  Southampton,  NY  11968. 
Tel:  (516)  283-2600,  ext  519. 


AROUND  THE  NATION 


CALIFORNIA 

July  1 9-21 . Rheumatology  and  Arthri- 
tis: A Conference  for  Primary  Care 
Physicians.  13  Cat  I Credits.  Catama- 
ran Resort  Hotel,  San  Diego.  Contact: 
Debra  L.  Gist,  Medical  Staff/CME 
Coordinator,  Continuing  Medical  Edu- 
cation Department,  Sharp  Memorial 
Hospital,  7901  Frost  St,  San  Diego,  CA 
92123.  Tel:  (619)  541-4530. 

July  19-22.  Radiology  for  Non-Radiol- 
ogists. Hotel  del  Coronado,  San  Diego. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077-1925.  Tel:  (404)  641-9773. 

July  23-25.  Musculoskeletal  Imaging. 
14%  Cat  I Credits.  July  26-29.  The 
Fourth  Annual  Symposium  on  Magnetic 
Resonance  Imaging.  22  Cat  I Credits. 
Ritz  Carlton  Resort  Hotel,  Laguna  Ni- 
guel. Contact:  Dawne  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077-1925.  Tel:  (404)  641-9773. 

COLORADO 

July  20-22.  1990  American  In-Vitro 
Allergy /Immunology  Society  Scientific 
Program.  Crested  Butte.  Contact:  Bet- 
ty Kahler,  American  In-Vitro  Allergy/ 
Immunology  Society,  PO  Box  459, 
Lake  Jackson,  TX  77566.  Tel:  (409) 
297-5636. 

MASSACHUSETTS 

July  12-14.  Advances  in  Cardiology.  1 5 
Cat  I Credits.  Country  Inn  and  Confer- 
ence Center  at  Jiminy  Peak,  Hancock. 
July  19-21.  Special  Challenges  in  Gen- 
eral Medicine.  1 5 Cat  I Credits.  Coun- 
try Inn  and  Conference  Center  at  Ji- 
miny Peak,  Hancock.  Contact:  Neil 
Novik,  PhD,  Executive  Director,  Berk- 
shire Area  Health  Education  Center, 
725  North  St,  Pittsfield,  MA  01201. 
Tel:  (413)  447-2417. 


July  19-21.  Substance  P and  Related 
Peptides:  Cellular  and  Molecular  Physi- 
ology. Mechanics  Hall,  Worcester. 
Contact:  Conference  Director,  The 
New  York  Academy  of  Sciences,  2 E 
63rd  St,  New  York,  NY  10021.  Tel: 
(212)  838-0230. 

July  21-22.  Depression  and  Suicide.  6 
Cat  I Credits.  New  Seabury  Resort, 
Cape  Cod.  Contact:  Eric  Schwartz, 
Program  Administrator,  Office  of  Con- 
tinuing Medical  Education,  Albert  Ein- 
stein College  of  Medicine/Montefiore 
Medical  Center,  2201  Bainbridge  Ave, 
Bronx,  NY  10467.  Tel:  (212)  920- 
6675. 

MICHIGAN 

July  8-11.  22nd  Annual  March  of 
Dimes  Clinical  Genetics  Conference.  25 
Cat  I Credits.  The  Hyatt  Regency, 
Dearborn.  Contact:  Carol  Blagowidow, 
Professional  Services  Dept,  March  of 
Dimes  Birth  Defects  Foundation,  PO 
Box  2000,  White  Plains,  NY  10602. 

TEXAS 

July  12-13.  Advanced  Trauma  Life 
Support  (ATLS)  Provider  Course.  13 
Cat  I Credits.  Temple.  July  16-17.  Ad- 
vanced Cardiac  Life  Support  (ACTS) 
Provider  Course.  13  Cat  I Credits. 
Temple.  Contact:  Office  of  Continuing 
Medical  Education,  Scott  and  White, 
2401  South  31st  St,  Temple,  TX  76508. 
Tel:  (817)  774-3197. 

UTAH 

July  25-27.  12th  Annual  Common 
Problems  in  Pediatrics  Conference. 

University  Park  Hotel,  Salt  Lake  City. 
Contact:  Intermountain  Pediatric  Soci- 
ety Conference  Manager,  c/o  Pre- 
ferred Meeting  Management  Inc,  640 
E Wilmington  Ave,  Salt  Lake  City,  UT 
84106.  Tel:  (801)  466-3500. 


AROUND  THE  WORLD 


CANADA 

July  16-18.  1990  American  In-Vitro 
Allergy /Immunology  Society  Scientific 
Program.  Hilton  International  Hotel, 
Toronto.  Contact:  Betty  Kahler,  Amer- 
ican In-Vitro  Allergy/ Immunology  So- 
ciety, PO  Box  459,  Lake  Jackson,  TX 
77566.  Tel:  (409)  297-5636.  □ 


Oct  30  - Nov  3,  1 990 
Capitol  Plaza  Holiday  Inn 
Sacramento,  CA 

If  you’ve  made  the 
decision  to  move  up,  our 
four-day  interactional 
career  enhancement 
program  for  physicians  will 
help  you  make  the  trans- 
ition to  administrative 
medicine.  Adapt  practical 
approaches  to  organiza- 
tional challenges  to  fit  your 
personal  leadership  style. 
Learn  techniques  that  will 
help  you  control  a meeting 
so  goals  are  accomplished, 
and  how  to  meet  QA  and 
Joint  Commission  require- 
ments. Prepare  to  negotiate 
successfully  and  respond 
effectively  to  confronta- 
tion. Career  counseling  is 
available  upon  completion 
of  the  program.  Class  is 
limited  to  24  partici- 
pants, so  call  today  for 
more  information. 

Medical  Directors 
Advancement  Council 

An  Education  and  Executive 
Search  Service 
Two  Shonnon  Court 
Chico,  Californio  95928 


Call  our  toll-free  number 
for  more  information. 
1-800-762-2595. 

C.M.E.  credits  applied  for. 
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MISCELLANEOUS— CONT’D 


TheAMA 

thanks 

our  members. 


Tlic  American  Medical  Association 
achie\  ed  major  victories  during 
the  lOOth  Ciongress,  and  \se  have 
only  our  members  to  thank.  \X'ith 
their  help,  the  AMA  achieved 
victories  for  all  physicians. 

- Defeated  mandatoiy  Medicare 
assignment  three  times  in  the 
House  VCays  and  Means  Ciommittee; 

- Kffectively  influenced  the  pa.ssage 
of  major  AIDS  legislation; 

- Successfully  urged  HCFA  to  reMse 
instructions  to  Medicare  carriers 
on  implementing  ' medically 
unnecessan,'  scirices " authorit): 

Tliank  \ou.  .AMA  members,  for  these 
and  other  achievements.  V('e  tru.st 
\ve'\e  earned  your  continued  support. 


If  you  aren't  an  A.MA  member,  join  us 
now.  Tliere's  much  more  to  be  done 
. . . and  with  \ our  help, 
no  limit  to  what  we  can 
accomplish.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1452. 


MEDICAL  TRANSCRIPTION— Nassau  County. 
25  years'  experience.  Thorough  knowledge  of 
medical  terminology  including  following  special- 
ties: Cardiology,  Endocrinology,  Neurology, 

Ophthalmology,  Orthopedics,  Pathology,  Radi- 
ology, Rheumatology.  IBM  Wordprocessing. 
Patient  chart  notes,  in-office  tesfs,  consultation 
letters.  Phone-in  dictation  available.  Call 
Wordbusters  (516)  333-3040. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N Y.  10010. 
212-213-8484. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


30  YEARS  REPRESENTATION  OF  HEALTH  PRO- 
FESSIONALS in  Administrative  and  Profession- 
al Disciplinary  Proceedings,  including  matters 
relating  to  Board  of  Regents,  DEA,  Medicaid/ 
Medicare  terminations,  third-party  audits;  State 
and  Federal  civil  and  criminal  proceedings  relat- 
ing to  professional  practice,  all  business  and 
legal  transactions.  Jacobson  and  Goldberg, 
585  Stewart  Avenue,  Garden  City,  NY  11530, 
(516)  222-2330. 


MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  1 1021 
(516)  773-3322 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid, workers  compensation,  and  no  fault.  Sec- 
ondary insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N Y.  11788  (516)  436-7776. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 
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IT  MAKES  THE  PRESCRIBING  DECISION  YOURS. 


Roche  Products 


The  practice  is  yours. 

The  patients  are  yours. 
The  prescriptions  are  yours. 


Make  the  prescribing  decision  yours,  too. 


Initial  the  “d.a.w.”  box 
on  your  prescriptions. 


Specify 


yALIUM 

/.  brand  of  //~)  / 


■‘i?? 


2-mg 


_ w 5-mg 


% 


IV 


10-mg 


The  cut  out  "V"  design  is  a registered  trademark  of  Roche  Products  Inc  scored  taoiets 

The  one  you  know  best. 


Copyright  © 1988  by  Roche  Products  Inc 
All  rights  reserved 
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ALCOHOL-ASSOCIATED 
SINGLE  VEHICLE  FATALITIES 

DRUG  RESISTANT 
TUBERCULOSIS  AMONG  THE 
HOMELESS 


HYPODERMIC  NEEDLE 
EMBOLIZATION  TO  THE 
HEART 


FIBROUS  DISEASE  OF  THE 
BREAST  IN  JUVENILE 
DIABETES 


LEIOMYOSARCOMA  OF  THE 
ESOPHAGUS 


GARDNER-DIAMOND 

- - aSsRr .. 


SYNDROME 


Consistency 


' i'.- ^ 
'V'i.v 


Stable  rales,  respensive 
service,  excellence  in 
less  conlrel...antl  the 
prediclabillly  that 
makes  eur  valued 
insureds  leel  cenlldenl. 

Wat’s... 

' T' 
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MED  PRO 
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YOCON' 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  durabon.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathebc  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ’ 3 
Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ’ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


AUGUST  1990 

AROUND  THE  STATE 


BUFFALO 

Aug  20-24.  The  International  Society 
of  Psycho-Neuro  Endocrinology.  Hyatt 
Regency.  Contact:  Dr  Uriel  Halbriech, 
SUNY-AB,  462  Grider  St,  K-Annex, 
Buffalo,  NY  14215.  Tel:  (716)  898- 
3036. 

COOPERSTOWN 

Aug  24-26.  Third  Annual  Pediatric  Re- 
fresher Course.  The  Otesaga  Hotel. 
Contact:  Charlotte  L.  Hoag,  Medical 
Education  Coordinator,  Office  of  Med- 
ical Education,  The  Mary  Imogene 
Bassett  Hospital,  One  Atwell  Rd,  Coo- 
perstown,  NY  13326.  Tel:  (607)  547- 
3926. 

MANHATTAN 

Aug  18-24.  The  Ninth  Annual  Meeting 
of  the  Society  of  Magnetic  Resonance  in 
Medicine.  Contact:  Lynette  Corning, 
Acting  Director,  Society  of  Magnetic 
Resonance  in  Medicine,  1918  Universi- 
ty Ave,  Suite  3C,  Berkeley,  CA  94704. 
Tel:  (415)  841-14899. 

Aug  27-31.  Radiation,  Physics,  and  Bi- 
ology. 32  Cat  I Credits.  NYU  Medical 
Center.  Contact:  NYU  Medical  Cen- 
ter, Post-Graduate  Medical  School, 
550  First  Ave,  New  York,  NY  10016. 
Tel:  (212)  340-5295. 


AROUND  THE  NATION 


CALIFORNIA 

Aug  8-11.  Sharp  Surgical  Review 
Course.  14  Cat  I Credits.  Le  Meridien 
Hotel,  Coronado  (San  Diego).  Contact: 
Debra  L.  Gist,  Medical  Staff/CME 
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Extra  Strrngth 

PAIN  RPUPF 
WITHOUT 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN"** 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


□no  OC9lQriHnopri9n  3MAJ 

->4codin^ 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS: 

Allergic-Type  Reactions:  VICODIN/VICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  lite-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
in|ury  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex:  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  raven  in  doses  700  times  the 
human  dose  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effeaiveness  in  children  have  not  been 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down  Other 
adverse  reactions  include: 

Central  Nervous  System : Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above): 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgia  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  oe  antagonized  by  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODINA/ICODIN  ES  Tablets  are  subjea  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics:  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  ^st-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension, In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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EmGare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  — Internal  Medicine  — Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for  Service  Income  Potential 
Professional  Liability  Insurance -Excellent  Health. 

Life  and  Disability  Insurance  for  Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  ltx:ations  contact 

Glenn  W.  Farmer  Catherine  M.  Dawson 

Director  Assistant  Director 


1-800-527-2145 

EGSI  • 1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 214/761-9200 
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PHYSICIANS  WANTED 


AIM  HIGH — Be  an  Air  Force  physician  in  a so- 
phisticated medicai  environment.  The  bene- 
fits are  exceiient  and  vacation  consists  of  30 
days  with  pay  per  year.  Taik  to  an  Air  Force 
medical  program  manager  about  quality  life- 
style and  quality  practice  with  a non-contribut- 
ing retirement  plan  if  you  qualify.  Learn  more 
about  becoming  an  Air  Force  physician.  Call: 
USAF  HEALTH  PROFESSIONS,  1-800-423- 
USAF,  AIR  FORCE. 

COUNTY  HEALTH  COMMISSIONER— $90,367, 
Liberal  Fringes.  Rockland  County  is  accepting 
applications  for  Health  Commissioner.  Duties 
include  direction  of  a staff  of  180  providing  ser- 
vices in  the  areas  of  Nursing,  Environmental 
Health,  Clinics,  Health  Education,  Social  Work, 
WIC,  and  Communicable  Disease  Control  with 
an  annual  budget  of  $15  million.  License  to 
practice  medicine  in  NYS,  one  year  of  experi- 
ence in  health  care  administration  and  an  MPH 
or  Board  Certification  in  Preventive  Medicine  or 
extensive  Public  Health  experience.  EOE.  Re- 
sume to:  Rockland  County  Department  of  Per- 
sonnel, 18  New  Hempstead  Road,  New  City, 
New  York  10956. 

WANTED — BC/BE  Medical  Oncologist  to  cover 
selected  weekends  for  2 man  hospital  based 
oncology  practice  in  upstate  NY  Thousand  Is- 
land region.  Generous  stipend,  lodging,  meals, 
travel  included.  Inquire  care  of  Dr.  John  Poggi, 
826  Washington  St.,  Watertown,  NY  13601  or 
call  315-785-4611, 

EMERGENCY  ROOM  PHYSICIAN— Excellent  po- 
sition exists  for  Emergency  Room  Physician  for 
a Mid  New  York  State  Community  Hospital. 
Organized  Emergency  Medical  System  and 
Trauma  Unit  in  place  with  25,000  visits  per  year. 
Full  Time  Physician  Staff  in  place  with  support 
staff  of  Nurse  Practitioners  and  Family  Practice 
Residents.  Prefer  individual  who  is  Emergency 
Room  Board  Certified  or  eligible  but  will  accept 
candidate  based  on  other  specialities  and  expe- 
rience within  New  York  State  Standards  for 
Emergency  Room.  The  Central  New  York  area 
offers  excellent  recreational  and  cultural  facili- 
ties with  very  low  living  costs.  The  position  of- 
fers an  excellent  salary  and  benefit  package. 
Interested  physicians  should  apply  in  writing  to: 
Dr.  Charles  Brady,  Director  Emergency  Ser- 
vices. St.  Elizabeth  Hospital,  2209  Genesee 
Street,  Utica,  New  York  13501. 


PHYSICIANS  WANTED— CONT’D 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Karen 

Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
malpractice  insurance.  Benefit  package  avail- 
able to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

BEAVER,  PENNSYLVANIA.  Seeking  director,  as- 
sistant director,  full-time  and  part-time  emergen- 
cy physicians  for  475  bed  Level  II  facility.  Dou- 
ble and  triple  coverage  provided  during  peak 
periods.  Outstanding  compensation  and  paid 
malpractice  insurance.  Benefits  available  to 
full-time  staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 
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Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  t.  Active  duodenal  ulcer-loi  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -foi  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
tor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  cauhon 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  General Symptomahc  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dystunchon,  the  disposition  ol  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests-False-positive  tests  lor  urobilinogen  with  Multislx* 
may  occur  during  therapy. 

Drug  Interactions-No  Interachons  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam,  lldocaine,  phenytoln,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
Interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3.900  mg)  of  aspirin  daily. 
Increased  serum  salicylate  levels  were  seen  when  nizabdine.  150  mg 
b.i.d..  was  administered  concurrenOy. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  In 
the  density  of  enlerochromaffin-llke  (ECL)  cells  in  the  gastnc  oxynbc 
mucosa.  In  a two-year  study  In  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  In  the  high-dose  animals  was  within  the  historical 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  Injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  In  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenbal  for  Axid. 

Axid  was  not  mutagenic  In  a battery  of  tests  performed  to  evaluate  Its 
potenbal  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronucleus  test 

In  a two-generabon.  perinatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  perlormance  ol  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  sbidles  in  rats  at  doses  up  to  300  times  the  human  dose  and  In 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  Impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  heated  rabbits  had  aborbons. 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  In  one  letus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  In  one  fetus.  There  are,  however,  no  adequate  and 
well-conholled  studies  In  pregnant  women.  It  Is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  It  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  In  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  Is  secreted  in  human  milk  In  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  In  pups  reared  by  heated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  Into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  L/se-Safety  and  effecbveness  lii  children  have  not  been 
established. 

Use  ih  Elderly  Pabehts -Healing  rates  in  elderly  pabents  were  similar 
to  those  In  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  hlals  of  varying  durabons  Included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conholled  hlals  of  over  1,900  nizabdine  patients  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcaria  (0,5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepabc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  In  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  In  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  ol  normal,  however,  did  not  signibcanby  differ  horn  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormallbes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -in  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unheated  subjects. 

CA/S-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Ehdocrine-Cimcal  pharmacology  studies  and  conholled  clinical  hlals 
showed  no  evidence  ol  antlandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  hequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic-Fatal  thrombocytopenia  was  reported  In  a patient 
heated  with  nizabdine  and  anobier  H2-receptor  anQgonIsL  This  pabent 
had  previously  experienced  thrombocylopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nfegumenra/- Sweating  and  urticaria  were  reported  signibcanby 
more  hequenby  in  nizabdine-  than  In  placebo-heated  pabents.  Rash  and 
exiollabve  dermabbs  were  also  reported. 

Hypersensitivity-As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  obsenred,  Hj-receptor 
antagonists  should  not  be  administered  to  btose  with  a history  of  hy^r- 
sensibvity  to  biese  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophllla)  have  been 
reported. 

Other- Hypenirlcemla  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophllla,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely,  b overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supporbve  therapy.  Renal  dialysis  for  four 
to  SIX  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  inlormabon  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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GET  MORE  FOR 
YOUR  RESIDENCY. 


Become  an  Air  Force  sponsored  resident 
and  remain  in  your  training  program 
while  you  enjoy  the  pay  and  benefits  of 
an  Air  Force  officer.  Then  serve  two 
years  as  an  Air  Force  physician  or  spe- 
cialist...enjoying  a great  start  without  the 
financial/administrative  burden  of  start- 
ing a practice.  Find  out  how  to  qualify  for 
Air  Force  residency.  Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


Bellevue  Hospital  Center 
Emergency  Services 


FIVE-DAY 
EMERGENCY 
MEDICINE  BOARD 
REVIEW  COURSE 


MONDAY-FRIDAY  OCTOBER  8-12, 1990 


An  intensive,  five-day  course  providing: 

• Concentrated  review  and  update  of  Emergency 
Medicine  topics 

• Analysis  of  relevant  articles  from  the  past  six  years  of 
Emergency  Medicine  literature 

• Interaction  regarding  clinical  controversies  in 
management  techniques 

• Sessions  in  written  test-taking,  and  oral  problem 
solving  in  ED  medicine 

• Group  sessions  to  assist  participants  with  Oral  Board 
preparation 

• Review  of  sample  multiple  choice  questions  with 
emphasis  on  test  taking  techniques 

• Special  opportunities  for  1 on  1 sessions  with  Board 
certified  faculty  to  be  provided  on  an  ongoing  basis 
throughout  the  course 

TUITION:  $700 

ACCREDITATION:  39AMA  Category  I credit  hours/ 

ACEP  credit  pending 

For  further  information:  NYU  Post-Graduate  Medical  School, 

550  First  Avenue,  New  York,  NY  10016  (212)  340-5295  ny7/ 


The  Sharps 
Disposal  System 

Safe,  cost-effective  disposal  of 
infectious  waste.  Sizes  ranging 
from  1.4  quarts  to  4 gallons.  Red 
polypropylene  with  clear  slide 
cover.  Meets  OSHA,  state  and 
city  requirements. 


Approved  by  U.  S.  Postal  Service,  postage 
pre-paid  and  pre-addressed.  Order  by 
phone,  payment  by  VISA  or  Mastercard. 

Sharps  Disposal  Inc.,  145  West  4500 
South,  Murray,  UT  84107.  To  order, 
1-800-366-7427. 
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COMMENTARIES 


NewM  State 


Journal  of  Medicine 


A new  cover  for  the  New  York  State  Journal  of  Medicine 


The  New  York  State  Journal  of  Medicine  was  first  pub- 
lished in  January  1901  by  the  New  York  State  Medical 
Association  (NYSMA).  Five  years  later,  after  the 
NYSMA  joined  with  the  Medical  Society  of  the  State  of 
New  York  (MSSNY),  the  Journal  became  the  society’s 
official  publication.  During  its  almost  90  years  of  continu- 
ous publication,  the  Journal  has  had  18  different  cover 
designs,  the  first  lasting  from  1901  through  1905.  These 
covers  fall  into  three  broad  design  formats;  those  display- 
ing pictures,  those  carrying  a complete  or  partial  table  of 
contents,  and  those  listing  key  articles.  The  longest  a cover 
design  has  lasted  is  ten  years  (1924-1933)  and  the  shor- 
test, one  year  (1973).  The  cover  which  has  just  been  re- 
placed was  used  for  seven  years,  from  July  1983  through 
June  1990.  Overall,  the  average  life  span  of  a cover  has 
been  around  seven  years,  lending  credibility  to  the  popular 
belief  in  a “seven-year  itch.”  In  addition  to  changes  in 
cover  design,  the  Journal  has  also  undergone  changes  in 
size.  From  1901  through  1933  it  measured  8"  X 11";  from 
1934  through  1970,  b'A"  X 9'/2",  and  finally,  from  1971  to 
the  present,  8^/15"  X 11". 

Covers  which  carry  the  entire  table  of  contents  are  pop- 
ular with  many  readers  because  they  provide  easy  access 
to  the  information  in  a given  issue.  They  are  unpopular 
with  others  because  they  appear  either  cluttered  or  dull 
and  often  limit  editors  with  regard  to  the  number  of  arti- 
cles that  can  be  carried  in  a given  journal  issue.  Clearly, 
there  is  no  design  that  will  satisfy  all  of  the  Journal’s  read- 
ers, as  proven  by  the  frequency  with  which  the  Journal 
cover  has  been  changed  over  the  past  nine  decades. 

In  1989,  the  society’s  Committee  on  Publications,  Li- 
brary and  Archives,  responding  to  expressed  dissatisfac- 
tion with  the  then  current  cover,  undertook  an  in-depth 
study  of  the  Journal’s  overall  design.  A subcommittee 
consisting  of  Philip  P.  Bonanni,  MD  (Chair),  Joseph  I. 
Cohn,  MD,  and  Joseph  F.  Muratore,  MD,  was  appointed  by 
Milton  Gordon,  MD,  Chair  of  the  Committee,  to  help  the 
editor  in  designing  a new  cover.  The  assistance  of  a profes- 
sional designer,  Joan  Simpson  of  Simpson’s,  New  York 
City,  was  obtained.  The  subcommittee  instructed  Ms 
Simpson  to  produce  a cover  design  that  would  be  both  at- 


tractive and  reflective  of  the  serious  peer-reviewed  scien- 
tific character  of  the  Journal.  She  submitted  several  de- 
signs which  incorporated  an  early  decision  to  use  a blue 
background  with  white  lettering.  Some  modifications 
were  made  on  one  of  Ms  Simpson’s  designs  by  Ms  Anne 
Rhymer  of  Mack  Printing  Company  and  Ms  Carol 
Moore,  the  Journal’s  Managing  Editor.  The  subcommit- 
tee members  and  the  Journal’s  editors  and  staff  arrived  at 
a consensus  which  Ms  Simpson  then  translated  into  the 
current  design.  This  new  design  was  approved  by  the  sub- 
committee and  recommended  to  the  committee  which 
adopted  it  at  a meeting  on  May  23,  1990. 

Three  changes  have  been  made  in  the  Journal’s  design. 
The  cover,  now  the  Journal’s  1 9th,  is  blue  with  white  type 
and  carries  the  titles  of  important  articles.  The  table  of 
contents,  which  is  now  spread  over  two  pages  on  the  inside 
of  the  Journal,  is  set  in  larger  type  than  before  and  in  a 
single  column  format  across  the  page.  The  page  numbers 
appear  to  the  left  and  rules  separate  the  various  categories 
of  articles,  providing  for  greater  clarity  and  ease  in  finding 
desired  items.  The  new  cover  typeface  is  carried  over  to 
the  masthead,  the  table  of  contents,  and  the  first  editorial 
page.  Responding  to  the  needs  of  readers  who  like  to  tear 
out  articles  or  photocopy  them  for  future  reference,  we 
have  added  the  volume  and  number  of  each  issue  to  the 
running  foot  of  each  even  numbered  page.  The  odd  num- 
bered pages  continue  to  carry  the  month  and  year  of  publi- 
cation. A Helvetica  typeface  is  being  used  for  the  cover 
and  is  carried  over  to  the  table  of  contents  pages  for  article 
titles.  The  authors’  names  are  set  on  the  table  of  contents 
pages  in  Times  Roman  which  is  also  used  in  the  body  of 
the  Journal. 

The  basic  design  of  the  editorial  pages  remains  un- 
changed, as  does  the  organization  of  the  editorial  content. 

The  Committee  on  Library,  Publications  and  Archives 
is  hopeful  that  this  new  cover  design  will  be  well  received 
by  the  readership.  It  would  be  appreciated  if  readers 
would  write  the  editor  and  make  known  their  views  about 
these  design  changes. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 
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The  behavioral  risks:  Mother  knows  best 


“Don’t  smoke.  Drink  moderately.  Drive  safely — and  nev- 
er drink  and  drive.  Eat  right.  Exercise.” 

Maybe  these  injunctions  are  the  reason  physicians  find 
it  so  difficult  to  deal  with  behavioral  health  risks.  Why 
undergo  all  those  years  of  training  just  to  sound  like 
Mom?  And  when  we  do  try  to  appropriately  counsel  our 
patients,  don’t  we  often  see  in  them  the  reactions  Mom 
must  have  seen  in  us?  (“Sure,  Mom.  I promise.  Bye, 
Mom.”)  The  difficulty  of  accomplishing  changes  in  be- 
havior further  diminishes  our  enthusiasm  for  engaging 
these  problems.  Though  we  suspect  that  fully  implement- 
ing even  one  of  Mom’s  admonitions  would  have  a more 
beneficial  impact  on  the  nation’s  health  than  any  acute 
care  we  can  provide,  the  inclination  nonetheless  is  to  sigh, 
“Alas!  Human  nature  does  not  change.” 

And  indeed,  progress  in  these  areas  can  appear  glacial. 
Consider,  for  example,  the  contribution  by  Hyland  et  al  in 
this  issue  of  the  Journal}  In  their  1959  report  on  alcohol- 
associated  single  vehicle  fatalities,^  the  Medical  Examin- 
er’s Office  of  Westchester  County  noted  blood  alcohol  lev- 
els of  0.10  mg/dL  or  greater  in  58%  of  studied  subjects;  in 
their  current  report,  59%  of  studied  subjects.*  Have  we 
made  no  progress?  Injuries  are  the  leading  cause  of  death 
for  persons  aged  1 through  44  years^  "*;  the  majority 
of  these  deaths  are  due  to  motor  vehicle  crashes 
(MVCs),^'^  and  approximately  half  of  these  involve  a 
driver  who  by  law  was  drunk. Recognition  of  this  prob- 
lem is  hardly  new;  in  the  1959  report,  reference  is  made  to 
a 1934  study  of  alcohol  levels  among  hit-and-run  drivers, 
in  which  the  author  comments,  “the  problem  of  control- 
ling the  drinking  driver  ...  is  far  from  being  solved  . . . ”^ 
Indeed! 

Yet,  led  by  colleagues  such  as  Dr  William  Haddon,  Jr, 
first  author  of  the  1959  report,  we  have  acquired  a much 
better  understanding  of  the  intricacies  of  the  MVC  and 
drunk  driving  problems.  For  example,  the  1959  report  of 
Haddon  and  Bradess^  was  the  first  to  identify  the  single- 
vehicle fatal  crash  as  a category  uniquely  well  suited  for 
the  investigation  of  alcohol  and  driving;  this  has  since  be- 
come a standard  technique.  In  fact,  alcohol  is  so  promi- 
nently involved  in  such  crashes  that  the  lack  of  change  in 
the  proportion  intoxicated  from  1959  to  1990  is  more  a 
testament  to  the  stability  of  the  relationship  than  to  an 
alleged  lack  of  progress.  In  the  earlier  study,  102  deaths 
occurred  in  eight  years;  in  the  current  study,  183  deaths 
occurred  in  eight  years.  Yet,  the  number  of  licensed  driv- 
ers in  New  York  increased  from  6.2  million  in  1955  to  9.8 
million  in  1985;  the  number  of  licensed  automobiles,  from 
3.9  million  to  7.7  million  (personal  communication,  Ar- 
thur Valodze,  Division  of  Research,  New  York  State  De- 
partment of  Motor  Vehicles).  Vehicle  miles  travelled  have 
similarly  increased.  Thus,  the  rate  of  such  events  has  de- 
clined substantially,  perhaps  by  25%  or  more. 


Dr  Haddon  was  also  among  the  first  to  focus  on  the 
young  driver  as  particularly  at  risk  for  MVCs,  and  at  espe- 
cially elevated  risk  when  alcohol  was  involved.  Because  of 
growing  evidence  to  support  these  concerns,^’*  within  the 
last  few  years  every  state  has  raised  the  minimum  legal 
drinking  age  to  21  years.  The  effectiveness  of  this  tactic 
has  been  demonstrated  elsewhere,^  and  is  further  support- 
ed by  the  observation  of  Hyland  et  al*  of  a dramatic  de- 
cline in  alcohol  involvement  in  single  vehicle  MVCs  fatal 
to  drivers  under  age  21  following  the  raising  of  the  legal 
drinking  age  to  21  years  in  New  York. 

Although  the  slowness  of  the  pace  can  understandably 
lead  to  pessimism,  in  fact  we  are  making  important  pro- 
gress with  respect  to  many  of  the  behavioral  risk  factors 
that  so  powerfully  influence  life  and  health.  Exercise  and 
dietary  risk  factors  now  receive  substantial  attention,  and 
this  may  have  contributed  to  the  recent  decline  in  cardio- 
vascular mortality. *°  Of  great  importance,  the  overall 
consumption  of  cigarettes  is  declining  (although  some 
groups  remain  at  high  risk).  The  consumption  of  alcohol  is 
declining."  Rates  of  MVCs,  and  particularly  rates  of  al- 
cohol-associated MVCs,  are  declining.  These  favorable 
trends  are  occurring  in  the  context  of  (indeed,  are  attrib- 
utable to)  fundamental  changes  in  societal  attitudes  to- 
ward the  behavioral  risks.  Behavior  that  once  was  found 
amusing,  or  at  least  tolerable,  is  no  longer  socially  accept- 
able; and  there  is  evidence  that  these  attitudinal  changes 
directly  result  in  reductions  in  the  behavior  in  question.^- *^ 
These  facts  should  encourage  us  to  continue  our  efforts  to 
guide  both  our  individual  patients  and  our  society  toward 
minimizing  these  behavioral  risks. 

Hyland  and  his  colleagues'  direct  our  attention  this 
month  toward  the  involvement  of  alcohol  in  MVCs.  What 
measures  have  been  found  to  be  effective  in  reducing  this 
problem?  Raising  the  drinking  age  to  21  years  has  pro- 
duced a prompt  and  gratifying  reduction  in  alcohol  associ- 
ated MVCs  among  the  affected  age  group;  any  move  to 
repeal  such  laws  should  be  opposed.^' Public  education 
campaigns  based  in  junior  high  and  high  school  may  be 
particularly  effective  in  influencing  the  behavior  of  those 
young  persons  just  beginning  to  make  decisions  about 
driving  and  about  drinking.^  Clearly,  penalties  for  convic- 
tion of  drunk  driving  should  adequately  reflect  the  sever- 
ity of  the  problem  and  society’s  concern;  however,  there  is 
evidence  that  unusually  harsh  penalties  are  not  effective 
in  reducing  drunk  driving,  and  may  be  counterproductive 
by  reducing  conviction  rates. In  contrast,  efforts  to  in- 
crease the  rapidity  and  certainty  of  punishment  appear  to 
be  more  fruitful.  One  approach  that  has  been  successful 
elsewhere  is  the  use  of  administrative  suspension,  in  which 
suspension  of  the  driving  privilege  is  separated  from  the 
criminal  prosecution  of  the  offense.'^  Upon  arrest  for 
drunk  driving,  there  is  an  automatic  suspension  of  the 
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driving  privilege  pending  a prompt  administrative  hear- 
ing. This  assures  both  rapidity  and  certainty  of  response. 
Concerns  regarding  unjustified  suspension  can  be  ad- 
dressed by  setting  a minimum  standard  for  evidence  to 
support  the  suspension  (for  example,  a blood  alcohol  level 
exceeding  the  established  threshold).  For  those  who  drive 
drunk  despite  license  suspension,  vehicle  impoundment  or 
immobilization  or  the  use  of  technologic  barriers  may  be 
effective  solutions. 

There  are  societies  in  which  the  major  health  problems 
are  amenable  to  the  therapeutic  wizardry  in  the  physi- 
cian’s bag;  ours  is  not  one  of  them.  Fundamental  improve- 
ments in  the  health  status  of  our  nation  will  depend  on  our 
success  in  altering  the  major  behavioral  risk  factors — and 
our  efforts  are  being  increasingly  successful.  Physicians 
have  a vital  role  to  play  in  this  process — and  Mom  would 
have  it  no  other  way. 

MICHAEL  D.  DECKER,  MD 
Assistant  Professor 
Department  of  Preventive  Medicine 
Vanderbilt  University  School  of  Medicine 
Nashville,  TN  37232 
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Uninvited  guests:  Cardiovascular  foreign  bodies 


The  discovery  of  an  embolized  intracardiac  needle,  re- 
ported in  this  issue  of  the  Journal,^  reminds  us  of  the  in- 
creasing problem  of  cardiovascular  foreign  bodies.  Intra- 
vascular foreign  bodies  have  long  been  a subject  of 
interest,  challenging  the  physician  in  terms  of  their  clini- 
cal recognition,  detection,  anatomic  localization,  and  sub- 
sequent management.  The  varied  situations  in  which  they 
occur  can  range  from  the  battlefield  to  the  street  corner, 
and  from  the  kitchen  to  the  intensive  care  unit.  Intravas- 
cular foreign  bodies  may  be  grotesquely  apparent  or  virtu- 
ally invisible,  totally  unexpected  or  meticulously  planned, 
but  all  have  the  common  denominator  of  traumatic  access 
to  the  cardiovascular  system. 

Clinical  recognition  of  the  process  is  sometimes  diffi- 
cult, as  few  patients,  unlike  the  patient  reported  here,  will 
announce  their  suspicions  of  an  intravascular  foreign 
body.  Diagnosis  more  likely  depends  on  clinical  symptoms 
and/or  an  awareness  of  a predisposing  incident.  With 
acute  missile  injuries,  the  approach  is  straightforward — 
careful  evaluation  of  entrance  and  exit  wounds  and  radio- 
graphs of  the  injured  area.  If  all  projectiles  cannot  be  ac- 
counted for,  a radiologic  search  for  the  embolized  bullets 
or  fragments  is  indicated.  Symbas^  has  proposed  a de- 
tailed algorithm  for  the  management  of  projectiles  in  the 
heart  and  great  vessels.  Contemporary  surgical  manage- 
ment of  intracardiac  foreign  bodies  is  offered  by  Culli- 
ford^  and  Rutherford  and  Campbell.'^ 

Objects  can  gain  access  to  the  cardiovascular  system  by 
a more  insidious  or  indolent  means.  Intravenous  drug 
abusers  are  a growing  population  at  risk  for  cardiovascu- 
lar foreign  bodies.  Venous  injury  may  be  manifested  by 


thrombophlebitis,  skin  abscesses,  and  cellulitis,  while  ar- 
terial injury  may  result  in  ischemia,  false  aneurysm  for- 
mation, and  arteriovenous  fistula.^  The  frequency  of  nee- 
dle embolization  is  less  clear,  with  few  cases  being 
reported.  This  complication  would  be  suspected  based  on 
history  or  symptoms,  as  well  as  by  chance.^  Once  the  diag- 
nosis is  considered,  detection  and  localization  are  the  next 
steps;  subsequent  management  depends  on  symptoms,  lo- 
cation of  the  object,  and  the  risks  and  benefits  of  interven- 
tion. 

Perhaps  the  most  troublesome  intravascular  foreign 
bodies  are  those  introduced  iatrogenically.  As  technology 
has  allowed  some  diagnostic  and  therapeutic  procedures 
to  be  more  invasive,  numerous  reports  have  appeared  de- 
tailing lost  or  migrating  catheter  or  guide  wire  fragments, 
central  venous  lines,  Swan-Ganz  catheters,  coils,  various 
shunts  and  valves,  pacing  wires,  filters,  angiographic  dila- 
tors, and  other  intravascular  paraphernalia.^”^  With  the 
increasing  use  of  in-dwelling  catheters  and  more  outpa- 
tient and  home  intravenous  therapy,  not  to  mention  intra- 
vascular assist  devices,  the  frequency  of  iatrogenic  intra- 
vascular foreign  bodies  will  likely  increase.  Physician 
awareness  of  this  complication  in  these  specific  patient 
populations  is  warranted. 

There  have  been  many  reports  of  embolized  catheter 
fragments  in  the  literature.*’^  These  reports  suggest  that 
serious  complications  or  death  result  in  61%  to  75%  of  pa- 
tients in  whom  embolized  catheter  fragments  are  not  re- 
moved. Retrieval  would  appear  imperative.  Techniques 
for  nonsurgical  percutaneous  removal,  associated  with 
low  patient  risk  and  low  cost,  are  both  available  and  suc- 
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cessful,^  and  in  some  instances  can  be  performed  on  an 
outpatient  basis. 

DANIEL  A.  HENRY,  MD 
Associate  Professor  of  Radiology 
Division  of  Diagnostic  Radiology 
Medical  College  of  Virginia  Hospitals 
Virginia  Commonwealth  University 
Richmond,  VA  23298 
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Death  takes  a ride 

Alcohol-associated  single  vehicle  fatalities  revisited 


Millard  J.  Hyland,  md;  Albert  B.  Lowenfels,  md;  Cathey  E.  Falvo,  md,  mph; 

Eachou  Chen,  md,  mph 


ABSTRACT.  Records  from  the  Medical  Examiner’s  Office 
of  Westchester  County  (1980  population  = 866,599)  were 
studied  for  trends  In  blood  alcohol  levels  in  drivers  who  died 
after  single  vehicle  accidents.  Findings  for  all  motorists  (N  = 
102)  who  died  In  the  earliest  available  eight-year  period, 
1952-1959,  were  compared  with  findings  for  all  motorists  (N 
= 183)  who  died  from  1980  to  1987.  The  mean  age  of  sub- 
jects In  the  two  periods  did  not  differ  (37.3  yr  ± 15.4  SD 
versus  35.4  yr  ± 16.8  SD),  and  mean  blood  alcohol  levels 
were  nearly  Identical  (0.14%  ± 0.12  SD)  versus  0.13%  ± 
0.12  SD).  Based  on  the  Increase  in  vehicular  miles  travelled 
during  the  two  periods,  there  may  have  been  a 20-25  % re- 
duction In  alcohol-associated  mortality  over  a 30-year  peri- 
od. Following  legislation  raising  the  minimum  drinking  age  to 
21,  no  fatally  Injured  drivers  20  years  of  age  or  under  have 
had  blood  alcohol  levels  >0.10%. 

(NY  State  J Med  1990;  90:349-351) 

In  1959,  the  Office  of  the  Medical  Examiner  of  Westches- 
ter County  published  an  early  study  of  the  relationship 
between  drinking  and  fatal  single  vehicle  accidents.'  Post- 
mortem blood  alcohol  levels  revealed  that  approximately 
half  of  these  fatally  injured  drivers  had  blood  alcohol  lev- 
els > 0.10  g/ 100  mL  (0.10%),  a level  indicative  of  driving 
while  impaired.  Since  then,  these  findings  have  been  con- 
firmed,*"^ and  alcohol-associated  vehicular  accidents  con- 
tinue to  be  an  enormous  public  health  problem.^ 

The  aim  of  this  study  was  to  review  and  extend  the  orig- 
inal Westchester  County  report  and  to  compare  the  early 
findings  with  more  recent  observations. 

Methods 

Westchester  County  has  an  area  of  435  square  miles  and  is 
located  immediately  north  of  New  York  City.  It  had  a population 
of  752,406  in  the  1 950  census,  which  had  increased  to  866,599  by 
the  1980  census.  In  both  periods,  the  population  was  located 
mostly  in  urban  or  suburban  centers,  although  the  northern  part 
of  the  county  can  be  considered  semirural.  There  is  a single  Med- 
ical Examiner’s  Office,  and  blood  alcohol  determinations  are 
performed  at  the  time  of  autopsy  for  all  motor  vehicle  fatalities. 

Fatally  injured  motorists  involved  in  single  vehicle  accidents 
who  died  within  four  hours  of  injury  were  chosen  for  study,  be- 
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cause  all  of  these  subjects  were  autopsied.  In  these  victims,  blood 
alcohol  levels  can  be  considered  representative  of  blood  levels  at 
the  time  of  injury,  enabling  a determination  of  responsibility  for 
the  accident.  During  both  study  periods,  approximately  20%  of 
all  fatalities  classified  as  traffic  deaths  were  attributable  to  high 
blood  alcohol  levels  in  the  driver. 

The  group  included  in  the  initial  1959  report  consisted  of  83 
subjects  who  died  in  Westchester  County  during  1950-1957  af- 
ter a fatal  single  motor  vehicle  accident.  Prior  to  1952,  some  alco- 
hol determinations  were  performed  on  tissue  removed  from  the 
brain  or  liver,  but  from  1952  onwards  all  alcohol  determinations 
on  fatally  injured  subjects  were  based  on  blood  samples.  There- 
fore, for  this  study  subjects  who  died  during  the  years  1952-1959 
were  included  and  were  compared  with  subjects  who  died  during 
the  years  1980-1987.  The  records  of  all  subjects  who  died  within 
four  hours  after  a single  motor  vehicle  accident  were  available 
and  were  reviewed  to  ascertain  age,  sex,  race,  permanent  ad- 
dress, date  and  time  of  injury,  as  well  as  postmortem  blood  alco- 
hol level.  For  both  time  periods,  a blood  alcohol  level  of  0. 1 g/ 1 00 
mL  (0.10%)  or  greater  was  considered  to  indicate  driving  while 
impaired  (DWI). 

It  should  be  noted  that  during  the  second  study  period  (1980- 
1987),  New  York  State  passed  a law  raising  the  minimum  legal 
drinking  age  to  2 1 years.  This  law  was  in  effect  for  the  years  1 986 
and  1987. 

For  statistical  analysis,  between-group  differences  were  deter- 
mined using  t-tests,  ehi-square  analysis,  and  Fisher’s  exact  test. 
For  multiple  group  comparisons,  analysis  of  variance  was  per- 
formed. For  all  comparisons,  two-tailed  tests  with  a predeter- 
mined level  of  significance  of  0.05  were  used. 

To  compare  mortality  rates  for  the  early  and  most  recent  peri- 
ods, we  used  data  supplied  by  the  New  Y ork  State  Department  of 
Transportation  (N.S.  Erlbaum,  personal  communication,  Au- 
gust 2,  1989).  For  the  entire  state,  the  ratio  of  vehicular  miles 
driven  in  the  most  recent  period  compared  to  the  earlier  period 
was  2.1  / I . The  expected  number  of  fatally  injured  drivers  in  the 
most  recent  period  was  calculated  by  multiplying  the  number  of 
fatally  injured  drivers  in  the  early  period  by  2.1.  The  95%  confi- 
dence interval  for  the  number  of  fatal  injuries  in  the  first  period 
was  obtained  from  available  tables  by  regarding  observed  cases 
as  a Poisson  variable.’  These  upper  and  lower  values,  when  multi- 
plied by  2.1,  gave  the  confidence  interval  for  the  number  of  ex- 
pected cases  in  the  most  recent  period. 

Results 

For  the  periods  1952-1959  and  1980-1987,  characteristics  were 
compared  by  year.  Sinee  the  intra-year  variation  within  these  two 
groups  was  not  significant  for  any  of  the  variables  included  in  the 
study,  the  data  for  individual  years  within  these  two  time  periods 
were  combined  to  form  two  groups;  period  I (1952-1959)  and  period 
II  (1980-1987).  Table  I compares  the  characteristics  of  these  two 
groups.  No  significant  differences  were  observed  with  respect  to  age, 
sex,  race,  residence,  or  timing  of  accident.  The  mean  blood  alcohol 
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TABLE  I.  Comparative  Findings  in  285  Fataiiy  Injured 
Motorists  During  Two  Time  Periods  (Westchester  County, 

NY) 


Variable 

Period  I (1952-1959) 
Number  (%) 

Period  II  (1980-1987) 
Number  (%) 

Total  subjects 

102  (100) 

183  (100) 

Males 

92  (90) 

151  (83) 

Females 

10  (10) 

32(17) 

Age  (yr)* 

37.3  ± 15.4 

35.4  ± 16.8 

<21 

12  (12) 

30  (16) 

>21 

90  (88) 

153  (84) 

Race 

White 

94  (92) 

170  (93) 

Nonwhite 

8 (08) 

13  (07) 

Resident  of  county 

Yes 

70  (69) 

127  (69) 

No 

32  (31) 

56  (31) 

Time  of  accident 

Day  (6  am-6  pm) 

37  (36) 

65  (36) 

Night  (6  pm-6  am) 

65  (64) 

118  (64) 

Weekday  (Mon-Fri) 

58  (57) 

86  (47) 

Weekend  (Sat-Sun) 

44  (43) 

97  (53) 

Blood  alcohol  findings 

Alcohol  detected 

74  (72) 

120  (66) 

BAC  >0.1% 

62  (61) 

106  (58) 

BAC  (g/100  mL)* 

All  subjects 

0.14  ± 0.12 

0.13  ± 0.12 

Alcohol-positive 

0.20  ± 0.09 

0.20  ± 0.09 

subjects 

* Mean  ± standard  deviation. 


level  in  the  first  period  was  0.14%  ± 0.12  SD  and  was  nearly  identi- 
cal to  the  observed  level  of  0.13%  ±0.12  SD  in  the  second  period. 
Furthermore,  the  proportion  of  subjects  who  were  driving  while  im- 
paired (blood  alcohol  level  (BAC)  >0.1%)  in  the  first  period,  61%, 
was  almost  the  same  as  in  the  second  period,  58%. 

Seventy-two  percent  of  fatally  injured  drivers  in  the  early  period 
had  consumed  alcohol  prior  to  their  accident,  as  compared  to  66%  in 
the  second  period.  This  difference  was  not  significant  {p  = 0.23). 
The  mean  blood  alcohol  level  of  fatally  injured  alcohol  consumers  in 
the  two  periods  was  identical:  0.20%  ± 0.09  SD. 

Table  II  contrasts  the  total  number  and  the  number  of  fatally 
injured  intoxicated  (BAC  > 0.1%)  drivers  by  age  in  the  two  time 
periods.  For  both  periods,  the  largest  number  of  fatalities  occurred 
in  the  2 1-30- year  age  group;  nearly  three  quarters  of  these  subjects 
had  BAC  levels  greater  than  or  equal  to  0. 1 %.  However,  in  1 986  and 
1987,  subsequent  to  enactment  of  a state  law  that  raised  the  mini- 
mum legal  drinking  age  to  21  years,  none  of  the  six  fatally  injured 
drivers  age  20  or  younger  had  blood  alcohol  levels  greater  than  0. 1 %. 


TABLE  II.  Age  and  Alcohol-associated  Motor  Vehicle 
Fatalities  in  Two  Time  Periods  (Westchester  County,  NY) 


Age  (yr) 

Period  I 
1952-1959 
No.  Subjects 

Period  II 

1980-1985  1986-1987* 

No.  Subjects  No.  Subjects 

<21 

12  (6)t 

24(15) 

6 (0)t 

21-30 

29  (22) 

47  (35) 

16  (12) 

31-40 

26  (18) 

34  (24) 

5 (3) 

41-50 

18  (10) 

9 (4) 

3 (2) 

51-60 

5 (4) 

18  (9) 

0 (0) 

>60 

12  (2) 

15  (2) 

6 (0) 

Total 

102  (62) 

147  (89) 

36  (17) 

* Years  in  which  minimum  legal  drinking  age  was  21  years. 

’ Number  in  parentheses  is  number  of  subjects  with  blood  alcohol  levels  > 0.1%. 
< Differs  significantly  from  all  previous  years  (p  - 0.021,  Fisher's  exact  test). 


Only  one  subject  had  a positive  blood  alcohol  test  of  0.07%.  This 
contrasts  sharply  with  all  previous  years,  in  which  we  found  that  21 
of  36  of  these  youngest  drivers  had  BAC  levels  >0.1%  {p  = 0.021, 
Fisher’s  exact  test). 

Table  III  compares  observed  with  expected  fatalities  in  the  two 
time  periods,  after  adjusting  for  the  increased  number  of  vehicular 
miles  travelled  in  the  recent  study  period.  For  subjects  in  whom  alco- 
hol was  absent  at  the  time  of  fatal  injury,  the  mortality  ratio  (ob- 
served/expected deaths)  appears  unchanged  from  the  1950s  to  the 
1980s.  However,  for  consumers  of  alcohol,  there  appears  to  be  a 
reduction  in  the  mortality  ratio  to  0.77  (95%  confidence  limit  = 
0.62-0.98). 

Discussion 

Many  of  the  findings  in  this  study  are  similar  to  those  in 
our  1 959  report.  The  mean  blood  alcohol  level,  the  propor- 
tion of  drivers  with  BAC  levels  > 0.1%,  and  the  ages  of 
motorists  involved  in  fatal  single  vehicle  accidents  are  vir- 
tually unchanged.  In  both  periods,  subjects  in  the  third 
decade  constituted  the  largest  age  group,  whereas  subjects 
aged  65  and  older  contributed  less  than  10%  of  the  cases. 

In  1982,  the  fatal  accident  reporting  system  (PARS) 
began  collecting  data  on  alcohol  involvement  in  motor  ve- 
hicle accidents.  Since  then,  there  has  been  a reported  1 7% 
decrease  in  the  proportion  of  drivers  who  were  intoxicated 
at  the  time  of  a crash.*  However,  blood  alcohol  informa- 
tion is  not  available  for  all  of  these  drivers,  and  decreases 
were  minimal  for  the  type  of  drivers  most  frequently  rep- 
resented in  our  sample,  younger  subjects  involved  in  noc- 
turnal accidents. 

Vehicular  travel  data  for  New  York  State  have  been 
used  to  calculate  mortality  ratios  for  the  two  study  peri- 
ods. For  the  entire  state,  vehicular  miles  driven  increased 
by  a factor  of  2. 1 between  the  two  time  periods.  Assuming 
that  the  same  increase  holds  true  for  Westchester  County, 
it  appears  that  there  has  been  little  change  in  the  mortality 
ratio  (observed/expected  number  of  deaths)  for  alcohol- 
free  drivers,  but  there  seems  to  have  been  a reduction  in 
the  mortality  ratio  for  drivers  who  had  consumed  alcohol 
prior  to  injury  in  the  period  from  1980  to  1987.  Nearly 
identical  estimates  were  obtained  when  the  number  of  mo- 
tor vehicle  registrations  in  the  two  periods  was  used  for 
adjustment.  Because  detailed  driving  information  by 
county  is  unavailable,  these  estimates  are  not  adjusted  for 
race,  sex,  or  age.  Furthermore,  the  increase  in  vehicular 
miles  travelled  for  Westchester  County  and  New  York 
State  may  well  differ.  Nevertheless,  the  data  from  this 
study  are  compatible  with  a 20-25%  reduction  in  alcohol- 
associated  highway  fatalities  within  Westchester  County 
over  a 30-year  period. 

Subsequent  to  a law  passed  in  December  1985,  increas- 
ing the  minimum  legal  drinking  age  to  21  years,  a signifi- 
cant reduction  in  alcohol-associated  deaths  in  subjects  less 
than  21  years  of  age  has  been  observed.  The  results  of  this 
study  are  consistent  with  previous  findings^  and  suggest 
that  raising  the  minimum  legal  drinking  age  has  been  an 
effective  legislative  strategy. 

Strict  enforcement  of  existing  laws  as  well  as  additional 
legislative  and  educational  measures  will  undoubtedly  be 
required  to  reduce  the  excess  mortality  still  caused  by 
drunk  driving. 
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table  III.  Mortality  Ratios  for  Fatally  Injured  Westchester  County  Drivers:  1980-1987  Versus  1952-1959 


Alcohol 

1952-1959 

1980-1987 

Mortality  Ratio 

Status 

Observed 

Observed 

Expected* 

Observed  / Expected 

Absent 

28  (19-40)+ 

63 

59  (40-84) 

1.1  (0.80-1.60) 

Present 

74  (58-93) 

120 

155  (122-195) 

0.77  (0.62-0.98) 

* Estimated  from  ratio  of  2.1  for  average  number  of  vehicular  miles  travelled  for  recent  versus  earlier  period  in  New  York  State, 
t Numbers  in  parentheses  represent  95%  confidence  limits  based  on  assumption  of  a Poisson  distribution. 
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Drug  resistant  tuberculosis  among  the  homeless  in  New 

York  City 
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Rodrigo  Ramos-zuniga,  md 


ABSTRACT.  The  purpose  of  this  study  was  to  compare  the 
frequency  of  Infections  due  to  drug  resistant  Mycobacterium 
tuberculosis  between  homeless  and  nonhomeless  popula- 
tions In  an  urban  community  hospital. 

We  retrospectively  examined  the  mycobacteriology  regis- 
try of  this  hospital  for  culture-proven,  susceptibility-tested 
cases  of  Af  tuberculosis  disease  from  1982  to  1987.  Clinical 
records  were  analyzed  for  age,  ethnicity,  sex,  residence,  and 
history  of  alcoholism.  Intravenous  drug  abuse,  acquired  im- 
munodeficiency syndrome,  or  previous  tuberculosis. 

Of  a total  of  132  cases,  53  patients  were  homeless  and  79 
were  not.  Drug  resistance  was  found  in  21  % of  the  isolates 
from  homeless  Individuals  and  8 % of  those  from  nonhome- 
less persons.  Resistance  to  isonlazid  was  found  in  19%  and 
1%  (p  < 0.01),  and  for  two  or  more  drugs  In  15%  and  0% 
(p,  0.01),  respectively. 

Forty-two  patients  were  black,  and  among  them,  resis- 
tance to  one  or  more  drugs  was  26.2%,  versus  6.6%  in 
nonblacks  (p  < 0.01).  Ten  of  24  homeless  blacks  had  resis- 
tant organisms,  as  opposed  to  1 of  18  nonhomeless  blacks 
(P  < 0.05).  No  other  significant  differences  were  noted  for 
the  other  variables. 

To  our  knowledge,  this  is  the  first  comparison  of  drug-re- 
sistant tuberculosis  between  homeless  and  nonhomeless  pa- 
tients using  an  internal  control  group.  Forty  percent  of  iso- 
lates from  homeless  blacks  were  resistant,  two  thirds  to  both 
isonlazid  and  rifampin.  These  findings  support  the  use  of  an 
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initial  four-drug  regimen  to  treat  tuberculosis  In  this  specific 
population. 

(NY  State  J Med  1990;  90:351-355) 

As  in  the  rest  of  the  western  world,  tuberculosis  in  the 
United  States  has  markedly  decreased  during  the  last  half 
century.  In  recent  years,  however,  tuberculosis  has  made  a 
comeback.'  The  acquired  immunodeficiency  syndrome 
and  other  factors  have  been  cited  to  explain  this  resur- 
gence.^ 

Throughout  the  centuries,  poor  people  living  in  crowded 
conditions  have  frequently  been  the  victims  of  tuberculo- 
sis. Among  certain  homeless  populations,  prevalence  rates 
of  1 .6-6.8%  for  clinically  active  disease  and  of  22-50%  for 
asymptomatic  infection  have  been  reported.  These  rates 
are  150  to  300  times  higher  than  the  nationwide  rate  and 
similar  to  the  rates  in  populations  with  acquired  immuno- 
deficiency syndrome. In  a recent  outbreak  of  tuberculo- 
sis among  the  homeless  in  Boston,  the  drug  resistance  rate 
was  as  high  as  60%,  suggesting  that  shelters  may  be  conta- 
gious foci  for  difficult-to-treat  tuberculosis.* 

Drug  resistant  tuberculosis  is  a problem  for  contempo- 
rary control  programs  and  has  increased  since  the  first 
reports  in  the  1960s.^  Several  factors  have  been  associated 
with  resistant  tuberculosis:  previous  treatment,  recent  res- 
idence in  or  birth  in  an  endemic  area,  and  exposure  to  drug 
resistant  cases. Many  of  these  conditions  are  preva- 
lent among  the  homeless,  as  are  alcoholism,  malnourish- 
ment,  an  adverse  sociomedical  environment,  and  chemo- 
therapeutic noncompliance. 
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Since  optimal  antituberculosis  treatment  can  dramatical- 
ly reduce  morbidity  and  mortality,  prescribing  an  appropri- 
ate initial  regimen  is  as  important  as  proper  follow-up.'^  To 
accomplish  this  in  homeless  patients,  we  considered  it  impor- 
tant to  evaluate  comparatively  the  rates  of  in  vitro  drug  resis- 
tance in  the  hospital  setting  where  most  homeless  persons  are 
diagnosed  and  initially  treated. 

Patients  and  Methods 

This  was  a retrospective  clinical  study  with  an  internal  control 
group.  It  was  conducted  at  Cabrini  Medical  Center,  an  urban 
community  hospital  of  493  beds  in  New  York  City. 

All  consecutive  culture-proven,  susceptibility-tested  cases  of 
Mycobacterium  tuberculosis  disease  from  1982  to  1987  were  re- 
viewed. A total  of  132  cases  were  analyzed.  Five  homeless  pa- 
tients were  admitted  twice  during  the  study  period  with  a diagno- 
sis of  tuberculosis,  but  only  their  last  admission  was  considered 
for  analysis.  One  other  homeless  patient  was  readmitted,  but  sets 
of  data  from  both  admissions  were  considered  for  analysis,  as 
susceptibility  patterns  differed  for  the  two  admissions.  One  non- 
homeless, 73-year-old  man  diagnosed  in  1986  was  excluded,  as 
susceptibility  patterns  for  his  case  could  not  be  obtained. 

For  the  purposes  of  this  study,  homelessness  is  defined  as  hav- 
ing no  customary  and  regular  access  to  a conventional  dwelling 
or  residence.  We  considered  as  homeless  patients  who  live  on  the 
street  or  in  a single  room  occupancy  hotel  or  shelter,  according  to 
a list  of  such  places  compiled  by  the  New  York  City  Tuberculosis 
Homeless  Program.  Resistance  is  defined  as  the  “demonstrated 
ability  of  the  patient’s  tubercle  bacilli  to  survive  and  multiply  in 
elevated  concentrations  of  a specific  antituberculosis  agent  un- 
likely to  be  attained  in  the  body  of  the  infected  host.”’’  Primary 
resistance  occurs  in  patients  who  have  not  received  any  prior  an- 
tituberculosis treatment  (this  is  attributed  to  acquisition  of  drug 
resistant  mycobacteria),  whereas  secondary  resistance  is  related 
to  previous,  failed  drug  therapy. 

The  mycobacteriology  registry  for  the  period  1982-1987  was 
reviewed,  and  all  cases  in  which  M tuberculosis  had  been  cul- 
tured were  analyzed.  The  patients’  medical  records  and  pertinent 
data  were  obtained.  For  this  purpose,  personal  characteristics 
(sex,  age,  race,  ethnic  group),  epidemiologic  data  (alcohol  abuse, 
intravenous  drug  abuse,  and  history  of  acquired  immunodefi- 
ciency syndrome  or  tuberculosis  exposure),  and  microbiologic  in- 
formation (previous  treatment,  type  of  specimen,  and  suscepti- 
bility results)  were  tabulated.  Special  emphasis  was  given  to 
distinguishing  referred  (“private”)  from  nonreferred  (“house”) 
patients,  and  homeless  from  nonhomeless  patients. 

When  mycobacterial  growth  was  present,  biochemical  identi- 
fication of  the  species  was  performed  in  our  laboratory.  The  spec- 
imen was  then  sent  to  the  New  York  City  Department  of  Health 
Mycobacteriology  Unit  for  final  identification,  and  for  in  vitro 
drug  susceptibility  evaluation  by  the  conventional  method,  as 
recommended  by  the  Centers  for  Disease  Control.'*  Susceptibil- 
ity was  tested  for  the  following  drugs  and  concentrations  (^ig/ 
mL):  isoniazid  1,2  and  1,5;  ethambutol  2 and  5;  rifampin;  and 
streptomycin  2 and  5,  with  appropriate  controls.  Organisms  were 
considered  resistant  to  a given  drug  when  any  growth  of  1%  or 
more  above  the  control  was  observed  at  low  or  high  drug  concen- 
tration. Ethionamide  resistance  was  not  analyzed  because  resis- 
tance is  very  prevalent  (25  out  of  54  in  this  study),  and  clinical 
use  has  declined;  the  same  decision  was  made  concerning  p-amino- 
salicylic  acid  but  for  the  opposite  reason — ail  37  cases  evaluated 
showed  sensitivity  in  vitro. 

A prospective  analysis  of  the  cohorts  was  done.  Variables  were 
described  with  mean  and  standard  deviation.  Comparison  of  sub- 
groups’ characteristics  was  done  with  the  chi-square  test  using 
Yates’  correction  for  discrete  variables.  Continuous  variables 
among  subgroups  were  compared  with  the  two-sample  t test. 

Results 

A total  of  132  cases  were  suitable  for  analysis  (Table  I).  Most  of 


TABLE  I.  Personal  Characteristics  of  the  Study  Population 

Characteristic  Number 


Admission  status 

House  service 

74 

Private  service 

48 

Unspecified 

10 

Sex 

Male 

113 

Female 

19 

Race 

Asian 

14 

Black 

42 

Hispanic 

25 

White 

45 

Unspecified 

6 

Age  (mean  in  years) 

49 

Total 

132 

the  patients  (113)  were  male  (85%),  with  a mean  age  of  49  years 
(standard  deviation  (SD),  16  yr).  Seventy-four  patients  were  nonre- 
ferred and  48  were  referred;  admission  status  was  not  determined  for 
ten  patients.  The  racial  distribution  showed  a predominance  of 
whites  (34%)  and  blacks  (32%),  with  Hispanics  accounting  for  19% 
and  Asians  for  1 1%;  in  4%  ethnic  group  was  not  specified  (Table  I). 
Fifty-three  (40%)  patients  were  considered  homeless. 

One  fifth  of  the  tuberculosis  patients  were  intravenous  drug  abus- 
ers and  almost  half  were  alcoholics,  according  to  their  clinical  re- 
cords (Table  II).  Among  those  for  whom  data  were  available,  23 
patients  (22%)  admitted  to  a history  of  previous  tuberculosis,  al- 
though treatment  characteristics  and  compliance  could  not  be  reli- 
ably determined.  Because  of  this,  cases  could  not  be  classified  as 
primarily  or  secondarily  resistant. 

Seventy-eight  percent  of  the  specimens  came  from  the  lung  (in- 
cluding seven  from  pleura),  and  among  the  remaining  22%  there 
were  nine  from  bone  marrow,  five  from  urine,  three  from  blood,  two 
from  lymph  nodes,  and  one  from  the  pericardium.  Reports  of  acid- 
fast  bacilli  stains  were  found  in  101  patient  charts:  an  average  of  4.8 
(SD,  3.5)  specimens  were  sent  per  case,  and  30  were  reported  nega- 
tive (18  of  which  were  specimens  from  other  than  sputum).  Accord- 
ing to  the  number  of  specimens  reported,  5/17,  5/10,  13/19,  and 
48/55  cases  were  positive  for  one,  two,  three,  or  more  than  three 
specimens,  respectively. 

Of  the  1 32  M tuberculosis  isolates,  17(1 3%)  were  resistant  to  one 
or  more  drugs  and  eight  (6%)  to  two  or  more  drugs.  Table  III  shows 
the  patterns  of  resistance  for  each  of  the  four  drugs  considered  in  this 
analysis.  Isoniazid  resistance  was  found  in  1 1 (8%)  of  the  cases, 


TABLE  II.  Epidemiologic  Characteristics  of  the  Study 
Population 


Characteristic 

Number 

Intravenous  drug  abuse 

Present 

23 

Absent 

93 

Unknown 

16 

Alcohol  abuse 

Present 

52 

Absent 

63 

Unknown 

17 

Previous  tuberculosis 

Present 

23 

Absent 

79 

Unknown 

30 

Source  of  specimen 

Lungs 

103 

Other 

29 

Total 

132 
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TABLE  III.  Patterns  of  Drug  Resistance  for  Several  Antituberculosis  Agents  Between  Homeiess  and  Nonhomeless  Patients 


Number 

Resistance 
to  ^ 1 Drug 

Isoniazid 

Rifampin 

Streptomycin 

Ethambutol 

Resistance 
to  > 2 Drugs 

Total 

132 

17  (13%) 

1 1 (8%) 

10  (8%) 

6 (5%) 

3 (2%) 

8 (6%) 

Homeless 

53 

11  (21%) 

10(19%) 

7 (13%) 

4 (8%) 

3 (6%) 

8 (15%) 

Nonhomeless 

79 

6 (8%) 

1 (1%) 

3 (4%) 

2 (4%) 

0 (0%) 

0 (0%) 

p value 

NS* 

<0.01 

NS 

NS 

NS 

<0.01 

* NS  = not  significant. 

whereas  resistance  to  ethambutol  was  documented  in  only  three 
(2%).  Resistance  among  the  homeless  patients  (21%)  was  higher 
than  among  the  nonhomeless  (8%),  and  all  eight  isolates  resistant  to 
more  than  one  drug  were  obtained  from  homeless  patients 
(p<0.01).  Resistance  to  isoniazid  was  also  significantly  higher 
among  the  homeless  (19%)  than  the  nonhomeless  (1%)  (p  < 0.01). 

Drug  resistance  prevalence  for  the  other  clinical  and  epidemiolog- 
ic variables  considered  in  the  study  is  shown  in  Tables  IV  and  V. 
Admission  status  (“house”  vs  private  service)  had  no  effect  on  tuber- 
culosis resistance  frequency  (11%  and  10%,  respectively).  Drug  re- 
sistance among  males  (14%)  was  higher  than  among  females  (5%), 
but  this  did  not  reach  statistical  significance.  Patients  of  Asian  or 
Hispanic  origin  had  average  resistance  rates  (14%  and  12%).  Iso- 
lates from  blacks  were  resistant  in  1 1 (26%)  of  the  42  cases 
{p  < 0.01);  seven  of  these  1 1 cases  were  resistant  to  two  or  more 
drugs.  Patients  with  resistant  isolates  were  slightly  younger  than  pa- 
tients with  nonresistant  ones,  with  a mean  age  of  43  and  50  years, 
respectively;  those  with  resistance  to  two  or  more  drugs  had  a mean 
age  of  39.6  years  {p  < 0.05).  Blacks  were  also  younger  (42  years) 
than  whites  (60  years),  and  this  was  statistically  significant 
(p  < 0.025);  there  was  no  significant  difference  in  age  between 
homeless  (47  years)  and  nonhomeless  patients  (49  years). 

Of  the  eight  patients  in  whom  a diagnosis  of  acquired  immunode- 
ficiency syndrome  had  been  established,  two  (25%)  were  found  to 
yield  drug  resistant  isolates;  four  of  these  patients  were  Hispanic, 
aged  less  than  43  years,  and  two  of  them  were  women.  In  two  cases, 
M tuberculosis  was  cultured  from  the  blood  (only  three  cases  in  the 
total  sample),  and  in  one  from  the  bone  marrow.  Six  of  these  patients 
entered  the  study  population  in  1987. 

A history  of  intravenous  drug  abuse  or  alcohol  abuse  did  not  in- 
crease resistance  prevalence  in  this  study,  as  shown  in  Table  V.  Four 
of  23  ( 1 7%)  isolates  from  patients  with  a previous  history  of  tubercu- 
losis were  resistant,  as  opposed  to  six  of  79  (8%)  without  a history  of 
the  disease,  but  this  difference  did  not  reach  statistical  significance. 
These  data  should  be  evaluated  with  caution  because  they  were  col- 
lected retrospectively  from  clinical  charts,  and  patients’  assertions 
may  be  unreliable.  No  difference  in  resistance  could  be  established 

TABLE  IV.  Drug  Resistance  Prevalence  According  to 
Several  Clinical  Characteristics 


Drug  Resistance 


Characteristic 

Number 

Present 

Absent  > 

2 Drugs 

Admission  status 

House  service 

74 

8 

66 

4 

Private  service 

48 

5 

43 

1 

Unspecified 

10 

4 

6 

3 

Sex 

Male 

113 

16 

97 

8 

Female 

19 

1 

18 

0 

Race 

Asian 

14 

2 

12 

0 

Black 

42 

11 

31 

7 

Hispanic 

25 

3 

22 

1 

White 

45 

1 

44 

0 

Unspecified 

6 

0 

6 

0 

Age  (mean  in  years) 

49 

43 

50 

40 

Total 

132 

17 

115 

8 

among  specimens  from  the  lung  and  other  sources  in  this  work. 

To  better  define  the  characteristics  of  the  53  homeless  cases,  fur- 
ther analysis  was  performed  (Tables  VI  and  VII).  As  expected,  40 
(89%)  of  the  53  homeless  patients  were  nonreferred  or  admitted  as 
“house”  patients  {p  < 0.01),  and  52  (98%)  were  men  {p  < 0.01). 
Age  was  similar  among  the  two  subgroups  of  tuberculosis  patients. 
Blacks  constituted  48%  of  the  homeless  population,  but  only  33%  of 
the  total  study  population.  Twenty-four  (57%)  of  all  43  blacks  with 
tuberculosis  were  homeless.  Whites  represented  42%  of  homeless  pa- 
tients, and  34%  of  the  total  number  of  cases.  Hispanics  and  especial- 
ly Asians  were  underrepresented  among  the  homeless  population 
with  tuberculosis  (Table  VI). 

Because  resistance  among  the  homeless  (21%)  could  be  partly  ex- 
plained by  resistance  among  the  over-represented  black  population 
(26%),  a further  analysis  was  made.  We  found  that  among  the  42 
blacks  with  tuberculosis,  24  were  homeless,  with  resistant  disease  in 
42%;  whereas  among  the  18  nonhomeless  blacks,  only  one  patient 
was  resistant  to  one  or  more  drugs  (p  < 0.01 ).  Among  the  53  home- 
less, 24  were  black,  with  drug  resistance  in  ten  (p  < 0.005).  Among 
90  nonblack  patients,  there  was  no  significant  difference  in  drug 
resistant  tuberculosis  between  the  homeless  and  the  nonhomeless. 

There  were  more  intravenous  drug  abusers  among  the  nonhome- 
less (23%)  than  among  homeless  tuberculosis  patients  (16%),  but  the 
difference  did  not  reach  statistical  significance  (Table  VII).  Howev- 
er, the  homeless  had  a significantly  higher  prevalence  of  alcohol 
abuse  (68%)  as  compared  to  the  nonhomeless  (31%)  {p  < 0.05).  A 
history  of  previous  tuberculosis  was  obtained  for  1 9%  of  53  homeless 
patients  and  for  16%  of  79  nonhomeless  patients.  Specimens  came 
from  the  lung  in  89%  of  homeless  cases  as  opposed  to  68%  of  the 
nonhomeless  (p  < 0.05).  The  number  of  drugs  initially  ordered  by 
physicians  to  treat  tuberculosis  was  also  quantified.  An  average  of 
2.3  drugs  were  used  in  homeless  patients  and  2.2  in  the  nonhomeless 
(no  statistical  difference).  Twenty-three  (17%)  patients  were  not 
treated  in  the  hospital,  either  because  the  patients  died  or  because 
they  were  discharged  before  culture  results  were  reported. 


TABLE  V.  Drug  Resistance  Prevalence  According  to 
Several  Epidemiologic  Variables 


Drug  Resistance 


Characteristic 

Number 

Present 

Absent 

> 2 Drugs 

Intravenous  drug  abuse 

Present 

23 

3 

20 

1 

Absent 

93 

10 

63 

5 

Unknown 

16 

4 

12 

2 

Alcohol  abuse 

Present 

52 

6 

46 

5 

Absent 

63 

7 

56 

1 

Unknown 

17 

4 

13 

2 

Previous  tuberculosis 

Present 

23 

4 

19 

2 

Absent 

79 

6 

73 

3 

Unknown 

30 

7 

23 

3 

Source  of  specimen 

Lungs 

103 

14 

89 

6 

Other 

29 

3 

26 

2 

Total 

132 

17 

115 

8 
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TABLE  VI.  Clinical  Characteristics  of  Homeless  and 
Nonhomeless  Patients 


Characteristic 

Number 

Homeless 

Nonhomeless 

Admission  status 

House  service 

74 

40 

34 

Private  service 

48 

5 

43 

Unspecified 

10 

8 

2 

Sex 

Male 

113 

52 

61 

Female 

19 

1 

18 

Race 

Asian 

14 

1 

13 

Black 

42 

24 

18 

Hispanic 

25 

4 

21 

White 

45 

21 

24 

Unspecified 

6 

3 

3 

Age  (mean  in  years) 

49 

48 

49 

Total 

132 

53 

79 

Discussion 

Although  the  incidence  rate  for  tuberculosis  in  New 
York  declined  by  72%  between  1960  and  1978,  since  then 
rates  have  increased  by  50%,  especially  among  young 
black  males.  Epidemiologic  and  clinical  data  have  shown 
that  the  acquired  immunodeficiency  syndrome  may  pre- 
dispose to  tuberculosis.^  Other  possible  explanations  for 
the  apparent  increase  are  a more  vigorous  case  finding 
campaign,  an  influx  of  immigrants  from  countries  with 
endemic  tuberculosis  (Mexico,  Philippines,  Haiti,  Korea, 
and  Vietnam),  and  an  increase  in  poverty  and  intravenous 
drug  abuse. ^ 

Medical  progress  has  not  equally  reached  all  levels  of 
society.  The  British  Registrar  General’s  statistics  dramat- 
ically show  that  for  males  aged  1 5-64  years,  the  standard- 
ized mortality  ratio  for  pulmonary  tuberculosis  is  25  for 
professionals  and  250  for  unskilled  workers.'^  As  McAdam 
et  aP  expressed  it,  “At  times  it  seems  the  homeless  and 
shelter  residents  live  in  the  preantibiotic  era  because  of  the 
difficulties  they  have  in  negotiating  the  complex  care  sys- 
tem.” 

Unfortunately,  there  is  no  clear  epidemiologic  surveil- 


TABLE  VII.  Additional  Epidemiologic  Characterization  of 
Homeless  and  Nonhomeless  Patients 


Characteristic 

Number 

Homeless 

Nonhomeless 

Intravenous  drug  abuse 

Present 

23 

7 

16 

Absent 

3 

38 

55 

Unknown 

6 

8 

8 

Alcohol  abuse 

Present 

52 

30 

22 

Absent 

63 

14 

49 

Unknown 

17 

9 

6 

Previous  tuberculosis 

Present 

23 

10 

13 

Absent 

79 

29 

50 

Unknown 

30 

14 

16 

Source  of  specimen 

Lungs 

103 

47 

56 

Other 

29 

6 

23 

Total 

132 

53 

79 

lance  of  the  homeless.  As  a working  definition  does  not 
exist,  the  federal  government  estimates  are  understate- 
ments of  the  real  magnitude  of  the  problem. The  first 
rigorous  attempt  to  apply  social  science  research  to  study 
the  homeless  was  undertaken  in  Chicago  in  1985-1986.^^ 
The  point  prevalence  estimate  of  the  city  homeless  popu- 
lation was  about  0.07%,  although  the  annual  prevalence 
estimate  is  three  times  higher  due  to  the  high  “turnover 
rate”  of  this  population.  Homelessness  and  congregate 
shelter  living  have  increased  in  New  York  City,  and  this 
has  contributed  to  the  high  case  rates  of  tuberculosis  seen 
recently,  especially  in  Central  Harlem  and  the  Lower  East 
Side.^ 

Several  factors  influence  the  likelihood  of  drug  resis- 
tant tuberculosis,  including  previous  treatment  (especial- 
ly if  it  failed),  birth  or  recent  residence  in  an  area  endemic 
for  tuberculosis  (Asia,  Latin  America,  Africa),  and  expo- 
sure to  cases  of  drug  resistant  disease  (common  in  shel- 
ters).'®" Primary  drug  resistance  (no  previous  treat- 
ment) is  estimated  to  be  present  in  8.6%  of  the  cases  of 
tuberculosis  in  the  United  States,  with  variation  depend- 
ing on  the  geographic  area  and  ethnic  population. Pri- 
or therapy  can  increase  drug  resistance  to  7-53%,'^  and 
cases  secondarily  resistant  are  considered  more  conta- 
gious.^^ Some  useful  algorithms  have  been  developed  to 
reduce  the  chance  of  treatment  failure.'® 

Among  132  cases  of  tuberculosis  seen  at  Cabrini  Medi- 
cal Center  during  a seven-year  period,  53  patients  were 
recorded  as  homeless  (40%)  and  79  as  nonhomeless 
(60%).  Resistance  to  one  or  more  drugs  in  this  population 
was  1 3%,  and  to  two  or  more  drugs  was  6%,  which  is  in 
accordance  with  results  of  other  epidemiologic  studies. 
We  did  not  observe  a cluster  of  resistant  cases  in  any  spe- 
cific year  or  shelter.  Isoniazid  and/or  rifampin  resistance 
was  found  in  8%  of  the  isolates.  When  we  analyzed  fre- 
quency of  resistance,  we  found  it  to  be  almost  three  times 
higher  in  homeless  than  in  nonhomeless  patients  (21%  vs 
8%). 

Referral  status  and  sex  did  not  influence  drug  resis- 
tance. However,  patients  with  resistant  isolates  were 
younger  than  those  with  nonresistant  isolates;  this  has 
been  previously  described. The  fact  that  nonwhite  pa- 
tients with  higher  drug  resistance  rates  are  also  younger 
than  white  patients  with  tuberculosis  emphasizes  this  re- 
lationship. We  can  hypothesize  that  a high  prevalence  of 
drug  resistant  tuberculosis  among  the  homeless,  although 
possibly  generated  by  poor  therapeutic  compliance  (sec- 
ondary resistance),  may  be  explained  or  magnified  by  ac- 
quisition in  shelters  of  primary  tuberculosis  (with  primary 
drug  resistance)  by  young  nonwhite  individuals;  in  fact, 
exogenous  reinfection  has  been  reported  in  a shelter  for 
the  homeless.'^ 

Contrary  to  expectations  and  other  reports,^*  the  few 
Asian  and  Hispanic  patients  in  this  study  failed  to  show 
increased  resistance  rates.  On  the  other  hand,  resistance 
was  exceedingly  rare  in  white  patients  (2.2%)  and  remark- 
ably common  in  black  patients  (26.2%);  in  both  cases,  the 
results  reached  statistical  significance.  To  exclude  the 
possibility  that  the  high  resistance  rate  among  blacks  is 
explained  simply  by  their  over-representation  among  the 
homeless  (48%),  a subanalysis  was  performed  that  showed 
that  resistance  was  truly  higher  in  black  homeless  than  in 
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black  nonhomeless  patients  {p  < 0.05).  Similarly,  among 
the  53  homeless  patients,  resistance  was  present  in  ten  of 
24  blacks  and  in  only  one  of  29  patients  of  other  race 
{p  < 0.005).  Thus,  there  appears  to  be  no  doubt  that  being 
homeless  and  black  predisposes  one  to  higher  resistance 
rates.  We  do  not  know  why  blacks  had  a higher  rate  of 
drug  resistant  tuberculosis.  Associated  social  determi- 
nants may  play  a role. 

A previous  history  of  tuberculosis,  in  most  cases  with 
treatment  failure  or  noncompliance,  predisposed  to  in- 
creased resistance  (17.4%  vs  7.6%).  The  lack  of  statistical 
significance  should  be  judged  with  caution,  since  the  com- 
pared numbers  were  small  and  a retrospective  study  could 
fail  to  allow  precise  evaluation  of  this  variable,  which  cer- 
tainly would  help  to  tailor  more  detailed  recommenda- 
tions. Alcohol  abuse  and  intravenous  drug  abuse  were  not 
found  to  increase  the  frequency  of  drug  resistance.  Once 
again,  these  data  must  be  interpreted  with  caution,  for  the 
same  reasons  as  discussed.  Only  a prospective  study  would 
demonstrate  the  importance  of  these  variables,  the  signifi- 
cance of  which  has  been  previously  recognized. 

As  seen  in  other  surveys,  the  lungs  were  involved  in 
most  of  the  cases  of  tuberculosis;  this  was  significantly 
remarkable  among  the  homeless  in  this  study,  with  their 
obvious  risk  for  infectivity. 

Only  eight  patients  in  this  study  population  had  a diag- 
nosis of  acquired  immunodeficiency  syndrome.  Two  of 
them  had  drug-resistant  tuberculosis,  and  two  of  the  three 
isolates  from  blood  belonged  to  these  patients,  showing 
that  systemic  dissemination  is  common  in  patients  with 
AIDS.  It  is  possible  that  several  isolates  from  organs  other 
than  lungs  could  have  been  from  patients  with  undocu- 
mented human  immunodeficiency  virus  infection. 

Certainly  the  problems  of  the  homeless  are  complex. 
Specifically,  tuberculosis  control  faces  several  hurdles: 
lack  of  compliance  on  the  one  hand,  and  lack  of  globally 
effective  strategies  on  the  other.  Several  approaches  have 
been  suggested,^-^'^-^'  including  the  use  of  public  health 
laws  to  confine  patients  unable  to  follow  proper  outpatient 
treatment  protocols  and  who  thus  become  a hazard  to  the 
community. Education  and  motivation  are  impor- 
tant tools,  as  well  as  choosing  the  proper  drugs  for  effec- 
tive treatment. 

The  present  study  demonstrates  the  high  frequency  of 
drug  resistance,  especially  to  isoniazid  and  rifampin, 
among  homeless  patients.  Moreover,  it  shows  that  black 
individuals  who  live  in  shelters,  single  room  occupancy  ho- 
tels, and  on  the  streets  of  New  York  City  carry  highly 
resistant  strains  of  mycobacteria.  In  fact,  40%  of  isolates 
from  homeless  blacks  were  drug  resistant,  and  two  thirds 
of  these  were  resistant  to  both  isoniazid  and  rifampin. 

In  this  institution,  an  average  of  2.3  drugs  was  initially 
being  prescribed  for  patients  with  tuberculosis.  This  study 
supports  the  use  of  an  initial  multidrug  regimen  to  treat 
tuberculosis  in  homeless  individuals,  as  recommended  by 
the  Centers  for  Disease  Control, and  allows  one  to  con- 
clude that  four  drugs  are  mandatory  when  a young  home- 
less black  patient  presents  with  this  disease.  Although  the 
study  did  not  evaluate  clinical  outcome,  it  seems  safer  to 
keep  a high  risk  patient  in  the  hospital  until  he  becomes 


negative  for  acid-fast  bacilli  or  until  results  from  suscepti- 
bility testing  are  available. 
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Fibrous  disease  of  the  breast  in  juvenile  diabetes 


Frank  E.  Gump,  md,  Janette  McDermott,  md 


ABSTRACT.  The  association  between  Type  I diabetes  mel- 
litus  and  breast  masses  whose  extreme  hardness  suggests 
cancer  has  only  recently  been  recognized.  The  present  re- 
port consists  of  1 1 cases  of  patients  with  juvenile  diabetes 
who  were  Identified  by  a retrospective  review  of  3,219  pa- 
tients seen  In  our  breast  clinic  over  an  eight-year  period.  All 
11  patients  were  referred  for  possible  biopsy  and  this  was 
carried  out  routinely  before  the  condition  was  recognized. 
The  patients  with  diabetes  were  carefully  reviewed  In  order 
to  identify  specific  features  of  the  breast  lesions  and  a man- 
agement plan  was  devised  that  should  reduce  the  need  for 
biopsy  In  these  patients  In  the  future. 

(NY  State  J Med  1990;  90:356-357) 

The  lesion  classified  as  fibrous  disease  of  the  breast  is  a 
localized  but  not  encapsulated  proliferation  of  breast  stro- 
ma— it  is  really  not  a disease  entity.  Clinicians  know  this 
condition  as  one  part  of  what  was  formerly  called  “fibro- 
cystic disease,”  but  is  now  more  accurately  regarded  as 
nodularity  characteristic  of  breast  tissue  during  the  repro- 
ductive years.  We  have  recently  recognized  that  this  pro- 
cess may  progress  to  such  an  extent  that  it  mimics  cancer 
in  young  women  with  Type  I diabetes  mellitus.  A fuller 
awareness  of  the  association  between  Type  I diabetes  and 
suspicious  breast  masses  should  help  physicians  better 
evaluate  the  need  for  breast  biopsies  in  these  patients. 

The  first  report  linking  fibrous  disease  of  the  breast 
with  Type  I diabetes  was  by  Soler  and  Khardori  and  ap- 
peared in  1984,'  and  the  second  one  by  Byrd  and  his  col- 
leagues was  published  in  May  1987.^  We  independently 
noted  the  same  relationship.  Once  this  association  is 
made,  management  of  most  of  these  patients  is  possible 
without  the  need  for  biopsy  confirmation.  This  report  con- 
firms the  findings  of  the  two  previous  studies  and  identi- 
fies specific  features  of  these  lesions  that  should  aid  in 
differentiating  between  fibrous  tumors  and  cancer. 

Patients  and  Methods 

After  seeing  two  juvenile  diabetics  with  suspicious  breast 
masses  in  the  course  of  one  week,  we  undertook  a systematic  re- 
view of  all  premenopausal  women  presenting  to  the  Breast  Service 
from  January  1,  1980,  to  September  1,  1987.  A review  of  3,219 
charts  led  to  the  identification  of  1 1 patients  with  Type  1 diabe- 
tes. The  clinical  mammographic  and  pathologic  features  of  these 
1 1 patients  were  recorded  in  an  effort  to  characterize  more  pre- 
cisely the  breast  lesions  associated  with  Type  I diabetes.  Empha- 
sis was  placed  on  the  breast,  since  the  Breast  Service  question- 
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naires  did  not  provide  sufficient  information  about  the  course 

and  complications  of  the  patients’  diabetes. 

Results 

The  cases  included  in  this  report  are  summarized  in  Table  1.  The 
mean  age  was  35  years  at  the  time  of  presentation  with  an  abnormal 
breast  mass;  this  is  considerably  younger  than  the  usual  age  of  pa- 
tients seen  on  the  Breast  Service.  All  patients  had  long  standing 
Type  I diabetes  mellitus,  and  the  average  duration  between  onset  of 
the  disease  and  the  appearance  of  a breast  mass  was  23  years.  Tests 
for  thyroid  microsomal  antibodies  were  not  performed;  however, 
three  of  the  1 1 patients  were  known  to  be  hypothyroid  and  were  on 
thyroid  replacement  therapy. 

Table  I also  details  the  clinical  features  of  the  breast  lesions.  Fine 
needle  aspiration  cytology  was  carried  out  in  nine  patients  and  was 
negative  in  seven.  One  patient  was  thought  to  have  a fibroadenoma, 
while  another  had  atypical  cells  suspicious  for  neoplasm.  As  would 
be  expected,  the  typical  aspirate  eontained  few  cells  because  of  the 
fibrous  nature  of  the  tissue.  There  were  no  false-positive  cytologic 
reports,  and  the  absence  of  false-positives  would  be  expected  given 
the  nature  of  the  lesion. 

Mammography  was  performed  on  ten  of  the  1 1 patients  despite 
their  youth,  because  the  need  for  biopsy  was  seriously  eonsidered. 
All  participating  radiologists  commented  on  the  density  of  the 
breast  tissue,  but  adverse  findings  were  recorded  in  only  one  in- 
stance. Patient  2 was  reported  to  have  an  area  of  parenchymal  dis- 
tortion, but  it  was  present  on  only  one  view. 

Bilateral  breast  masses  were  noted  in  four  of  the  1 1 patients  at  the 
time  of  presentation,  but  patient  3 had  bilateral  breast  biopsies  one 
year  apart.  Patient  4 had  a suspicious  lesion  on  the  right  with  a possi- 
ble area  of  thickening  in  the  other  breast.  The  remaining  five  pa- 
tients had  unilateral  lesions  that  were  considered  to  be  dominant 
masses. 

The  physical  findings  led  to  biopsies  in  six  patients;  biopsy  was 
advised  in  a seventh  patient  who  refused.  The  bilateral  and  symmet- 
rical nature  of  the  findings  convinced  us  that  biopsy  was  unnecessary 
in  two  patients.  The  last  two  patients  did  not  have  biopsies,  because 
they  were  the  ones  that  led  us  to  an  appreciation  of  this  entity. 

Discussion 

The  association  between  diabetes  mellitus  and  breast 
tumors  has  only  been  appreciated  in  the  past  few  years. 
The  original  report  by  Soler  and  Khardori'  came  from  an 
endocrine  clinic  caring  for  patients  with  diabetes,  and  the 
1 2 patients  described  constituted  1 3%  of  all  female  Type  I 
diabetic  patients  between  20  and  40  years  of  age.  It  is  note- 
worthy that  the  patients  were  identified  by  performing 
breast  examinations  on  the  juvenile  diabetic  women  who 
attended  the  clinic.  Not  surprisingly,  most  patients  had 
bilateral  lesions  (10  of  12),  and  concern  about  carcinoma 
was  low.  Six  of  the  patients  were  sent  for  mammography, 
and  only  four  actually  had  biopsies. 

A very  different  perspective  appears  when  such  patients 
present  to  a Breast  Service.  Byrd’s  report  described  a total 
of  eight  patients  from  a group  of  several  thousand  breast 
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TABLE  I.  Features  of  the  Breast  Lesions  in  Women  with  Juvenile  Diabetes 


Patient 

Age  (yr) 
at  Presentation 
with  Mass 

Age  (yr) 
at  Onset  of 
Diabetes 

Breast  Findings 

Fine  Needle 
Aspiration 

Biopsy 

Mammography 

Right 

Left 

Bilateral 

1 

32 

10 

Negative 

No 

Negative 

X 

2 

41 

12 

Not  done 

No 

Possible  mass 

X 

3 

39 

15 

Fibroadenoma 

Fibrosis 

Negative 

X 

4 

40 

12 

Negative 

Fibrosis 

Negative 

X 

9 

5 

28 

14 

Atypical  cells 

No 

Negative 

X 

6 

37 

12 

Negative 

Refused 

Negative 

X 

7 

27 

11 

Not  done 

No 

Negative 

X 

8 

35 

14 

Negative 

Fibrosis 

Negative 

X 

9 

40 

12 

Negative 

Fibrosis 

Negative 

X 

10 

35 

8 

Negative 

Fibrosis 

Negative 

X 

11 

27 

9 

Negative 

Fibrosis 

Not  Done 

X 

biopsies  done  over  a ten-year  period.^  All  these  patients 
had  biopsies  because  of  concern  about  carcinoma.  In  fact, 
a total  of  12  biopsies  were  performed  on  these  eight  pa- 
tients. The  high  biopsy  rate  reflects  the  fact  that  the  asso- 
ciation between  Type  I diabetes  and  fibrous  disease  of  the 
breast  was  not  appreciated  when  these  patients  were  en- 
countered. 

The  same  conditions  prevailed  in  this  series,  with  the 
exception  of  the  last  two  patients,  who  served  to  focus  at- 
tention on  the  true  nature  of  the  breast  lesion.  Biopsy  may 
be  avoided  by  awareness  of  the  association  between  juve- 
nile diabetes  and  breast  lesions,  and  diagnostic  guide- 
lines can  be  developed  based  on  a review  of  these  pa- 
tients. 

Our  experience  suggests  that  about  half  of  the  diabetic 
patients  present  with  bilateral  masses,  and  despite  the  ex- 
treme hardness  of  these  tissues,  it  would  not  be  necessary 
to  perform  biopsies  on  such  patients  provided  the  process 
is  symmetrical.  Patients  with  unilateral  lesions  constitute 
a more  difficult  clinical  situation  and  may  require  modifi- 
cation of  the  dictum  that  all  dominant  breast  masses  re- 
quire a tissue  diagnosis.  Fine  needle  aspiration  should  al- 
ways be  done,  despite  the  accepted  fact  that  there  are  false 
negatives.  This  procedure  constitutes  a worthwhile  first 
step  in  such  patients.  Mammography  would  follow,  and 
although  Byrd  believed  these  lesions  to  be  indistinguish- 
able from  breast  malignancy  on  radiographic  evaluation, 
that  has  not  been  our  experience.  Mammograms  done  on 
ten  patients  showed  only  dense  fibrous  tissue  without  mi- 
crocalcifications or  other  adverse  findings.  Follow-up 
mammograms  would  depend  on  the  patient’s  age,  since  we 
have  limited  such  studies  in  women  under  the  age  of  30. 
Ultrasound  would  avoid  radiation,  but  none  of  the  pa- 
tients in  this  series  were  studied  with  this  technique. 

Similarly,  the  clinical  findings  were  not  suspicious,  oth- 


er than  the  extreme  hardness  of  many  of  the  lesions.  Spe- 
cifically, there  were  no  skin  changes  or  distortion  of  the 
breast  contour.  However,  a hard  dominant  mass  is  gener- 
ally considered  a clear  indication  for  a biopsy.  At  times, 
the  age  of  the  patient  may  be  helpful,  in  that  the  incidence 
of  breast  cancer  is  extremely  low  below  the  age  of  25.  In 
women  older  than  25,  the  unusually  firm  texture  of  the 
contralateral  breast  tissue,  even  though  a dominant  mass 
is  lacking,  may  be  sufficient  to  convince  the  clinician  of 
the  presence  of  diabetic  mastopathy. 

Finally,  it  may  be  possible  to  combine  diagnostic  tech- 
niques, all  of  which  can  produce  false  negatives,  but  all  of 
which  provide  different  information  about  a breast  mass. 
If  physical  examination  reveals  a mass  with  a low  index  of 
suspicion,  carcinoma  can  still  be  present.  If  one  adds  a 
negative  cytologic  report  and  mammogram,  the  possibili- 
ty of  carcinoma  becomes  remote,  even  though  false  nega- 
tives are  a recognized  problem.  The  combination  of  ques- 
tionable physical  findings  with  negative  cytologic  findings 
and  mammography  can  be  utilized  to  avoid  biopsy  in  most 
juvenile  diabetics. 

Fibrous  disease  of  the  breast  mimicking  cancer  has  re- 
cently been  recognized  as  a unique  feature  of  some  women 
with  Type  I diabetes  mellitus.  Features  characteristic  of 
these  patients  included  an  average  age  lower  than  that  of 
the  usual  patient  presenting  with  a breast  mass,  frequent 
bilaterality,  extreme  hardness  of  the  tissue,  and,  generally 
speaking,  negative  aspiration  cytology  and  mammograph- 
ic  studies.  We  have  proposed  a diagnostic  approach  de- 
signed to  avoid  biopsies  in  these  patients. 

References 

1 . Soler  NG,  Khardori  R:  Fibrous  disease  of  the  breast,  thyroiditis,  and  cheir- 
oarthropathy  in  type  I diabetes  mellitus.  Lancet  1984;  1:193-195. 

2.  Byrd  BF  Jr,  Hartmann  WH,  Graham  LS,  et  al:  Mastopathy  in  insulin-de- 
pendent  diabetics.  Ann  Surg  1987;  205:529-532. 


JULY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  357 


REVIEW  ARTICLE 


Aeromedical  emergency  trauma  services  and  mortality 

reduction  in  rural  areas 
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A congressional  report  estimates  that  each  year  in  the 
United  States  140,000  people  die  from  trauma  and  80,000 
suffer  permanent  disabilities.  Fifteen  percent  to  20%  of 
that  toll  could  be  averted  if  care  were  provided  in  desig- 
nated trauma  centers.'  Budget  restrictions,  centralized 
coordination,  and  service  improvements  create  challeng- 
ing opportunities  for  aeromedical  emergency  medical  sys- 
tems (EMS)  today.  To  appreciate  the  magnitude  of  this 
challenge,  it  is  important  to  understand  the  history  of 
aeromedical  prehospital  transportation,  the  specific  prob- 
lems encountered  in  rural  settings,  and  the  efficacy  of 
EMS  in  terms  of  increased  survival. 

The  History  of  Emergency  Medical 
Systems 

Napoleon’s  surgeon,  Dominique  Jean  Larrey,  pioneer- 
ed the  modern  concept  of  treating  the  wounded  as  quickly 
as  possible.  Soldiers  received  battlefield  care  and  were 
transported  on  “flying  ambulances”  (speedy  light  car- 
riages).In  the  United  States,  Jonathan  Letterman, 
medical  director  of  the  Army  of  the  Potomac  during  the 
Civil  War,  created  the  horse-drawn  “Ambulance  Corps” 
to  transport  casualties  to  nearby  hospitals. Initially 
called  “Accident  Rooms,”  emergency  rooms  emerged  in 
the  1940s  as  a civilian  outgrowth  of  the  successful  battal- 
ion aid  stations  during  World  War  H.2(p35) 

In  1962,  the  father  of  EMS  in  the  United  States,  ortho- 
pedic surgeon  Joseph  D.  Farrington,^  ^ started  the  first 
EMS  training  program,  in  collaboration  with  Dr  Sam  W. 
Banks,  and  under  the  auspices  of  the  Chicago  Committee 
on  Trauma.  Their  curriculum  initiated  a standard  for 
EMS  instruction  that  was  adopted  by  the  Department  of 
Transportation  in  i969.2(p35-36)  Federal  legislation 
prompted  creation  of  the  Interdepartmental  Committee 
on  Highway  Safety  in  New  York  State.  Studies  by  that 
committee  stimulated  a systematic  approach  to  EMS  in 
New  York  State.  In  1974,  Article  30  of  the  New  York 
State  Public  Health  Law  was  changed  to  formalize  the 
EMS  concept.^  * 

During  the  1960  presidential  campaign,  a comment  by 
John  F.  Kennedy  inflamed  a public  issue:  “Traffic  deaths 
constitute  one  of  the  greatest,  perhaps  the  greatest,  of  the 

From  the  Albany  Medical  Center,  Albany,  NY  (Dr  Freilich),  and  the  State 
University  of  New  York  Health  Science  Center  at  Brooklyn  College  of  Medicine, 
Brooklyn,  NY  (Dr  Spiegel). 

Address  correspondence  to  Dr  Spiegel,  Department  of  Preventive  Medicine, 
State  University  of  New  York  Health  Science  Center  at  Brooklyn,  450  Clarkson 
Ave,  Brooklyn,  NY  11203. 


nation’s  public  health  problems, At  that  time, 
about  50%  of  the  ambulances  were  staffed  by  morti- 
cians.'°^p'"  In  1966,  a landmark  report  by  the  National 
Academy  of  Sciences,  Accidental  Death  and  Disability: 
The  Neglected  Disease  of  Modern  Society,  initiated  a sci- 
entific and  systematic  approach  to  prehospital  and  hospi- 
tal management  of  the  injured  patient. Subse- 
quently, the  Highway  Safety  Act  was  passed  and  signed 
by  President  Lyndon  B.  Johnson.^^P^^^^  That  act  encour- 
aged state  regulation  of  emergency  medical  services  and 
permitted  the  use  of  highway  safety  funds  for  them.'^'P'^^ 
In  1973,  the  Emergency  Medical  Services  Act  provided 
funds  for  the  purchase  of  vehicles  and  communication 
equipment  for  ground  EMS  services'^  as  well  as  for  trau- 
ma care  regionalization. 

President  Reagan’s  1981  Omnibus  Budget  Reconcilia- 
tion Act  transferred  funding  responsibilities  to  state  and 
local  governments  while  consolidating  several  acts  into 
one  preventive  health  and  health  services  block  grant.  As 
federal  contributions  remained  relatively  constant,  a 1986 
US  General  Accounting  Office study  of  six  states 
reported  a 34%  decrease  in  total  EMS  expenditures  be- 
tween 1981  and  1983,  followed  by  a 28%  increase  between 
1983  and  1985.  However,  total  EMS  expenditures  appro- 
priated during  the  Reagan  administration  decreased. 

Traumatic  death  from  accidents  “kills  more  people  than 
all  other  diseases  combined”  among  young  Americans  up 
to  age  34.'  As  policy  makers  attempted  new  approaches  to 
EMS,  aerome(Jical  EMS  expanded  enormously.'^ 

Aeromedical  Emergency  Care 

Aeromedical  emergency  services  also  originated  in  mil- 
itary history.  Supposedly,  the  first  air  evacuation  of  casu- 
alties occurred  via  a hot  air  balloon  during  the  Prussian 
siege  of  Paris  in  1870.^  '^  An  exhaustive  and  comprehen- 
sive review  by  Lam'^  proves  conclusively  that  the  evacua- 
tion from  Paris  by  hot  air  balloons  never  happened.  In  a 
similar  vein,  but  in  a somewhat  tongue-in-cheek  manner, 
on  April  1,  1989,  Cottrell  and  Garrand''^  suggested  re- 
placing noisy  helicopter  ambulances  with  lighter-than-air 
blimps  or  hot  air  balloons. 

Air  evacuation  of  battlefield  casualties  in  the  US  began 
in  World  War  I and  was  frequently  used  during  World 
War  II.  In  the  Korean  War,  air  evacuation  to  mobile  army 
surgical  hospital  (MASH)  units  became  the  norm.  Dur- 
ing the  Vietnam  war,  aeromedical  transportation  turned 
into  a fast  and  sophisticated  life-saving  tool."  '^’'^'P^^^ 
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Mortality  rates  dropped  from  4.5  per  100  casualties  in 
World  War  II  to  2.5  per  100  in  the  Korean  War  and  to  less 
than  1 per  100  in  Vietnam.'^  Rapid  evacuation  of  casual- 
ties in  the  larger  helicopters  used  in  Vietnam,  combined 
with  sophisticated  medical  care  en  route,  partially  ac- 
counted for  the  dramatic  decrease  in  mortality. 

A Military  Assistance  to  Safety  and  Traffic  (MAST) 
program analyzed  applications  of  military  aeromedical 
transportation  systems  to  civilian  emergencies.  That  study 
concluded  that  response  “to  civilian  medical  emergencies 
is  entirely  feasible  from  both  the  military  and  civilian 
viewpoint.” 

Civilian  applications  of  aeromedical  EMS  occurred  in 
the  1960s,  mainly  by  state  police  departments.  Cowley  et 
al ' described  the  combined  University  of  Maryland/state 
police  helicopter  evacuation  program.  Until  1972,  no  heli- 
copter service  was  exclusively  designed  for  medical  pur- 
poses.’^ During  the  early  1970s,  the  growth  of  these  sys- 
tems was  slow.  St  Anthony  Hospital  (Denver,  Colo) 
claims  to  be  the  oldest  operating  civilian  hospital-spon- 
sored aeromedical  helicopter  service  in  the  United  States. 
That  hospital  began  its  “Flight  for  Life”  program  on  Oc- 
tober 12,  1972.’^  By  1976,  only  Houston  and  Denver  had 
full-time  helicopter  services^®;  by  1980,  30  hospitals,  and 
by  1983,  56  hospitals  had  aeromedical  EMS  programs." 
Since  1972,  140  hospitals  have  established  a helicopter 
transport  service.^' 


Treating  Trauma 

Considering  the  high  cost  of  aeromedical  EMS,  effec- 
tiveness and  efficacy  analysis  is  vital.  Studies  were  next  to 
impossible  at  first,  because  there  was  no  objective  means 
of  comparing  data.  Until  traumatic  injury  was  considered 
to  be  a physiologic  insult  to  the  body,  like  other  illnesses, 
progress  was  limited.  Teasdale  and  Jennett^^  first  de- 
signed objective  trauma  scores,  but  these  were  restricted 
to  head  trauma.  Both  physiologic  and  anatomic  scoring 
means  were  later  developed  with  reasonable  prognostic 
value:  Trauma  Score  (TS)  and  the  Injury  Severity  Score 
(ISS).  The  TS  and  ISS  are  used  extensively  in  studies  of 
aeromedical  efficacy.’^ 

In  1981,  Champion  et  aP^  described  the  TS,  the  most 
commonly  used  system  in  the  prehospital  setting. TS  is  a 
physiologic  score  that  includes  assessment  of  the  status  of 
the  cardiovascular  and  respiratory  systems  as  well  as  an 
index  of  central  nervous  system  function. Adding  the 
weighted  codes  yields  a TS  ranging  from  1 to  16,  with  the 
higher  score  indicating  a better  prognosis.  Table  I illus- 
trates the  weighting  of  the  scoring  system  and  indicates 
the  severity  of  the  trauma  linked  to  the  assessments.  Gil- 
more et  aP^  of  LDS  Hospital  in  Salt  Lake  City  reported 
Glasgow  Coma  Scores  (GCS)  for  202  blunt  trauma  pa- 
tients. Results  showed  a GCS  of  7 for  those  who  died,  10 
for  patients  with  morbidity,  and  12  for  patients  who  un- 
derwent successful  rehabilitation. 

Physiologic  scores  may  be  temporarily  normal  due  to 
compensatory  mechanisms — this  is  particularly  relevant 
in  younger  patients.  Therefore,  physiologic  scores,  such  as 
the  TS,  may  not  accurately  reflect  the  extent  of  anatomi- 
cal injury.  Baxt  et  aP'’  found  that  TS  was  an  accurate  pre- 
dictor of  mortality,  with  greater  than  85%  sensitivity  and 


specificity.  Among  surviving  patients,  the  TS  prediction 
was  less  than  70%  accurate  in  sensitivity  and  specificity. 
Investigators  concluded  that  TS  is  a good  indicator  of 
mortality  but  a poor  indicator  of  actual  anatomic  injury 
among  survivors. 

The  Injury  Severity  Score  assigns  weighted  values  to 
the  patient’s  three  most  critical  anatomic  injuries. 

These  weighted  values.  Abbreviated  Injury  Scale  values 
(AIS),  are  squared  and  totaled.  For  example,  a patient 
with  a ruptured  spleen  (AIS  = 5),  rib  fractures  (AIS  = 2), 
lung  contusion  (AIS  = 3),  and  a fractured  femur  (AIS  = 
3)  has  an  ISS  of  43  (5^  -I-  3^  -I-  3^  = 25  -I-  9 -I-  9). 

A major  handicap  of  the  ISS  is  the  limitation  of  up  to 
three  anatomic  injuries,  therefore  not  adequately  address- 
ing the  problem  of  multiple  injuries. Gilmore  et  aP^ 
found  a mean  ISS  of  39  resulting  in  death;  a mean  ISS  of 
36  resulting  in  morbidity;  and  a mean  ISS  of  23  resulting 


TABLE  I.  Trauma  Score 


Rate 

Codes 

Score 

A.  Respiratory  rate — number  of 

10-24 

4 

respirations  in  15  sec, 

25-35 

3 

multiply  by  4 

>36 

2 

1-9 

1 

A. 

B.  Respiratory  effort 

0 

0 

Retractive-use  of  accessory 

Normal 

1 

muscles  or  intercostal 
retraction 

Retractive/ 

0 

C.  Systolic  blood  pressure 

none 

>90 

4 

B. 

Systolic  cuff  pressure — 

70-89 

3 

either  arm,  auscultate 

50-69 

2 

or  palpate 

0-49 

1 

No  carotid  pulse 

0 

0 

C. 

D.  Capillary  refill 

Normal — forehead  or  lip 

Normal 

2 

mucosa  color,  refill 
in  2 sec 

Delayed — more  than  2 sec 

Delayed 

1 

capillary  refill 
None — no  capillary  refill 

None 

0 

D 

E.  Glasgow  Coma  Scale 
1.  Eye  opening 

Total  GCS 
Points 

Score 

Spontaneous  4 

14-15 

5 

To  voice  3 

11-13 

4 

To  pain  2 

8-10 

3 

None  1 

5-7 

2 

2.  Verbal  response 

3-4 

1 

E. 

Oriented  5 

Confused  4 

Inappropriate  words  3 

Incomprehensible 

sounds  2 

None  1 

3.  Motor  response 

Obeys  commands  6 

Localizes  pain  5 

Withdraw  (pain)  4 

Flexion  (pain)  3 

Extension  (pain)  2 

None  1 

(Total  A 4- 

B 4-  C 4- 

D 4-  E) 

Total  GCS  points  n 4-2  4-31 

Trauma  Score 

Source:  Champion  HR,  Sacco  WJ,  Carnazzo  AJ,  et  al:  Trauma  score.  Critical 
Care  Medicine  9:672-676,  © Williams  & Wilkins.  1981. 
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in  eventual  rehabilitation.  In  general,  scores  greater  than 
or  equal  to  15  are  considered  “major  trauma,”  with  the 
patient  requiring  care  in  a trauma  center.^'’  In  1988, 
Copes  et  aP^  reviewed  the  ISS  system  and  affirmed  the 
ISS  as  a viable  and  accurate  triage  mechanism. 

Gormican-^  developed  an  Apgar-like  CRAMS  scale  for 
field  triage  of  trauma  victims.  CRAMS  uses  observation- 
al aspects  of  circulation,  respiration,  abdomen,  motor,  and 
speech  factors,  with  up  to  two  points  for  each  category. 
Scores  of  nine  or  10  indicate  minor  trauma;  eight  or  less  is 
considered  major  trauma. 

Recently,  Burney  et  aF’  evaluated  1,081  hospital-based 
aeromedical  patient  transfers  using  the  Therapeutic  In- 
tervention Scoring  System  (TISS).  TISS  calculates  scores 
based  on  therapeutic  events  that  occur  within  specific 
time  periods.  With  TISS,  only  18-28%  of  the  flights  had  a 
20%  probability  of  being  appropriate;  42%  had  a 99% 
probability  of  being  appropriate,  and  35%  had  a 50%  or 
better  probability  of  being  appropriate. 

Rural  Emergency  Medical  Care 
Services 

In  1966,  the  National  Academy  of  Sciences  noted  that 
70%  of  fatal  US  motor  vehicle  accidents  (MVAs)  oc- 
curred in  rural  areas. In  the  early  1980s,  the  National 
Highway  Traffic  Safety  Administration  recorded  fatal 
MVAs  in  rural  areas  at  58%.^<p^^1 

Reports  by  Waller  in  1964  and  1967  pointed  out  the 
geographical  inequality  of  trauma  survival  in  the  United 
States.  In  1983,“^pp^’“^^^  the  overall  accidental  death  rate 
per  100,000  population  was  highest  in  Alaska  (88.8), 
Montana  (65.3),  Mississippi  (59.4),  New  Mexico  (57.8), 
Wyoming  (56.8),  and  Idaho  (52.9).  Lowest  death  rates 
occurred  in  Rhode  Island  (26),  New  Jersey  (29.8),  New 
York  (excluding  New  York  City,  30.4),  Hawaii  (30.5), 
Michigan  (32.8),  and  Illinois  (32.9).  Despite  the  exclusion 
of  New  York  City,  urbanization  in  New  York  State  is  still 
extensive  and  may  bias  the  New  York  State  figure.^'  Cer- 
tainly, most  of  the  states  with  high  death  rates  are  pre- 
dominantly rural. 

On  a county  level.  Baker  et  aP'-^-  studied  MVA  death 
rates  from  1979  to  1981.  Results  showed  an  inverse  and 
multifactorial  relationship  between  population  density 
and  MVA  death  rate.  Baker  et  aP‘  concluded  that  “differ- 
ences in  road  characteristics,  travel  speeds,  seat-belt  use, 
types  of  vehicles,  and  availability  of  emergency  care  may 
have  been  major  contributors  to  these  relations.”  MVA 
death  rates  typically  varied  by  a factor  greater  than  1 00.^^ 

Mueller,  Rivara,  and  Bergman^^  reported  death  rates  in 
pedestrian-vehicle  accidents  in  rural  areas  (1981-1983) 
of  Washington  State  to  be  2.3  times  greater  than  in  urban 
areas,  even  after  controlling  for  the  major  discrepancy, 
the  increased  vehicle  speed  in  rural  areas.  Generally,  all 
studies  indicate  a poor  prognosis  for  rural  trauma  victims 
as  a result  of  two  major  handicaps:  geographic  factors  and 
inadequate  medical  care.^'* 

Obviously,  rural  vs  urban  and/or  suburban  areas  is  rel- 
evant when  discussing  geographic  factors.  Rural,  accord- 
ing to  the  dictionary,  refers  to  the  country  and  is  distin- 
guished from  cities  and  urbanized  areas  by  the  density  of 
population  and  buildings.  However,  the  literature  on 
EMS  does  not  usually  distinguish  or  describe  the  geo- 


graphic locality.  This  is  probably  a valid  assumption  and 
readers  will  realize  the  differences. 

Geographic  factors  affect  the  distances  for  patient 
transfers  and  the  time  required  for  volunteer  ambulance 
crews  to  assemble  and  to  travel  to  the  location  of  the  acci- 
dent.Subtler  variables  involve  notification  and  the 
quality  of  care. 

Often,  there  are  long  delays  before  a passerby  spots  the 
accident  and  telephones  the  authorities.  In  1976,  only  27% 
of  the  nation  had  “911”  emergency  phones  available;  in 
1978,  40%;  and  just  under  50%  in  1986.'°^pp^'-^*1  A 1986 
US  General  Accounting  Office  (GAO)'°'p^0  study  found 
that  six  of  nine  urban  areas  and  only  two  of  nine  rural 
areas  had  complete  “911”  coverage.  High  installation 
costs,  about  $250,000,  and  high  operating  costs  present 
significant  impediments  to  “911”  initiation  in  rural 
areas. Furthermore,  the  GAO  reported  that  an 
“enhanced  911”  service,  a central  computer  that  automat- 
ically relays  the  telephone  number  and  address  of  the  call- 
er, is  especially  rare  in  rural  areas. 

Inadequate  medical  care  is  quantitative  as  well  as  qualita- 
tive. In  urban  centers,  paramedics  usually  provide  prehospi- 
tal services.  Volunteer  basic  emergency  medical  technicians 
(EMTs)  generally  render  that  care  in  rural  America.^'*-^^  In 
1986,  the  GAO'^^^P^-l  study  found  that  nine  of  nine  urban 
areas  and  only  four  of  eight  rural  areas  had  more  than  50% 
of  their  population  covered  by  EMS  services  staffed  by  per- 
sonnel trained  in  advanced  life  support  (ALS). 

In  rural  areas,  small  case  loads  inhibit  cost  effectiveness 
and  maintenance  of  skills  by  ALS  personnel.^ After 
an  ALS  program  was  started  in  Boston,  there  was  a 9% 
increase  in  survival  for  people  with  cardiac  emergen- 
cies.Respiratory  obstruction  or  inadequate  ventila- 
tion and  hypovolemia  are  the  two  most  preventable  causes 
of  trauma  mortality.^’  Basic  EMTs  are  not  trained  to  pro- 
vide proper  airway  management  and  fluid  replacement 
along  with  other  ALS  therapies. Because  of  this  differ- 
ence in  ALS  training  in  rural  areas,  trauma  patients  must 
be  transferred  initially  to  local  hospitals  where  immediate 
ALS  can  be  started. 

Trauma  level  III  hospitals,  less  specialized  trauma  cen- 
ters, do  operate  at  a deficit  as  compared  to  trauma  level  I 
hospitals,  which  are  tertiary  care  trauma  centers.  Physi- 
cians in  local  level  III  hospitals  see  few  trauma  patients 
and  get  little  practice  in  ALS  resuscitation  and  manage- 
ment techniques,  resulting  in  inadequate  care  at  this  criti- 
cal juncture.  One  index  of  trauma  survival  involves  the 
severity  of  head  trauma,^*  but  few  neurosurgeons  are 
available  at  trauma  level  III  hospitals.  That  creates  a crit- 
ical void  in  rendering  adequate  care  to  people  with  severe 
head  injuries.  In  addition,  deficient  blood  banks  often  can- 
not meet  the  need  of  an  exsanguinating  patient. 

“Rural  populations  suffer  especially  from  inadequate 
trauma  care,”  according  to  a spokesperson  of  the  Ameri- 
can College  of  Surgeons.  Considering  these  quantitative 
and  qualitative  EMS  deficiencies,  it  is  no  wonder  that 
mortality  from  trauma  is  significantly  greater  in  rural  ar- 
eas than  in  urban  areas. 

.4EROMEDICAL  SYSTEMS  IN  THE  RURAL  SETTING 

Logically,  the  success  of  military  aeromedical  EMS 
should  foster  a natural  extension  into  civilian  populations. 
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particularly  in  rural  areas. In  addition  to  rapid 
transport  of  critically  ill  patients  to  regional  trauma  cen- 
ters, helicopters  also  deliver  highly  skilled  medical  teams 
directly  to  the  patient. Since  almost  30%  of  trauma 
mortality  occurs  in  the  early  hours  after  the  inci- 
dent,the  quality  of  prehospital  care  can  be  as  vital 
as  the  quality  of  the  definitive  care  obtained  in  the  emer- 
gency and  operating  rooms.  The  time  between  injury  and 
initial  stabilization,  the  “golden  hour,”  is  the  single  most 
important  factor  in  patient  survival. 

West  et  aH"*  reported  that  “Survival  rates  for  major 
trauma  can  be  improved  by  an  organized  system  of  trau- 
ma care  that  includes  the  resources  of  a trauma  center.” 
In  separate  investigations,  Fortner  et  al,‘^^  Jacobs  et  aF^ 
and  Klauber  et  aF^  all  showed  improved  outcomes  when 
personnel  trained  in  ALS  render  emergency  care  as  com- 
pared to  those  trained  only  in  basic  life  support.  That  view 
is  seconded  by  the  experience  of  Black  et  aF'  in  operating 
a pediatric  aeromedical  system  at  Primary  Children’s 
Medical  Center  in  Salt  Lake  City  (Utah):  “In  planning 
our  system . . . the  critical  issue  is  not  how  long  it  takes  the 
child  to  arrive  at  the  regional  pediatric  center,  but  rather 
how  long  it  takes  the  center’s  expert  care  to  be  delivered  to 
the  child.” 

Certo  et  ah'**  from  the  University  of  Vermont,  found 
that  22%  of  patients  who  arrived  alive  and  later  died  in  the 
emergency  room  could  have  been  saved.  Investigators 
concluded  that  “stabilization  and  resuscitation  are  neces- 
sary before  transfer.”  However,  in  the  view  of  Certo  and 
his  colleagues,  bypass  to  a trauma  center  would  not  have 
been  a significant  factor  for  most  of  their  patients.  Nota- 
bly, the  use  of  helicopters  staffed  by  a sophisticated  EMS 
medical  team  was  not  addressed  in  this  study.  Had  heli- 
copters been  used,  stabilization  and  resuscitation  tech- 
niques could  have  been  applied,  and  the  rapid  transport  to 
a trauma  center  by  helicopter  could  have  been  efficacious. 
According  to  the  GAO'°<p^'*  report,  “There  are  fewer  spe- 
cialized trauma  care  facilities  that  can  provide  appropri- 
ate care  for  the  most  severely  injured  patients . . . There- 
fore, systematically  routing  trauma  patients  to  appropri- 
ate hospitals  is  important.” 

In  addition,  the  prehospital  care  of  MVA  victims  re- 
quires complex  care  that  necessitates  “expert”  adminis- 
tration. Both  Fischer’s  team^^  and  Anderson  et  aF^  found 
that  almost  50%  of  their  physician-staffed  helicopter  mis- 
sions to  MVAs  required  a major  procedure  such  as  endo- 
tracheal intubation,  tube  or  needle  thoracostomy,  central 
venous  pressure  line,  cardiopulmonary  resuscitation,  peri- 
cardiocentesis, or  cricothyrotomy.  Based  on  these  con- 
cepts, West  Germany  created  a sophisticated  aeromedical 
system  for  treatment  and  transportation  of  trauma  pa- 
tients along  the  Autobahn  highway. The  helicopter 
EMS  integrates  the  patient’s  care  at  the  rural  accident 
scene  into  an  extended  and  sophisticated  trauma  care  sys- 
tem. Since  the  EMS  helicopter  team  delivers  a highly 
skilled  level  of  care  on  the  scene,  the  critically  traumatized 
patient  can  bypass  the  local  hospital.  Patients  go  directly 
to  the  regional  trauma  center  for  definitive  care. 

In  summary,  the  aeromedical  team  delivers  rapid  and 
highly  skilled  medical  care  to  inaccessible  accident  vic- 
tims in  a rural  population  spread  out  over  a large  geo- 
graphic area.'^-''°‘*^-‘^^“^' 


Effect  of  Aeromedical  Emergency 
Systems  on  Rural  Trauma  Mortality 

Studies  consistently  demonstrate  a significant  decrease 
in  mortality  for  patients  transported  to  a trauma  center  by 
helicopter.  However,  that  decline  occurs  mainly  for  seri- 
ously injured  patients  who  require  rapid  and  sophisticated 
medical  care.  There  is  no  decrease  in  mortality  for  the 
most  severely  injured  patients  who  usually  die  en  route  or 
soon  after  arrival  at  the  hospital.  Effectiveness  of  the  heli- 
copter team  is  also  related  to  whether  the  team  was  used  in 
an  urban  or  rural  area.  Helicopter  EMS  teams  have  been 
proven  to  reduce  mortality  only  in  rural  areas.  There  are 
conflicting  data  for  urban  regions. 

In  an  early  mortality  study,  Mackenzie  et  aP^  studied 
760  patients  transported  by  helicopter  directly  from  the 
site  of  a MVA.  There  were  no  controls,  such  as  trauma 
patients  transported  by  ground.  Mackenzie  et  al  conclud- 
ed that  “Since  99  percent . . . were  endotracheally  intubat- 
ed and  mechanically  ventilated,  optimum  oxygenation 
was  maintained  throughout  the  period  of  resuscitation 
and  stabilization.  . .The  overall  mortality  of  22.7  percent 
therefore,  must  be  assumed  to  be  nearing  the  ideal  for 
management  of  automobile  trauma  patients.”  Although 
there  was  no  increase  in  survival,  the  study  showed  that 
airway  management  was  paramount  in  the  prehospital 
treatment  of  trauma  patients.  All  helicopter  teams  were 
well  trained  in  airway  management  techniques  to  increase 
survival. 

In  1983,  Baxt  and  Moody,'^  from  the  University  of  Cal- 
ifornia at  San  Diego,  reported  comparative  mortality  sta- 
tistics from  a controlled  study.  Their  research  revealed  an 
overall  52%  decrease  from  predicted  mortality  with  a phy- 
sician/nurse helicopter  team  as  compared  with  a para- 
medic land  team  caring  for  150  patients  suffering  blunt 
trauma.  Survival  probability  trauma  scores  were  assessed 
on  the  basis  of  the  first  physician  contact  with  the  patient. 
Baxt  and  Moody  indicated  that  “the  major  improvement 
in  survivability  occurred  in  the  more  severe  classification 
groups.” 

No  significant  difference  in  survival  occurred  between 
the  two  groups  with  respect  to  patients  with  a high  proba- 
bility of  survival.  Survival  progressively  increased  in  the 
helicopter-assisted  patients  as  survival  prediction  de- 
creased (Table  II).  Obviously,  survival  significantly  in- 
creased among  severely  injured  patients  who  had  a poor 
prognosis, although  “these  groups  represent  less  than 
10  percent  of  all  injured  patients.” 

Increased  survival  was  less  dramatic  in  patients  with 
the  worst  prognosis.  Many  probably  had  severe  head  trau- 
ma that  could  not  be  treated  any  better  by  the  helicopter 
EMS  group.  Obviously,  appropriate  triage  of  accident  vic- 
tims is  needed  to  maximize  the  efficiency  of  a helicopter 
team.  Baxt  and  Moody realized  that  the  two  compara- 


TABLE  II.  Survival  and  Mortality  Predictions  Compared  to 
Actuai  Mortaiity 


Helicopter 

Ambulance 

Helicopter 

Ambulance 

50-1-% 

4 

2.77 

3 

6 

Less  than  50% 

5 

2.35 

2 

4 

Less  than  25% 

7.09 

7.03 

4 

6 
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tive  groups  were  not  optimally  chosen;  that  transportation 
distance,  initial  care,  and  care  during  transport  to  the  hos- 
pital were  all  different. 

A subsequent  multicenter  study  by  Baxt  and  Moody-° 
reported  on  1,273  patients  transported  by  helicopter  di- 
rectly from  the  injury  scene.  Unlike  the  previous  study, 
the  helicopter  teams  used  varying  combinations  of  physi- 
cian, nurse,  and  paramedic  teams.  Researchers  compared 
survival  of  these  patients  to  predicted  survival  in  an  ongo- 
ing “Major  Trauma  Outcome  Study”  (MTOS)  sponsored 
by  the  American  College  of  Surgeons’  Study  Committee 
on  Trauma.  Baxt  and  Moody‘^^-^°  found  a 21%  decrease  in 
expected  mortality  in  their  helicopter  groups  as  compared 
to  the  MTOS  norm. 

MTOS  information  “represents  the  treatment  experi- 
ence of  a large  segment  of  the  country” — 1 1 1 hospitals  in 
the  US  and  Canada  and  more  than  47,000  trauma  pa- 
tients.More  than  3,000  blunt  trauma  cases  in  45  trauma 
level  I and  level  II  hospitals  throughout  the  country  were 
analyzed.  MTOS  predicted  survival  is  currently  used  as  a 
national  norm  for  investigating  trauma  care  outcome. 

Two  studies  by  Urdaneta  et  al"’^^  at  the  University  of 
Iowa  demonstrated  the  efficacy  of  the  helicopter  team  in 
decreasing  mortality  and  morbidity  among  severely  in- 
jured patients.  There  were  569  traumatized  patients  in  the 
first  study  and  916  patients  in  the  second  study.  Patients 
were  retrospectively  divided  into  four  groups  relative  to 
the  value  of  the  medical  care  rendered  (Table  III). 

Clearly,  patients  with  severe  injury  benefited  most  from 
the  helicopter  team’s  care — about  27%  in  both  studies  (es- 
sential and  helpful).  Still,  the  vast  majority  were  not 
helped  by  the  helicopter  service  because  their  injuries 
were  relatively  trivial,  approximately  55%  (not  a factor). 
Among  the  most  severely  injured,  for  whom  sophisticated 
medical  intervention  was  not  a factor,  about  17%  died  in 
both  studies.  This  investigation  supports  the  data  of  Baxt 
and  Moody. 

Moylan  et  aP”*  at  Duke  University  compared  the  surviv- 
al of  136  air-transported  patients  with  194  ground-trans- 
ported patients,  both  directly  from  the  accident  scene.  Be- 
cause trauma  scores  greater  than  12  predict  high 
survivability,  only  patients  with  trauma  scores  of  12  or 
lower  were  included.  Patients  were  classified  into  four 
trauma  score  groupings.  Overall  survival  was  evaluated 
for  each  of  the  groups  transported  by  air  or  by  ground  as 
shown  in  Table  IV. 

By  rearranging  these  numbers,  Moylan  et  al  reported 
that  “there  was  a statistically  significant  survival  advan- 
tage for  air-transport  patients  with  trauma  scores  between 
10  and  five  (82.8  percent  survival  vs.  53.5  percent).” 
These  data  support  earlier  studies  finding  significantly  in- 


TABLE  III.  Value  of  Helicopter  Transport  In  Two  Studies 
Using  Glasgow  Coma  Scale  Ratings 


GCS  at  Pick-up 

Medical  Value 

First 

Study 

Second 

Study 

Value  Category 

First 

Study 

Second 

Study 

12.0 

12.0 

Essential 

16.5% 

14.0% 

11.5 

1 1.4 

Helpful 

10.9 

12.9 

13.7 

13.6 

Not  a factor 

54.7 

56.6 

5.9 

5.7 

Died 

17.9 

16.5 

TABLE  IV.  Comparison  of  Survival  by  Air  or  Ground 
Transport  by  Trauma  Score 


Trauma  Score 

Air  Transport 
No.  % 

Ground 
Transport 
No.  % 

10  12 

78 

97.4 

92 

92.3 

7-9 

16 

81.3 

46 

47.0 

4-6 

19 

63.0 

36 

27.0 

0-3 

23 

15.0 

20 

5.0 

Total 

136 

89.0 

194 

61.0 

creased  survival  for  helicopter-transported  patients  with 
severe  traumatic  injury  but  not  for  the  hopeless  critical 
patients.  Although  there  were  more  survivors  in  the  air- 
transported  group  with  a trauma  score  of  three  or  less, 
there  was  no  statistical  difference  for  this  group.  In  this 
study,  the  efficacy  of  air  transport  was  greatest  for  pa- 
tients in  the  middle  range  of  trauma  scores. 

At  St  Joseph’s  Hospital  in  Phoenix,  Schiller  et  aP* 
found  that  a helicopter  team  in  an  urban  center  may  be 
less  efficacious.  Data  showed  an  overall  mortality  of  18% 
in  the  347  air-transported  patients,  as  compared  to  1 3%  in 
the  259  ground-transported  patients.  Researchers  con- 
cluded that  “there  is  no  survival  advantage  in  the  helicop- 
ter transported  group  in  an  urban  area  with  a sophisticat- 
ed prehospital  care  system.”  On  the  other  hand,  Fischer  et 
al,^^  from  the  University  of  Texas  Medical  School  at 
Houston,  studied  urban  helicopter  flights  within  Houston. 
Fischer’s  helicopter  team  included  a flight  physician, 
which  enabled  the  prehospital  care  to  be  viewed  as  an  ex- 
tension of  the  hospital’s  emergency  room.  Fischer  et  al 
concluded  that  helicopters  are  indicated  in  urban  areas 
where  “care  beyond  the  ALS  level  is  required.”  Certainly, 
triage  accuracy  is  a factor  in  these  situations.  Conflicting 
data  suggest  that  additional  investigation  of  the  urban  use 
of  helicopters  is  warranted  as  the  issue  is  still  debatable. 

In  summary,  there  appears  to  be  agreement  that  mor- 
tality from  injury  is  significantly  lowered  by  helicopter 
transport  in  the  following  types  of  patients:  patients  who 
are  injured  in  rural  areas;  and  patients  who  are  seriously 
injured,  but  not  the  most  severely  injured  patients. 

Logistical  Issues  Confronting 
Aeromedical  Systems 

Various  investigations  have  indicated  that  there  are  a 
number  of  logistical  issues  facing  aeromedical  EMS.  The 
problems  deal  with  triage,  safety,  cost,  and  the  staffing  of 
EMS  teams. 

Triage.  To  prevent  misuse  and  inefficiency  in  an  aero- 
medical EMS  that  is  both  costly  to  set  up  and  to  maintain, 
it  is  vital  to  establish  an  accurate  and  effective  triage  pro- 
cedure.Critics  complain  that  some  hospitals  misuse 
their  helicopter  for  public  relations  purposes,  by  dramatic 
“pick-ups”  that  are  not  medically  indicated. Because 
helicopters  are  “second  responders”  to  a call  from  the  po- 
lice, fire,  or  other  medical  personnel,  that  rare  event  does 
occur.  Certainly,  effective  flight  protocol  and  medical  su- 
pervision is  necessary. 

Generally,  flights  to  the  trauma  scene  cannot  be  justi- 
fied unless  a higher  level  of  medical  expertise  or  fast  trans- 
portation will  improve  patient  outcome. In  rural  ar- 
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eas,  the  prevalence  of  basic  EMTs  and  long  distances 
make  this  a common  justification. Mattox^^P^*)  identi- 
fies four  situations  in  which  helicopters  are  effective: 
when  ground  transport  time  is  greater  than  35  minutes; 
when  no  ambulances  are  available;  when  a physician  or 
other  medical  personnel  are  needed  at  the  accident  scene; 
and  when  rural  areas  are  inaccessible  by  land. 

Entrapment  of  MVA  victims,  frequently  with  serious 
injury,  is  common  in  rural  areas. ^ During  extrication,  the 
helicopter  team  can  fly  to  the  accident  scene  and  use  that 
long  delay  effectively  to  render  care.^'  However,  severity 
of  injury  must  be  a compelling  factor  in  calling  for  heli- 
copter transport. 

Trauma  scores  of  less  than  12  usually  indicate  that  a 
patient  will  benefit  most  from  helicopter  transport  direct- 
ly to  a trauma  center. While  realizing  that  mortality 
is  decreased  by  aeromedical  systems,  in  1984  Urdaneta  et 
al"  felt  that  one  cannot  differentiate  patients  who  will 
benefit  from  helicopter  transport.  Fischer  et  aF^  reported 
that  about  one  third  of  577  trauma  patients  had  a trauma 
score  greater  than  16  and  probably  did  not  need  transport 
by  helicopter.  In  1985  Schwab  et  aF*  found  high  injury 
severity  scores  (average  ISS  of  36)  associated  with  most 
flights,  implying  accurate  triage.  Since  many  studies  dem- 
onstrate a significant  relationship  between  head  injury 
and  trauma  death, it  is  not  surprising  that  level  of 
consciousness  is  considered  a particularly  effective  triage 
parameter. Rhodes  et  aF’  found  “unresponsiveness  to 
verbal  stimulation”  to  be  the  most  sensitive  and  specific 
triage  tool  for  helicopter  transport.  Time  and/or  distance 
was  also  effective,  but  Rhodes  et  al  reported  vital  signs 
and  entrapment  to  be  less  reliable. 

Generally,  transportation  distance  and  time,  level  of 
consciousness,  and  severity  of  injury  calculated  by  the  TS 
or  ISS  are  most  effective  in  deciding  which  patients  will 
benefit  from  helicopter  transport  from  the  accident  scene 
to  the  trauma  center. 

Safety.  People  question  whether  aeromedical  EMS 
may  in  fact  increase  risk  of  injury  to  the  patient.^'  -''  Bur- 
ney and  Fischer^'  reported  that  47  flight  crew  personnel 
died  in  25  aeromedical  accidents  between  1980  and  1985. 
Recently,  newspapers  publicized  a helicopter  crash  in 
Texas  in  which  two  nurses  and  a pilot  were  killed. Res- 
cue flights  are  dangerous  because  they  may  require  flying 
in  unfamiliar  and  dangerous  terrain,  often  at  night,  with 
trees  and  electrical  wires  that  may  easily  be  over- 
looked. 

Reporting  from  Birmingham,  Ala,  Carraway^'^  noted 
about  “25  EMS  helicopters  damaged  with  26  deaths  and 
16  people  injured.”  He  also  observed  that  the  numbers  are 
increasing:  10.8  accidents  per  100,000  patients  transport- 
ed in  1984;  14.9  in  1985;  and  18.4  in  1987.  Obviously,  the 
safety  of  the  flight  crew  is  paramount,  and  rescue  missions 
should  be  approved  only  by  the  helicopter  pilot.  Institu- 
tions such  as  the  University  of  Pittsburgh  use  a “blind” 
protocol  for  decisions.  Pilots  are  not  informed  of  the  sever- 
ity of  the  patient’s  condition  and  flight  decisions  are  unaf- 
fected. In  any  event,  state  or  federal  government  regula- 
tions should  apply  to  ensure  appropriate  flight  safety. 

Cost.  In  this  era  of  cost  containment,  prospective  pay- 
ment systems  (PPS),  and  diagnosis  related  groups 
(DRGs),  it  is  imperative  to  assess  the  cost-effectiveness  of 


aeromedical  EMS.  Estimates  for  program  start-up  costs 
range  from  $900,000  to  $2.2  million,  while  annual  main- 
enance  costs  run  from  $500,000  to  $2  million. A 
1960s  Georgia  Institute  of  Technology^<P^^>  study  and 
subsequent  recent  studies  found  that  24-hour-a-day,  seven- 
days-a-week  ground  ambulance  coverage  in  an  urban  area 
with  a four-  to  six-minute  response  time  costs  $250,000 
per  year  per  ambulance  unit.  A priori,  the  common  occur- 
rence wherein  more  than  one  private  ambulance  arrives  at 
the  accident  scene  is  obviously  economically  unacceptable 
for  helicopters. 

Burney  and  Fischer^'  reported  that  reimbursement  for 
aeromedical  EMS  services  typically  ranges  from  30%  to 
50%  of  total  operating  expenses.  Moylan  et  aP"*  found  that 
payments  met  only  1 5%  of  the  actual  helicopter  operational 
costs  with  the  deficit  generated  from  in-hospital  patient 
revenue.  Schwab  et  aP*  noted  that  of  a total  of  45  trauma 
patients,  air-transported  patients  had  a length  of  stay  of  28 
days  vs  20  days  for  the  ground-transported  patients.  Inves- 
tigators concluded  that  “although  there  is  a high  ‘capture’ 
rate  (69  percent)  of  new  patients,  the  overall  financial  gain 
to  the  hospital  is  not  great.”  Evidently,  treating  air  trans- 
ported patients  is  expensive  and  “small  hospitals  may  be 
overwhelmed  by  these  patients.”^*  Furthermore,  today’s 
PPS  and  DRG  reimbursement  mode,  by  its  cost  contain- 
ment nature,  may  discourage  some  hospitals  from  taking 
patients  with  major  trauma.  While  Thomas  et  aP^  found 
only  11  of  283  air-evacuated  trauma  patients  covered  by 
Medicare,  those  few  patients  incurred  a $249,601  deficit 
for  the  hospital.  DRG  trauma  reimbursement  covers  only 
16%  of  the  cost.  If  other  third  party  insurers  adopted  the 
DRG  payment  schedule,  the  results  could  be  economically 
devastating  for  trauma  centers. 

Who  can  support  costly  helicopter  transport  systems? 
Adding  administrative  aspects,  Barbash  et  aP^  stressed 
management  control  for  efficient  and  economical  opera- 
tion of  this  high  cost  resource.  Perhaps  only  larger  institu- 
tions will  be  able  to  afford  to  divert  inpatient  revenue  to 
air  transport  systems  as  part  of  their  commitment  to  pro- 
vide major  trauma  services. 

Staffing  Emergency  Helicopters 

Aeromedical  EMS  in  the  rural  setting  has  a unique 
quality  of  delivering  a high  level  of  emergency  care  over  a 
wide  geographic  area.  Most  programs  have  teams  com- 
posed of  flight  nurses  and/or  paramedics.  Much  of  the 
data  about  emergency  helicopter  systems  that  support  de- 
creased mortality  studied  these  teams.  Problems  arise 
with  aeromedical  teams  that  infrequently  perform  emer- 
gency transports,  such  as  state  police  helicopter  teams. 
Currently,  there  is  no  data  showing  decreased  mortality 
with  the  police  teams. 

Who  should  be  included  in  the  emergency  helicopter 
team?  Should  a physician  be  an  EMS  team  member? 
Critics  claim  that  physicians  do  not  work  well  in  an  uncon- 
trolled environment  and  lack  the  “street  wise”  expertise  to 
perform  effectively  as  part  of  the  emergency  helicopter 
tearn.^'*  Others  put  it  more  succinctly:  “Physicians  ventur- 
ing forth  into  the  prehospital  setting  often  were  viewed  as 
eccentrics  looking  for  excitement. Pepe,  of  Baylor  Col- 
lege of  Medicine,  and  Stewart,  of  the  University  of  Pitts- 
burgh,^'^ concluded  that  the  use  of  “in-field”  EMS  physi- 
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dans  fosters  an  environment  for  research  in  addition  to 
the  “obvious  benefits  of  quality  assurance  and  supervi- 
sion.” EMS  is  seen  as  “the  practice  of  medicine  through 
physician  surrogates.”  Pepe  and  Stewart  agree  with  Hen- 
ry and  Krisky’s’  view  that  EMS  is  an  integral  part  in  the 
continuum  of  proper  emergency  care. 

Studies  support  the  use  of  physicians  not  only  as  supervi- 
sors, but  as  part  of  the  aeromedical  team.  Baxt  and 
Moody^^  randomized  574  blunt  trauma  patients  into 
groups  transported  by  a nurse/paramedic  helicopter  team 
or  by  a nurse/ physician  team.  There  was  a 35%  reduction 
in  predicted  mortality  for  the  patients  treated  by  the  nurse/ 
physician  team;  “significantly  lower  mortality  than  that  of 
the  flight  nurse/paramedic  staffed  helicopter.”  Further- 
more, Baxt  and  Moody^^  found  that  physician  psychomo- 
tor skill  and  judgment  were  the  two  factors  most  instru- 
mental in  lowering  mortality;  aggressive  procedures  were 
performed  more  frequently  by  physicians.  In  a six-month 
study  of  176  helicopter  transports.  Champion  et  al^^  found 
that  physician  input  had  significant  implications  for  the 
control  of  overtriage  of  patients  to  trauma  centers. 

Fischer  et  aF^  agreed  that  many  necessary  invasive  pro- 
cedures were  performed  by  their  unit’s  physician-led  heli- 
copter team.  Reporting  on  an  urban  helicopter  team, 
Fischer  found  that  a “physician  in  attendance  was  deemed 
medically  desirable  for  one-half  of  the  flights.”  Rhee  et 
al^^  reported  that  “a  flight  physician  made  a unique  and 
important  contribution  to  the  care  of  the  patient”  in  22% 
of  helicopter  transport  cases.  Interestingly,  this  assess- 
ment was  made  by  the  flight  nurse.  A retrospective  analy- 
sis of  dispatch  sheet  data  by  Carraway  et  al^*  showed  that 
a “physician  was  needed”  in  21%  of  the  flights.  Review  of 
flight  medical  charts  revealed  this  number  to  actually  be 
51%.  McCloskey  et  al^^  concluded  that  91%  of  pediatric 
air  transports  required  a physician.  In  studying  the  aero- 
medical transport  of  884  military  and  civilian  casualties  in 
Israel,  Dreyfuss  et  aF°  concluded  that  “the  24  resuscita- 
tions and  17  emergency  operations.  . .could  never  have 
been  carried  out  without  the  participation  of  a flight  sur- 
geon.” Noy-Man  et  aF'  add  additional  Israeli  medical 
air-evacuation  experiences  during  the  1982  Lebanon  war. 

Stewart,  Paris,  and  Heller^-  discussed  the  University  of 
Pittsburgh’s  emergency  medicine  residency  program, 
ranked  among  the  strongest  in  terms  of  prehospital  care 
teaching.  That  formal  EMS  curriculum  combines  exten- 
sive didactic  teaching  and  “in-field”  experience.  In  addi- 
tion, second  and  third  year  residents  are  on  call  as  part  of 
the  aeromedical  team  a few  times  every  month.  Recogniz- 
ing that  EMS  provides  care  that  is  only  the  first  stage  of 
complete  emergency  care,  many  states  recently  required 
supervision  of  major  urban  EMS  systems  by  physicians. 

Only  one  out  of  every  50  patients  would  be  affected  by 
having  physicians  aboard  EMS  helicopters.  Therefore, 
Baxt  and  Moody^^  concluded  that  the  value  of  staffing  all 
EMS  helicopter  missions  with  a physician  must  be  ques- 
tioned. Regarding  pediatric  critical  care  transport,  Mc- 
Closkey et  aF^  also  raised  questions.  Thomas  et  aF^  com- 
pared 26  nurse/physician  and  21  nurse-only  hospital 
aeromedical  evacuation  programs.  They  found  that  aero- 
medical nurses  performed  advanced  life  support  proce- 
dures similar  to  those  performed  by  flight  physicians.  De- 
drick  et  aF'*  noted  that  60  of  69  helicopter  transport  team 


members  performed  defibrillation  safely  without  hesita- 
tion while  observing  standard  safety  precautions. 

In  summary,  the  traditional  role  of  the  physician  in  pre- 
hospital care  has  changed.  Prehospital  EMS  is  now 
thought  of  as  an  integral  part  of  a continuum  in  emergen- 
cy care.  Many  physicians  are  actively  involved  as  part  of 
aeromedical  emergency  teams.  Emergency  medicine  resi- 
dencies include  aeromedical  EMS  staffed  by  residents  as 
part  of  their  curriculum.  Studies  conclusively  demon- 
strate decreased  mortality  among  injured  patients  when 
transported  by  physician-staffed  helicopter  teams. 

Conclusions 

Death  secondary  to  traumatic  injury  remains  epidemic 
in  the  United  States.  Aeromedical  EMS  proliferated  from 
1970  to  1980.  That  proliferation  occurred  after  the  initial 
expansion  of  EMS  nationally  and  was  bolstered  by  the 
trauma  epidemic’s  becoming  a public  issue. 

EMS  in  general,  and  aeromedical  rescue  in  particular, 
originated  with  and  were  developed  by  the  military.  Trau- 
ma scores  most  commonly  used  in  analysis  of  these  sys- 
tems have  been  the  Trauma  Score  and  the  Injury  Severity 
Score.  Mortality  secondary  to  trauma  is  still  significantly 
higher  in  rural  areas  of  the  United  States  as  compared  to 
urban  areas.  Long  transportation  distances  and  inade- 
quately trained  emergency  medical  personnel  are  the  most 
important  reasons  for  the  increased  mortality  in  rural  ar- 
eas. Emergency  helicopter  services,  when  staffed  by  high- 
ly trained  personnel,  enable  the  delivery  of  a high  level  of 
care  over  a wide  geographic  area.  Inclusion  of  a physician 
as  a part  of  the  helicopter  team  seems  to  result  in  a de- 
crease in  mortality  among  trauma  victims. 

Helicopters  specifically  address  the  problems  inherent 
to  rural  trauma.  Several  studies  support  the  use  of  EMS 
helicopters  in  rural  areas,  showing  decreased  mortality 
among  trauma  victims  transported  by  air.  The  effective 
use  of  aeromedical  transport  requires  appropriate  triage 
to  prevent  costly  overutilization.  Government  regulation 
and  inspection  is  needed  to  ensure  adequate  mechanical 
safety  of  the  helicopters  and  the  training  of  pilots. 

Initiation  and  maintenance  of  helicopter  EMS  are  ex- 
pensive and  rarely  generate  sufficient  funds  to  pay  for  op- 
erational costs.  In  reality,  only  a major  trauma  center  can 
afford  a helicopter  EMS. 

In  a comprehensive  review  of  emergency  medical  ser- 
vices in  the  New  York  State  Journal  of  Medicine,  Musta- 
lish^^  examined  20  years  of  growth  and  development,  from 
1966  to  1986.  He  identified  and  explained  the  significant 
economic,  political,  and  social  factors,  events,  and  accom- 
plishments that  resulted  in  modern  prehospital  EMS  sys- 
tems. However,  Mustalish  does  warn  that  “an  absence  of 
national  funding  and  of  a national  focus  for  leadership 
may  result  in  a slowing,  if  not  a reversal,  of  the  progress 
since  1966.” 

In  colorful  language,  in  the  same  issue  of  the  Journal, 
Stewart^^  commented  on  the  Mustalish  article  and  the 
challenge  of  the  1980s  for  EMS  physicians  and  systems. 
Stewart  noted  that  emergency  medical  physicians  and 
systems  must  prove  themselves  through  research  and  eval- 
uation of  outcome.  “Otherwise,  they  will  find  themselves 
still  shuffling  along  the  dusty  road,  oil  and  wine  in  their 
packs,  kindly  seeking  to  help  the  victims  of  thieves,  their 
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donkeys  trotting  along  behind  them.” 

Although  New  York  State  is  often  thought  of  as  an  ur- 
ban metropolis  because  of  the  visibility  attached  to  New 
York  City,  and  also  cities  such  as  Albany,  Buffalo,  Roch- 
ester, and  Syracuse,  much  of  the  state  is  rural.  It  would 
certainly  be  appropriate  for  health  care  providers  to  inves- 
tigate further  utilization  of  helicopter  emergency  medical 
care  teams  to  reduce  mortality  in  trauma  situations. 
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SPECIAL  ARTICLE 


Maintaining  serenity  in  chronic  illness 

Jacqueline  Galloway 


The  diagnosis  of  a chronic  illness  changes  a patient’s  rela- 
tionship with  the  doctor.  It  brings  to  the  patient  both  a 
sense  of  intensification  of  the  relationship  and  a new  atti- 
tude of  dependence.  One’s  spirit  of  wholeness  is  compro- 
mised when  a recurring  sickness  is  diagnosed  and  many 
patients  feel  that  they  must  tap  an  inner  energy  to  deal 
with  their  suffering  and  to  affect  the  process  of  healing. 

When  I was  diagnosed  with  systemic  lupus  erythemato- 
sus (SLE)  and  fibromyalgia,  I keenly  felt  the  need  of  more 
than  my  physician’s  treating  my  presenting  symptoms.  I 
knew  I had  first  rate  treatment,  for  my  rheumatologist 
was  recognized  as  having  a solid  background  in  treating 
lupus  and  was  involved  in  several  research  studies  at  a not- 
ed university.  I also  knew  I did  not  need  empathy  to  fill  the 
sense  of  need.  What,  then,  was  1 seeking? 

In  the  course  of  several  office  visits  with  my  physician,  I 
became  aware  of  the  “baggage”  I brought  along.  I was  not 
only  weighed  down  with  complaints  related  to  the  symp- 
toms of  my  disease  as  it  progressed,  but  I was  also  chal- 
lenged by  many  other  issues.  I could  identify  the  shock  of 
learning  I had  SLE,  and  it  was  apparent  that  it  immedi- 
ately affected  my  career  goals.  My  social  life  style  was 
changing  as  I found  making  ordinary  future  plans  imprac- 
tical, since  the  profound  fatigue  in  SLE  is  unpredictable, 
as  is  the  joint  swelling  and  pain.  There  was  a certain 
amount  of  anger,  some  fear,  and  many  unanswered  ques- 
tions about  my  future. 

I felt  that  surely  some  of  the  contributing  factors  that 
brought  SLE  to  manifest  itself  were  yet  undiscovered. 
With  introspection  and  palliative  support  from  my  physi- 
cian, where  a total  cure  was  impossible  at  this  point  in 
time,  I felt  certain  coping  mechanisms  could  be  discovered 
and  developed.  I also  felt  that  in  the  broader  context,  there 
was  evidence  to  support  my  conviction  that  my  body  in- 
deed needed  more  than  medicine.  I did  not  feel  that  seek- 
ing some  other  discipline  such  as  psychotherapy  was  nec- 
essary— nor  did  my  physician  make  such  a suggestion.  I 
was  also  fully  aware  that  there  is  no  magical  formula  to- 
day to  totally  arrest  SLE.  I began  to  explore  the  fact  that  a 
team  approach  to  my  new  schedule  of  doctor  visits  could 
tap  an  inner  energy  to  meet  the  needs  not  just  of  my  body, 
but  of  my  mind  and  soul. 

What  I discovered  was  that  as  my  doctor  stood  in  soli- 
darity with  me,  sharing  in  the  search  for  my  relief/com- 
fort, I felt  more  like  a co-partner  and  less  like  a dependent 
patient.  When  my  doctor  encouraged  me  to  talk  about  my 

Address  correspondence  to  Ms  Galloway,  523  W'ashington  Ave,  Apt  8,  Santa 
Monica.  CA  90403. 


life,  my  accomplishments,  my  goals  (however  impracti- 
cal), rather  than  just  of  this  ache  or  that  pain,  the  element 
of  dehumanization  I once  felt  was  erased.  Most  of  us  have 
been  programmed  to  act  a certain  way  in  a doctor’s  office. 
We  were  never  encouraged  by  physicians  to  share  our 
hopes,  victories,  failures,  or  sensitivities.  Each  of  these  in- 
corporate our  spirit.  Our  spirit,  as  well  as  our  feelings,  are 
intrinsic  parts  of  us,  for  the  body  and  mind  are  different 
expressions  of  the  same  information.  And  so  in  the  course 
of  treatment,  ideally  the  physician  should  become  inter- 
ested in  understanding  how  our  disease  has  affected  our 
lives. 

When  a physician  facilitates  such  a dialogue  and  en- 
courages us  to  bring  not  only  our  physical  self  into  the 
office,  but  our  entire  spirit,  we  can  eliminate  that  feeling 
so  many  of  us  traditionally  experience — being  just  anoth- 
er SLE  patient  with  a grocery  list  of  symptoms,  meeting  a 
doctor  who  has  his  grocery  list  of  prescriptions.  Our  goal  is 
not  unrealistic,  we  seek  only  to  attain  a sense  of  peace  and 
find  an  inner  strength  to  deal  with  our  illness  with  integri- 
ty and  dignity. 

We  need  to  find  our  doctors  a part  of  our  team  not  only 
because  of  their  expertise  in  medicine,  but  also  because  of 
their  concern  and  openness  to  us  as  total  persons  and  not 
just  patients  with  a chronic  disease.  I did  not  want  my 
disease  to  define  me.  I felt  that  would  paralyze  me  and 
cause  negativity  whieh  in  turn  would  lead  to  depression.  I 
was  seeking  a way  to  mobilize  rather  than  paralyze  me  to 
unlock  the  way  to  patience,  hope,  and  strength.  This  is  not 
the  same  as  a radical  shift  to  pathetic  resignation,  but  a 
passionate  acceleration  to  explore.  The  first  step  in  this 
quest  has  to  come  from  within.  If  we  patients  regard  our 
illnesses  as  a stepping  stone  rather  than  as  a stumbling 
block,  and  seek  a constructive  way  to  accept  the  course  of 
a disease,  we  can  take  our  extraordinary  situation,  face  it 
squarely,  and  rise  up  to  meet  the  challenge  and  work  with 
our  options.  This  is  exactly  the  point  at  which  our  physi- 
cians can  help  us  to  make  appropriate  and  realistic 
choices.  Adversity,  used  properly,  can  bring  great  growth 
to  the  patient  and  to  the  doctor’s  inventory  of  productive 
treatment. 

A few  recognizable  and  vital  components  of  our  psyche 
are  love,  happiness,  fear,  anger.  Our  emotions,  whether 
logical  or  irrational,  are  inseparable  from  our  physical 
body  until  brain  death  or  actual  death.  It  therefore  ap- 
pears to  be  consistent  with  total  treatment  for  an  ailment 
to  include  the  spirit.  To  take  this  one  step  further,  modern 
science  identifies  the  left  side  and  right  side  functions  of 
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our  brain.  Who  I am  and  what  I am  about  includes  far 
more  than  just  my  body,  my  brain,  this  organ  or  that  or- 
gan. When  I cry,  it  is  not  the  tear  ducts  which  provide  the 
impulse.  When  I laugh,  it  is  not  merely  an  exercise  of  my 
facial  muscles.  As  has  been  succinctly  said,  what  is  impor- 
tant is  “not  what  sort  of  disease  does  this  person  have,  but 
what  sort  of  person  has  this  disease.” 

A well  body  is  indisputably  valuable.  The  entire  make- 
up of  a well  being  is  not  merely  having  a body  free  of  dis- 
ease but  it  includes  an  integrated  spirit. 

Physicians  and  patients  can  be  pioneers  energizing  each 
other.  There  are  moments  of  celebration  in  the  ebb  and 
flow  of  remissions  and  these  remissions  may  not  be  solely 
because  of  the  protocol  of  treatment.  Probing  beyond  the 
medical  charts  and  laboratory  results  in  evaluating  the  to- 
tal patient  should  include  the  hopes,  expectations,  wishes, 
and  fears  of  the  treatments  prescribed. 

There  is  often  a direct  correlation  between  the  attitude 
and  ambience  of  the  treating  physician  and  the  eventual 
course  of  a disease  process.  Discussing  spirituality  in  con- 
junction with  medicine  may  at  first  appear  to  be  incom- 
patible, but  a spiritual  emphasis  is  the  major  component  in 
the  course  of  therapy  on  the  road  to  recovery  in  a disease 
affecting  millions  today,  alcoholism.  The  essential  tool  in 
controlling  alcoholism  is  the  scientifically  accepted  (by 
even  nonreligious  doctors)  formula  that  includes  and  rec- 
ognizes the  necessity  of  a “higher  power.” 

In  1990,  an  era  of  enlightened,  high-tech  scientific  dis- 
coveries, it  is  not  extraordinary  to  acknowledge  that  there 
also  exists  an  inordinate  search  for  the  key  to  inner  peace 
and  inner  strength.  A visit  to  any  bookstore  reveals  the 
many  ways  offered  to  lead  one  inward.  The  modern  press 
conjures  up  images  of  weird  psychics  and  phenomenal  yo- 
gis. It  is  not  the  fanatical  movement  that  captivates  many 
chronically  ill  people  and  pulls  them  out  of  touch  with  re- 
ality. It  is  the  serene  look  inward  where  true  peace  is 
found.  It  is  a resource  especially  vital  when  an  illness 
strikes. 

This  journey  inward  to  discover  serenity  is  not  what 
some  drug  enthusiasts  call  “tripping  out”  but  it  is  more 
like  “jumping  in.”  What  we  are  dealing  with  is  the  real 
self,  in  the  real  world,  with  the  real  truth.  Simply  stated, 
we  are  seeking  a personal  experience  in  solving  the  prob- 
lem of  how  to  cope  with  the  reality  of  our  disease.  It  is  not 
so  much  a matter  of  trying  to  delete  our  problem,  but  rath- 
er how  to  deal  with  it  honestly  and  nobly. 

The  key  word  in  dealing  with  our  real  self  is  self-knowl- 
edge. When  we  know,  understand,  and  accept  ourselves  in 
truth,  we  can  move  to  the  inner  self  where  we  play  no 
games. 

In  the  course  of  my  treatments  for  lupus,  I began  to 


notice  a decided  change  in  the  way  I dealt  with  my  painful 
joints,  profound  fatigue,  abdominal  distress,  and  the  side 
effects  of  some  of  my  medications.  I needed  to  have  all  the 
information  known  available  to  me.  As  I combed  the  Phy- 
sicians' Desk  Reference,  the  medications  prescribed 
seemed  more  tolerable,  for  the  side  effects  were  predict- 
able and  not  uncommon.  Joining  the  Lupus  Foundation 
led  me  to  rap  sessions,  which  gave  me  a support  system 
beyond  my  home  and  doctor.  The  Foundation  hosts  gener- 
al information  meetings  where  the  latest  discoveries  are 
presented  by  the  leading  research  doctors.  The  biomedical 
library  at  the  local  state  university,  as  well  as  the  medical 
book  store,  were  excellent  sources  for  pertinent  data  on 
SLE.  With  these  resources  I was  able  to  share  my  knowl- 
edge with  my  doctor  and  I was  not  regarded  as  obsessive, 
but  was  respected. 

It  is  generally  accepted  that  part  of  the  mind’s  effect  on 
health  is  direct  and  conscious.  The  extent  to  which  we  love 
ourselves  determines  whether  or  not  we  smoke,  wear  seat 
belts,  eat  the  right  foods,  etc.  On  the  other  hand,  we  also 
have  unconscious  factors  that  cause  our  mind  to  send  the 
body  wrong  messages. 

Admittedly,  not  everyone  who  has  a stressful  life  or  suf- 
fers a tragic  loss  develops  SLE  or  other  chronic  illness.  But 
when  we  do  not  deal  with  our  emotional  needs  (especially 
our  stresses),  we  may  be  setting  ourselves  up  for  an  illness. 

One  question  we  could  ask  ourselves  as  we  strive  inward 
to  find  serenity  and  upward  to  meet  the  challenge  is  why 
do  we  need  this  illness?  Sickness  sometimes  gives  us  per- 
mission to  do  something  we  might  otherwise  be  inhibited 
from  doing.  Sickness  is  our  body’s  way  of  telling  us  that 
our  needs  are  not  being  met. 

The  first  step  in  our  journey  towards  our  goal  should 
take  place  in  the  doctor’s  office,  searching  in  each  other 
for  a high  level  of  trust  and  openness.  Our  doctor  not  only 
needs  to  listen  to  us,  he  also  needs  to  hear  us.  We  cannot 
expect  our  physician  to  be  introspective  if  we  have  not 
been  encouraged  or  inclined  to  clarify  our  inner  self. 

A typical  patient  with  SLE  no  longer  has  control  of  his 
or  her  life,  since  each  aspect  of  the  disease  is  so  unpredict- 
able. We  (as  patients)  can  discover  the  ways  to  become 
exceptional  and  to  be  receptive,  to  have  a high  degree  of 
self-esteem  and  healthy  self-love.  It  is  up  to  us  to  then 
allow  our  intelligence  and  our  inner  strength  to  stimulate 
and  guide  us.  As  we  discover  new  direction,  we  can  reset 
our  parameters  and  be  exceptional  in  every  way.  Our  hope 
is  to  bring  our  doctor  along  on  the  journey  with  us. 

Something  we  should  ponder  is,  did  the  discovery  of 
million  dollar  diagnostic  machines  crowd  out  the  capacity 
of  our  doctors  to  be  human  and  gentle?  A cure  without 
care  is  like  a gift  without  love. 


JULY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


367 


CASE  REPORTS 


Hypodermic  needle  embolization  to  the  heart 

Marc  F.  Stern,  md,  Barbara  G.  Steinbach,  md 


There  have  been  numerous  reports  of 
foreign  bodies  contained  within  the  cav- 
ities of  the  heart.'  Some  foreign  bodies 
arrive  directly  through  the  ventricular 
wall,  while  others  originate  from  more 
distant  sites  in  the  vascular  tree  and 
lodge  in  the  heart.  In  wartime,  most 
such  objects  were  missiles,  but  in  peace- 
time, most  have  been  catheter  frag- 
ments; in  addition,  household  objects 
have  been  described  in  the  heart.  Be- 
cause items  in  this  latter  group  are  in- 
advertently introduced  into  the  body  by 
the  patients  themselves,  the  route  of 
embolization  remains  speculative.  We 
describe  a case  of  an  intravenous  drug 
abuser  whose  broken  hypodermic  nee- 
dle travelled  to  and  remained  in  the 
right  ventricle  without  major  sequelae. 
To  our  knowledge  this  represents  the 
first  such  reported  case. 

Case  Report 

In  September  1985,  a 24-year-old  man 
presented  to  the  emergency  room  stating 
that  a piece  of  a hypodermic  needle  had  bro- 
ken off  into  the  antecubital  fossa  of  his  left 
arm  while  he  was  self-injecting  cocaine  in- 
travenously about  48  hours  earlier.  There 
was  nothing  unusual  about  his  injection 
technique  this  particular  time.  The  patient 
thought  that  the  needle,  which  was  original- 
ly new  when  he  obtained  it,  had  been  used 
four  or  five  times.  When  presented  with  a 
variety  of  syringes  and  needles,  he  believed 
that  his  was  most  similar  to  a 25-gauge  insu- 
lin syringe.  The  patient  was  asymptomatic 
at  the  time  of  presentation. 

He  had  a three-year  history  of  intrave- 
nous cocaine  abuse  and  occasionally  abused 
benzodiazepam  and  alcohol  as  well.  His 
medical  history  was  otherwise  negative. 

On  initial  examination,  he  gave  a healthy 
appearance.  His  blood  pressure  was  120/50 
mm  Hg;  heart  rate,  76  beats/min;  and  oral 
temperature,  36.3°C.  Examination  of  his 
heart,  lungs,  and  skin  was  unremarkable. 
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The  antecubital  fossa  on  the  left  was  slightly 
tender.  Initially,  radiographs  were  obtained 
of  the  soft  tissue  of  the  left  antecubital  re- 
gion. When  these  proved  negative,  further 
soft  tissue  radiographs  were  immediately 
obtained  of  the  upper  arm  and  shoulder  re- 
gion, which  were  also  negative.  A chest  film 
was  obtained  (Figs  1,2).  The  1-cm  linear, 
radiopaque  shadow  overlying  the  right  ven- 
tricle was  clearly  shown  under  fluoroscopic 
examination  to  be  a foreign  body  moving 
synchronously  with  the  heart  and  presum- 
ably in  the  chamber  of  the  right  ventricle. 

The  patient  was  admitted  to  the  hospital. 
His  complete  blood  count  (CBC),  differen- 
tial, and  electrolyte  levels  were  all  within 
normal  limits.  His  creatinine  was  1 30  nmo\/ 
L (1.5  mg/dL),  and  his  erythrocyte  sedi- 
mentation rate  (ESR)  was  2 mm/h.  Hepati- 
tis B core  antibody  and  surface  antigen  were 
negative.  Two  blood  cultures  were  sterile. 
No  electrocardiogram  was  obtained.  It  was 
decided  to  leave  the  foreign  body  in  situ  due 
to  the  lack  of  symptoms  and  the  difficulty  of 
retrieval.  The  patient  received  prophylactic 
treatment  with  a seven-day  course  of  nafcil- 
lin,  1.5  g intravenously  every  six  hours. 

The  patient  was  seen  for  follow-up  in  May 
1986  and  was  asymptomatic  at  that  time.  A 
CBC,  ESR,  and  one  set  of  blood  cultures 


FIGURE  1.  Close-up  of  posterior  chest  radio- 
graph demonstrating  a thin  metallic  density  pro- 
jected over  the  posterior  left  11th  rib. 


were  unremarkable.  In  September  1986, 
and  again  in  August  1988,  the  patient  pre- 
sented to  the  emergency  room  complaining 
of  atypical  chest  pain.  On  both  occasions, 
heart,  lung,  and  skin  examinations  were  un- 
remarkable. An  electrocardiogram  on  the 
latter  visit  was  remarkable  only  for  a short- 
ened PR  interval  (108  msec).  A chest  film 
revealed  that  the  needle  fragment  had  not 
moved  in  the  36  months  since  its  lodgement. 
On  both  occasions  it  was  the  impression  of 
the  treating  physician  that  the  patient’s 
chest  pain  was  of  noncardiac  origin,  and  ant- 
acids were  prescribed.  After  each  visit,  the 
patient  was  lost  to  follow-up. 

Discussion 

A variety  of  foreign  bodies  have  been 
described  in  the  heart.  We  limit  the 
present  discussion  to  the  following  ob- 
jects: those  unexpectedly  found  in  the 
heart  (not  items  such  as  prosthetic 
valves);  those  that  arrived  in  the  heart 
via  embolization;  those  that  are  at  least 
partially,  if  not  wholly,  intracavitary; 
those  that  are  potentially  migratory  (no 
knife  stabbings);  and  those  that  did  not 
result  in  the  immediate  demise  of  the 
patient. 

The  nature  of  intracardiac  foreign 
bodies  varies  with  the  era  and  current 


FIGURE  2.  Close-up  of  lateral  chest  radio- 
graph shows  the  needle  to  be  anterior  in  the 
region  of  the  right  ventricle. 
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events.  The  earliest  cases  were  docu- 
mented or  collected  in  the  literature  of 
the  late  19th  and  first  half  of  the  20th 
centuries. 

The  offending  objects  cited  include 
sewing  needles,  safety  pins,  nails,  hair- 
pins, splinters,  thorns,  toothpicks,  bone 
fragments,  teeth,  and  dental  plates.  Re- 
ports of  intracardiac  bullets  and  shrap- 
nel naturally  abounded  as  a result  of 
World  War  World  War  the 
Korean  War,'°  " and  the  war  in  Leba- 
non.'^ The  frequency  of  iatrogenic  for- 
eign bodies  has  paralleled  the  aggres- 
siveness of  medical  technology.  A 
radium  needle,  which  migrated  from 
the  neck  to  the  right  atrium  and  then,  in 
a retrograde  fashion,  to  an  iliac  vein, 
was  the  first  such  reported  case  in 
1929.'  To  our  knowledge,  only  two 
cases  of  iatrogenic  hypodermic  needle 
embolism  have  been  described.'  '^  In 
both  cases  the  needle  was  introduced  in 
the  antecubital  vein  and  travelled  to  the 
right  ventricle.  The  fragments  then  mi- 
grated to  the  lung  or  to  the  pericardial 
fet  pad,  respectively. 

Polyethylene  catheter  embolization 
to  the  heart  was  first  described  in 
1954,'“*  and  since  then  scores  of  iatro- 
genic emboli  to  the  heart  have  been  re- 
ported,'^ including  such  objects  as  cen- 
tral venous  pressure  catheters, 
guidewires, ' ^ ventriculovenous 

shunts,-®-^'  Mobin-Uddin  caval  um- 
brellas,^^ and  Greenfield  filters. Fi- 
nally, drug  abuse  behavior  has  brought 
with  it  needle  embolization.  In  the  only 
two  such  cases  described,^"*  '^  the  needle 
fragments  apparently  embolized  from 
an  antecubital  and  femoral  vein,  re- 
spectively, to  the  right  ventricle.  Unlike 
the  case  presented  here,  in  which  the 
needle  remained  in  the  heart,  the  first 
patient’s  fragment  presumably  re-em- 
bolized  to  the  lung  within  five  months, 
while  the  second  patient’s  needle  mi- 
grated transmyocardially. 

Foreign  bodies  reach  the  cardiac 
chambers  either  by  direct  penetration 
or  by  embolization  from  the  vascular 
space.  The  former  group  is  composed 
mostly  of  missiles,  ie,  bullets, shrap- 
nel,^^  and  pins  or  needles.'’-*  The  latter 
group  is  broader  and  includes  these 
same  missiles,  the  aforementioned  iat- 
rogenic materials,  and  a variety  of  other 
objects,  such  as  toothpicks,^-^^  hair 
clips,'  and  bristle,^®  which  are  usually 
shown  or  presumed  to  have  entered  the 
body  through  the  gastrointestinal  tract 
and  then  burrowed  transmurally  to  a 
vein.  Though  most  migratory  foreign 
bodies  arrive  as  antegrade  emboli  from 
the  venous  circulation  of  the  extrem- 


ities and  trunk,  other  possibilities  have 
been  reported;  a bullet  from  the  cranial 
circulation  to  the  right  ventricle^';  par- 
adoxical emboli  from  the  venous  circu- 
lation to  the  arterial  circulation';  retro- 
grade embolus  from  the  aorta  to  the  left 
ventricle^-;  embolus  from  the  pulmo- 
nary venous  circulation  to  the  left 
heart or  retrograde  embolus  from 
the  pulmonary  artery  to  the  right  ven- 
tricle.^^ 

The  fate  of  most  intracardiac  foreign 
bodies  is  removal.  Gerard,  in  1834,  was 
reported  to  have  performed  the  first 
surgery  to  remove  a cardiac  foreign 
body.*  Since  then,  open  or  closed  heart 
surgery  has  been  supplanted  by  cardio- 
pulmonary bypass  surgery^^  and  a vari- 
ety of  percutaneous  and  perivenous 
techniques,^*  including  use  of  loop 
snares, bronchoscopy  forceps,'*  the 
Dormie  ureteric  stone  catcher,'^  hook- 
shaped catheters,^^  myocardial  biopsy 
forceps, the  Berens  pacing  elec- 
trode,^* and  variations  and  combina- 
tions of  the  above.  Visualization  and  lo- 
calization of  foreign  body  fragments  by 
the  routine  chest  radiograph  have  been 
enhanced  by  fluoroscopy,  as  in  the  cur- 
rent case,  angiography,'®  one-dimen- 
sionaF*  and  two-dimensionaP^  *®  echo- 
cardiography, digital  subtraction 
angiography,'  - and  computerized  axial 
tomography.*'  Operative  ultrasonogra- 
phy, which  has  so  far  only  been  used 
successfully  for  an  intramural  cardiac 
foreign  body,*-  may  prove  useful  for  in- 
tracavitary objects. 

The  fate  of  intracardiac  foreign  bod- 
ies is  a function  of  numerous  factors  in- 
cluding size,  shape,  chemical  inertia, 
and  porosity  of  the  object,  position  of 
the  patient,  speed  of  blood  flow,  loca- 
tion within  the  heart,  and  chance. 
While  foreign  bodies  left  in  the  heart  or 
embolized  location  for  years  have  been 
well  tolerated,^*’^  infection,*^’**  re-em- 
bolization of  the  fragment*^  or  of  an  at- 
tached thrombus^*  with  vascular  occlu- 
sion or  abscess,  cardiac  neurosis,'^ 
myocardial  perforation  or  rupture,  and 
arrhythmias  can  occur. *^  *’  Hermoni  et 
al*'  describe  coronary-ventricular  fis- 
tula, with  small  needle  fragments  in  the 
vicinity  of  the  fistula.*'  However,  it  is 
possible  that  fistula  formation  occurred 
when  the  fragments  were  still  attached 
to  the  larger  whole  needles. 

Patient  Management.  Recommen- 
dations in  the  literature  are  not  consis- 
tent for  asymptomatic  foreign  bodies, 
and  guidelines  have  changed  as  im- 
proved surgical  and  nonsurgical  tech- 
niques of  fragment  recovery  have  been 
developed.*’  Furthermore,  due  to  the 


relative  rarity  of  intracardiac  foreign 
bodies,  it  is  exceedingly  difficult  to  find 
previous  studies  describing  a compara- 
ble situation,  especially  studies  that  are 
not  very  old. 

In  approaching  a patient  with  a pos- 
sible peripheral  foreign  body  that  can- 
not be  found,  we  recommend  maintain- 
ing a high  level  of  suspicion  that  a 
foreign  body  really  exists  and  may  have 
formed  an  embolus.  This  is  particularly 
true  when  the  injury  was  self-inflicted 
or  resulted  from  illicit  behavior;  these 
patients  have  a high  threshold  for  pre- 
senting to  a physician,  so  when  they  do 
they  are  convinced  of  the  presence  of  a 
foreign  body. 

The  search  for  any  radiopaque  object 
should  begin  with  plain  radiographs  of 
the  site  of  entry  and  continue  along  the 
venous  afferent  route  to  the  heart  and 
lungs.  Failure  to  find  the  object  should 
be  followed  by  examination  under  fluo- 
roscopy. This  technology  is  ubiquitous 
and  is  easily  accessible  in  most  institu- 
tions. In  this  case,  though  the  needle 
was  seen  on  plain  radiographs,  it  was 
much  more  easily  identified  and  its  ana- 
tomic position  determined  on  the  fluo- 
roscope.  One-  or  two-dimensional  echo- 
cardiography has  been  successfully  used 
in  identifying  and  localizing  intracardi- 
ac foreign  bodies,  and  should  be  consid- 
ered as  the  next  step  if  radiography 
fails.  It  may  also  be  helpful  for  cases  in 
which  the  object  is  not  radiopaque. 
Other  methods  of  detection,  including 
conventional  and  digital  subtraction 
angiography  and  CT  scanning,  may 
prove  helpful  in  certain  elusive  cases. 

If  the  foreign  body  is  found  at  a pe- 
ripheral site,  the  decision  about  wheth- 
er or  not  to  remove  it  should  be  guided 
by  first  answering  the  question, 
“Would  there  be  a strong  indication  to 
remove  this  same  object  if  it  were  locat- 
ed more  centrally?”  If  the  answer  to 
this  question  is  affirmative,  then  the  ob- 
ject should  be  removed.  A discussion  of 
methods  of  removal  from  peripheral 
vessels  is  beyond  the  scope  of  this  arti- 
cle, but  with  the  exception  of  the  use  of 
a proximal  balloon-tipped  catheter**  to 
block  forward  movement  and/or  re- 
trieve the  material,  most  available 
methods  are  the  same  as  those  de- 
scribed above  for  intracavitary  intra- 
cardiac objects.  The  method  of  choice 
will  depend  on  the  vessel  involved,  the 
available  technology,  and  the  experi- 
ence of  the  operators.  When  objects  lie 
in  tissue,  proximal  pressure  on  the  af- 
ferent vessels  may  be  appropriate  to 
prevent  central  embolization  during 
manipulation. 


JULY  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  369 


For  those  foreign  bodies  found  to  be 
centrally  located  it  should  be  deter- 
mined whether  or  not  the  object  should 
be  removed.  The  risks  of  invasive  inter- 
vention need  to  be  weighed  against  the 
risks  of  leaving  the  object  in  situ.  Need- 
less to  say,  there  is  a dearth  of  good  data 
based  on  controlled  studies  in  the  recent 
literature  to  help  answer  this  question. 
Further,  reported  cases  undoubtedly 
skew  the  data  toward  over-representa- 
tion of  cases  with  successful  outcomes 
(following  either  conservative  or  ag- 
gressive management).  The  recom- 
mended approach  to  management  de- 
pends on  the  type  of  object. 

Porous,  Irregularly  Shaped  Objects. 
There  are  two  recent  reports  of  a tooth- 
pick^^  and  a fishing  naiF^  left  in  situ.  In 
the  first  case,  the  object  was  both  intra- 
myocardial  and  intracavitary  and  re- 
sulted in  Candida  albicans  emboli  and 
sepsis.  No  recent  reports  of  attempts  to 
remove  such  objects  could  be  found. 
However,  we  believe  that  it  would  be 
wise  to  consider  such  objects  as  highly 
susceptible  to  infection  and  candidates 
for  early  removal.  In  general,  they  will 
have  to  be  removed  surgically. 

Metallic  Missiles.  The  recent  liter- 
ature about  such  emboli  within  the 
heart  shows  mixed  experiences.  A re- 
view of  156  cases  of  objects  left  from 
four  months  to  52  years  revealed  that 
none  of  these  objects  caused  subsequent 
problems.'  However,  137  cases  summa- 
rized in  other  case  reports  and  reviews 
revealed  53  serious  complications  when 
objects  were  not  removed  initially. 

Data  on  surgical  mortality  and  morbid- 
ity for  removal  of  embolic  foreign  ob- 
jects from  the  heart  in  the  era  of  cardio- 
pulmonary bypass  and  advanced  sur- 
gical and  anesthetic  technique  are  sur- 
prisingly scant.  Shannon  et  aH^  re- 
viewed the  literature  from  1930  to 
1987,  finding  20  of  20  successful  at- 
tempts at  primary  extrication.  Morton 
et  aP^  described  three  other  cases  of 
bullets  removed  via  cardiopulmonary 
bypass.  Another  bullet  was  removed  by 
right  ventriculotomy  without  bypass. 
There  is  only  one  reported  case  of  per- 
cutaneous removal  of  a bullet  with  the 
Caves-Schulz  bioptome.^^  In  the  case  of 
metallic  missiles,  then,  the  need  to  re- 
move them  will  depend  largely  on  the 
overall  condition  of  the  patient  and  the 
available  surgical  expertise.  While  a 
percutaneous  approach  may  be  possi- 
ble, most  experience  has  been  with  di- 
rect surgical  intervention. 

Catheters,  Guidewires,  and  Shunts. 
Based  on  a review  of  1 80  cases,  Bloom- 
field'^ concluded  that,  in  general. 


guidewires  are  more  thrombogenic 
than  catheters.  Our  review  of  cases  in 
which  this  category  of  object  was  left  in 
place  found  that  41  of  90  patients  had 
serious  complications,  including  19 
deaths,  directly  attributed  to  the  for- 
eign object. Conversely,  we  were 
able  to  find  289  cases  in  which  such  ob- 
jects were  primarily  removed  by  a per- 
cutaneous method  with  only  ten  com- 
plications: six  transient  or  minor 
dysrhythmias;  one  serious  dysrhyth- 
mia; one  pulmonary  embolism;  and  two 
fragmentations  of  the  object  with  sub- 
sequent further  embolization. 

These  data  clearly  indicate  that,  with 
rare  exceptions,  a primary  attempt 
should  be  made  to  remove  catheters, 
guidewires,  and  shunts  that  have  lodged 
in  the  heart  using  a percutaneous  route. 
While  there  is  little  data  available  re- 
garding the  success  of  more  aggressive 
surgical  approaches,  we  believe  that  the 
high  incidence  of  complications  from 
retained  catheters  indicates  that  such 
an  approach  is  warranted  if  more  con- 
servative attempts  fail. 

Hollow  Needles.  We  found  only 
four  reported  cases  of  embolus  to  the 
heart. The  lengths  of  two  of  the 
needles  were  1.3  cm  and  3.0  cm.  Two 
caused  no  problems;  one  migrated  to  a 
bronchus  causing  hemoptysis;  while  the 
fourth  caused  a life  threatening  hemo- 
pericardium.  Though  no  recent  at- 
tempts at  operative  or  percutaneous 
needle  retrieval  have  been  described, 
Hermoni**'  reported  being  unable  to  lo- 
cate during  surgery  three  fragments 
that  remained  from  multiple  intracar- 
diac sewing  needles.  The  review  by 
Harrison  et  aF^  states  that  30%  of  in- 
tracardiac foreign  bodies  could  not  be 
located  at  surgery.  It  is  not  known  how 
many  were  needles  or  had  formed  em- 
boli. In  the  absence  of  better  data,  we 
think  that  each  case  will  have  to  be 
judged  individually.  We  agree,  howev- 
er, with  Sbokos  et  al,^^  who  stated  that 
although  the  size  of  a cardiac  foreign 
body  should  not  be  the  sole  determinant 
for  its  removal,  the  larger  the  object, 
the  more  likely  it  is  to  cause  significant 
damage. 

In  the  patient  presented  in  this  re- 
port, the  object  measured  1 .0  cm.  It  ap- 
peared most  likely  that  the  needle  lay 
wholly  or  partially  embedded  in  myo- 
cardium or  entangled  in  trabeculae. 
Percutaneous  methods  seemed  futile  ei- 
ther because  of  inability  to  find  or  grasp 
the  needle  or  inability  to  remove  it  with- 
out the  sharp  ends  causing  trauma.  We 
decided  not  to  remove  it  surgically  for 
the  following  reasons.  Because  of  its 


small  size,  it  was  unlikely  to  cause  sig- 
nificant local  damage.  If  it  formed  an 
embolus,  it  was  unlikely  to  cause  hemo- 
dynamic compromise.  As  it  was  con- 
structed of  a noncorrosive  material  (J. 
Fink,  Becton-Dickinson,  personal  com- 
munication, 1986),  it  was  less  thrombo- 
genic and  less  prone  to  harboring  infec- 
tion. Finally,  it  would  be  difficult  to 
locate  during  surgery. 

If  a foreign  body  is  left  in  situ,  should 
the  patient  be  given  prophylactic  anti- 
biotics, and  if  so,  which  one(s)?  No  use- 
ful data  could  be  found  in  the  literature 
to  address  this  question.  Single  reports 
of  infections  from  a variety  of  organ- 
isms have  been  reported  with  no  obvi- 
ous pattern,  other  than  that  the  likeli- 
hood of  infection  increases  as  the 
porosity  and  surface  complexity  of  the 
object  increases  and  whenever  there  is 
accompanying  debris,  as  in  the  case  of  a 
bullet,  with  possible  clothing  frag- 
ments. We  would  support  empiric  anti- 
biotic therapy  based  on  either  the  portal 
of  entry  or,  as  in  this  case,  a specific  risk 
group.  This  patient’s  history  of  intrave- 
nous drug  abuse  places  him  at  high  risk 
for  Staphylococcus  epidermidis  endo- 
carditis,^*-^^  which  was  the  basis  for 
choosing  nafcillin. 
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Leiomyosarcoma  of  the  esophagus 


Shailesh  R.  Patel,  md,  Nanarao  Anandarao,  md 


Malignant  esophageal  tumors  that 
present  as  mass  densities  on  chest  ra- 
diographs and  are  not  accompanied  by 
dysphagia  are  rare  and  are  often  diffi- 
cult to  differentiate  from  pulmonary 
and  other  mediastinal  tumors.  We  re- 
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port  a case  of  primary  leiomyosarcoma 
of  the  esophagus. 

Case  Report 

A 50-year-old  man  was  referred  to  the 
chest  clinic  of  this  hospital  because  of  a dry 
cough,  a feeling  of  tightness  in  the  lower 
chest  of  two  weeks’  duration,  and  an  abnor- 
mal chest  radiograph.  He  denied  fever,  rig- 
ors, hemoptysis,  dysphagia,  and  weight  loss. 
He  smoked  cigarettes  (1  pack/day  for  32 
years);  there  was  no  history  of  exposure  to 


asbestos.  The  only  abnormal  physical  find- 
ings were  dullness  to  percussion  and  de- 
creased breath  sounds  over  the  left  posterior 
lower  chest.  A complete  blood  count,  bio- 
chemical profile  (Sequential  Multiple  Ana- 
lyzer (SMA)  18)  and  urinalysis  were  nor- 
mal. A 5 turberculin  unit  purified  protein 
derivative  intradermal  test  was  negative. 

Posteroanterior  and  lateral  roentgeno- 
grams of  the  chest  (Figs  1,  2)  showed  a 
large,  well-circumscribed  mass  measuring 
1 0 cm  in  the  left  lower  lung  field.  The  inferi- 
or margin  of  the  mass  could  not  be  visual- 
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FIGURE  1.  Posteroanterior  roentgenogram  of 
the  chest,  showing  a large  mass  density  in  the 
left  lower  lung  field. 


ized.  An  esophagogram  (Fig  3)  demonstrat- 
ed extrinsic  compression  of  the  distal 
esophagus.  A computed  tomogram  (CT)  of 
the  chest  (Fig  4)  demonstrated  a large  medi- 
astinal mass  with  solid  and  cystic  areas.  No 
calcification  was  seen.  Bronchoscopy  re- 
vealed extrinsic  compression  of  the  lower 
lobe  bronchi.  At  thoracotomy,  an  8 X 5 X 3- 
cm  encapsulated,  well-circumscribed,  firm 
mass  with  areas  of  liquification  was  found, 
originating  from  the  esophagus.  The  mass 
was  partially  excised.  Microscopic  examina- 
tion showed  spindle-shaped  cells  with  hy- 
perchromatic  nuclei  and  mitotic  figures, 
characteristic  of  leiomyosarcoma. 

The  patient  was  advised  to  undergo  radio- 
therapy but  refused  the  treatment.  Six 
months  later  the  patient  underwent  an  eso- 
phagectomy for  local  recurrence  of  the  tu- 
mor. He  was  lost  to  follow-up.  He  returned 
to  the  hospital  1 8 months  later  with  evidence 
of  widespread  metastases.  He  refused  fur- 
ther treatment  and  left  the  hospital;  he  died 
five  days  later  at  home. 


Discussion 

Leiomyosarcoma  of  the  esophagus  is 
a rare  tumor.  It  accounts  for  about 


FIGURE  2.  Lateral  roentgenogram  of  the 
chest. 


FIGURE  3.  Esophagogram  demonstrating  ex- 
trinsic compression  of  the  distal  esophagus. 


0.5%  of  all  malignant  esophageal  tu- 
mors.' It  was  first  described  by  How- 
ard in  1902,-  and  since  then  about  45 
cases  have  been  reported  in  the  English 
literature. 

The  sex  distribution  shows  a slight 
male  predominance,  and  the  ages  of  pa- 
tients range  from  32  to  78  years.  The 
tumor  is  more  commonly  found  at  the 
lower  third  of  the  esophagus,  followed 
by  the  upper  and  middle  third. Pa- 
thologists classify  this  tumor  into  two 
types  according  to  gross  pathologic 
findings:  polypoid  and  infiltrative,  the 
former  being  more  common. 

Most  patients  present  with  symp- 
toms, with  dysphagia  being  the  most 
common  symptom,  found  in  85%  of 
cases,  followed  by  weight  loss,  chest 
pain,  and  melena.^  Tumors  found  in 
the  absence  of  any  gastrointestinal 
symptoms  are  very  unusual.'’  The  chest 
roentgenogram  often  reveals  a posterior 
mediastinal  mass.  Dense  calcification 
within  the  mass  has  been  also  reported.-^ 

Balthazar^  classified  the  radiograph- 


FIGURE  4.  Computed  tomogram  of  the  chest, 
showing  a large  mediastinal  mass  with  solid  and 
cystic  areas. 


ic  appearance  (esophagogram)  in  two 
categories.  About  60%  of  esophageal 
leiomyosarcomas  present  as  a single, 
lobulated  polypoid  defect  without  de- 
monstrable ulcerations.  Although  they 
usually  exhibit  a broad  base  of  attach- 
ment, pedunculated,  fully  intraluminal 
lesions  are  not  uncommon.  The  remain- 
ing 40%  of  reported  cases  present  as  a 
large  infiltrating  and  ulcerating  lesion 
that  is  indistinguishable  from  primary 
or  metastatic  carcinoma  of  the  esopha- 
gus. Rarely,  a barium  swallow  test 
shows  a well-circumscribed,  circular 
defect  with  an  intact  mucosa,  an  ap- 
pearance indistinguishable  from  leio- 
myoma.^ 

The  CT  appearance  of  this  tumor  is 
unusual.  Balthazar,^  in  his  review  arti- 
cle, described  a single  case  of  leiomyo- 
sarcoma appearing  as  a well-circum- 
scribed soft  tissue  mass  in  the  posterior 
mediastinum  without  local  spread  or 
mediastinal  lymphadenopathy.  In  the 
patient  presented  here,  the  CT  was  sug- 
gestive of  a soft  tissue  mass  in  the  poste- 
rior mediastinum  with  areas  of  liquifi- 
cation. The  latter  could  be  helpful  in 
differentiating  leiomyosarcoma  from 
leiomyoma.  Esophagoscopy  is  an  essen- 
tial component  of  the  work-up.  Biopsy 
is  helpful  when  the  mass  is  intraluminal 
or  in  cases  in  which  there  is  ulceration 
of  the  mucosa. 

Surgical  resection  is  the  preferred 
mode  of  therapy.  Simple  excision  can 
be  as  effective  as  radical  excision,  espe- 
cially in  a well-localized  lesion.^  There 
have  been  reported  cases  of  prolonged 
survival  after  treatment  with  radiother- 
apy and  chemotherapy.'  Polypoid  le- 
sions in  women  have  a better  prognosis 
than  in  men. 

Leiomyosarcoma  is  a rare  tumor  but 
should  be  considered  in  a patient  with  a 
posterior  mediastinal  mass. 
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Gardner-Diamond  syndrome 


Maxwell  L.  Gelfand,  md 


The  Gardner-Diamond  syndrome,  also 
known  as  autoerythrocyte  sensitization, 
was  first  described  in  1955.’  Since  then, 
individual  cases  have  been  reported 
predominantly  in  young  women;  it  has 
also  occasionally  been  seen  in  males. ^ 
The  outstanding  feature  of  this  entity  is 
purpura,  which  is  usually  confined  to 
the  arms  and  legs.  In  addition,  there 
may  be  a variety  of  systemic  manifesta- 
tions, including  joint  pain,  gastrointes- 
tinal symptoms,  low  grade  fever,  and 
renal  and  neurologic  symptoms.  The 
fact  that  these  symptoms  are  so  varied 
and  indistinct  has  led  some  observers  to 
label  this  disorder  psychogenic  purpu- 
ra.^ Following  is  a report  of  two  new 
cases  and  a discussion  of  the  possible 
pathophysiology  of  this  entity. 

Case  Reports 

Case  1.  A 35-year-old  woman  was  ad- 
mitted to  the  hospital  on  June  1,  1988,  with 
multiple  areas  of  purpura  and  arthralgia  fol- 
lowing a flu-like  syndrome  six  weeks  earlier. 
Her  medical  history  included  rheumatic  fe- 
ver at  the  age  of  12,  for  which  she  had  re- 
ceived intramuscular  penicillin.  Bronchial 
asthma  had  been  present  for  many  years  but 
had  not  been  active  recently.  She  had  under- 
gone bilateral  benign  breast  tissue  removal 
and  had  recurrent  cystitis. 

Physical  examination  of  this  anxious 
woman  complaining  of  pain  in  the  wrists, 
forearm,  and  legs  was  performed.  The  head, 
eyes,  nose,  and  throat  were  normal.  The 
heart  was  not  enlarged,  the  rhythm  was  reg- 
ular, and  the  patient’s  blood  pressure  was 
118/70  mm  Hg.  There  was  a soft,  I-II/VI 
diastolic  murmur  heard  at  the  apex.  Exami- 
nation of  the  abdomen  revealed  no  masses, 
and  no  organ  edges  were  palpable.  The  pa- 
tient’s extremities  demonstrated  numerous 
areas  of  purpura  of  various  sizes,  up  to  25 
cm  (Figs  1, 2).  A warm,  stinging  pain,  which 
progressed  into  superficial  nodular  areas 
over  the  thighs  and  forearms,  preceded  the 
purpura.  Swelling  of  the  right  knee  was  not- 
ed, with  slight  effusion  and  a superficial 
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FIGURE  1 . Purpura  of  the  upper  and  lower  ex- 
tremity of  Case  1 . 


thrombophlebitis  of  the  right  leg. 

The  laboratory  data  were  as  follows: 
white  blood  cell  count,  1 1.4/mm-^  hemoglo- 
bin, 13.6  gram  %;  hematocrit,  40.3%;  plate- 
lets, 637,000/mm^;  prothrombin  time,  10.8 
sec;  and  partial  thromboplastin  time 
(PTT),  22.8  sec.  The  blood  smear  and  uri- 
nalysis showed  no  abnormalities.  The  blood 
electrolyte  levels,  thyroid  function  tests, 
and  electrocardiogram  were  all  within  nor- 
mal limits. 

A coagulation  profile  showed  an  increase 
in  the  platelet  count  and  a normal  bleeding 
time.  Platelet  aggregation  studies  showed 
normal  reactivity  to  all  agonists.  Plasma  co- 
agulation tests  showed  a normal  PTT.  Lev- 
els of  blood  fractions  II,  V,  VII,  and  X were 
within  normal  limits.  No  significant  hemo- 
static defect  was  detected. 

A chest  film  was  normal,  and  radiograph- 
ic evaluation  of  the  right  knee  showed  syno- 
vial swelling. 

Intradermal  skin  testing  was  performed 
with  0. 1 cc  of  the  patient’s  own  red  cells  and 
a similar  amount  of  normal  saline  injected 
as  a control.  Injection  of  the  red  cells  pro- 
duced a large  area  of  erythema  and  wheal 
formation  which  required  24  hours  to  fade, 
whereas  the  saline  gave  no  reaction  (Fig  3). 


FIGURE  2.  Purpura  of  the  lower  extremity  of 
Case  1. 


The  patient  was  treated  with  prednisone, 
1 0 mg  four  times  a day,  while  in  the  hospital, 
with  slight  relief  of  the  pain  and  reduction  of 
the  number  of  lesions.  At  times  the  pain  be- 


FIGURE  3.  Erythema  and  wheal  formation  to 
0.1  cc  of  autologous  blood  of  Case  1. 
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came  very  sharp  before  the  eruption  ap- 
peared, so  she  was  given  hydromorphone,  2 
mg  orally  twice  a day.  The  purpura  contin- 
ued to  develop  and  increase  in  severity.  She 
was  given  amitriptyline,  10  mg  orally  twice 
a day,  and  the  prednisone  was  increased  to 
20  mg  four  times  a day.'*’^  However,  the  reg- 
imen was  not  effective.  The  lesions  recurred 
and  lasted  about  six  months,  after  which 
they  spontaneously  disappeared. 

Case  2.  A 30-year-old  woman  presented 
on  August  29,  1988,  complaining  of  fatigue, 
weakness,  weight  loss,  and  purpura  of  both 
thighs  and  legs.  Her  medical  history  indicat- 
ed that  she  had  been  having  these  symptoms 
since  she  had  discovered  that  her  father  had 
carcinoma  of  the  lungs.  She  had  had  to  give 
up  her  job  in  order  to  help  care  for  him.  She 
had  previously  lived  with  her  male  friend, 
but  had  been  forced  to  relinquish  her  apart- 
ment and  live  near  her  father.  She  had  had 
no  previous  illness  or  systemic  disease  to  ex- 
plain the  purpura. 

Physical  examination  revealed  a rather 
thin  woman  who  was  markedly  anxious  and 
depressed.  Examination  of  the  eyes,  ears, 
nose,  and  throat  was  within  normal  limits. 
Evaluation  of  the  neck  revealed  no  bruit  or 
thyromegaly.  The  heart  was  not  enlarged, 
and  no  murmurs  were  audible.  The  rhythm 
was  regular,  and  the  blood  pressure  was 
1 10/74  mm  Hg.  The  abdomen  was  soft,  and 
no  organ  edges  could  be  felt. 

The  lower  extremities  revealed  numerous 
tender,  slightly  raised  purpuric  lesions  on 
both  thighs  and  legs  (Fig  4).  As  in  Case  1, 
these  had  been  preceded  by  a warm,  stinging 
pain  which  progressed  into  superficial  nodu- 
lar areas  of  various  sizes  that  were  tender  to 
palpation. 

Radiographic  examination  of  the  chest 
revealed  a heart  of  normal  size  and  clear 
lungs.  The  electrocardiogram  showed  nor- 
mal sinus  rhythm  with  a rate  of  72  beats/ 


FIGURE  4.  Purpura  in  the  lower  extremity  of 
Case  2. 


min  and  normal  axis.  No  T-wave  abnormali- 
ties were  noted. 

Laboratory  tests,  including  a complete 
blood  count,  plasma  prothrombin  time,  and 
bleeding  and  clotting  times,  were  within 
normal  limits.  The  capillary  fragility  test 
was  also  normal. 

All  the  electrolyte  levels  were  within  the 
normal  range.  The  lupus  erythematosus  cell 
test  was  negative.  Levels  of  blood  fractions 
II,  V,  VIII,  and  X were  all  within  normal 
limits.  The  3P  test  was  also  negative.  Plate- 
let aggregation  studies  demonstrated  a brisk 
normal  reactivity  to  all  agonists.  A consult- 
ing hematalogist  discovered  no  significant 
hemostatic  defects  in  this  patient. 

The  patient  was  treated  with  oral  predni- 
sone, 10  mg  four  times  a day,  for  several 
weeks.  However,  the  lesions  continued  to  re- 
cur, as  did  the  pain.  The  prednisone  dosage 
was  raised  to  40  mg  four  times  a day  orally, 
but  provided  no  relief.  She  was  given  ami- 
triptyline without  benefit.  A skin  test  with 
her  red  cells  was  not  performed  because  of 
her  fear  of  any  procedures  involving  a needle. 

The  lesions  recurred  from  time  to  time, 
but  after  several  months,  she  did  not  return 
for  follow-up.  Her  sister  reported  that  about 
six  months  later  the  lesions  spontaneously 
disappeared. 

Discussion 

The  Gardner-Diamond  syndrome,  or 
autoerythrocyte  sensitization,  is  an  un- 
common purpuric  disease  that  occurs 
mostly  in  young  women  and  is  charac- 
terized by  painful  inflammatory  ecchy- 
motic  lesions  unrelated  to  blood  clot- 
ting or  vascular  abnormalities.' 
Occasionally,  it  has  been  seen  in  young 
men.  The  lesion  is  heralded  by  a burn- 
ing, stabbing,  tingling,  and  throbbing 
sensation  before  the  painful  purpuric 
eruption  appears.  At  times  there  is  a fe- 
ver associated  with  the  syndrome,  as 
well  as  systemic  manifestations,  includ- 
ing gastrointestinal  bleeding,  epistaxis, 
cutaneous  bleeding,  abdominal  pain 
with  or  without  nausea  or  vomiting,  and 
renal  and  neurologic  symptoms. 

The  eruptions  usually  occur  on  the 
extremities,  although  some  observers 
have  also  noted  lesions  on  other  parts  of 
the  body,  except  for  the  face.  Gardner 
and  Diamond'  first  noted  that  the  in- 
tracutaneous  injection  of  0.1  cc  of  the 
patient’s  red  cells  or  stroma  can  pro- 
duce erythema  and  wheal  formation. 
The  purpura  may  clear  after  a period  of 
time,  only  to  recur  after  an  injury  or 
emotional  upset.  The  duration  of  the 
outbreak  is  unpredictable,  and  eventu- 
ally it  may  spontaneously  disappear. 

The  cause  of  this  syndrome  has  been 
a matter  of  controversy.  Gardner  and 
Diamond'  postulated  that  there  is  a 
fixed  tissue  antibody  that  reacts  with 
red  cell  stroma  to  produce  edema,  in- 


creased capillary  permeability,  and  fur- 
ther extravasation  of  blood  into  the  tis- 
sues. The  lesion  is  then  self- 
perpetuating  by  subsequent  contact  of 
red  cells  at  the  periphery  with  sensi- 
tized tissue.  This  proposed  allergic  ba- 
sis for  the  syndrome  is  not  universally 
accepted,  for  the  status  of  the  antigen  is 
not  definitely  known,  and  no  circulating 
antibodies  toward  erythrocytes  or  red 
cell  stroma  have  been  demonstrated. 

Ratnoff  and  Agle^  called  attention  to 
a psychiatric  factor  as  the  cause.  It  is 
recognized  that  many  of  these  patients 
present  with  some  psychogenic  distur- 
bance. Ratnoff  and  Agle  have  suggest- 
ed that  these  patients  express  emotional 
problems  in  a physical  form  through 
both  hysterical  mechanisms  and  psy- 
cho-physiologic reactions.  McDuffie 
and  McGuire^  evaluated  the  psycholog- 
ic features  by  administering  the  Minne- 
sota Multiphasic  Personality  Inventory 
test  to  six  women  aged  17  to  38  with 
characteristic  purpuric  skin  lesions  and 
abdominal  pain.  They  found  a remark- 
ably uniform  pattern  characterized  by  dif- 
ficulty in  handling  aggressive  feelings,  al- 
ternating between  repression  and  hysteria. 

The  possibility  of  self-trauma,  so 
called  factitious  purpura,  in  the  etiolo- 
gy of  this  disorder  has  also  been  consid- 
ered. However,  in  a well-studied  case  by 
Gottlieb  et  al,^  a patient  with  the  Gard- 
ner-Diamond syndrome  was  placed  in  a 
cast  to  preclude  self  trauma,  and  it  was 
shown  that  the  lesions  continued  to  de- 
velop under  the  cast.  McIntosh  et  aP 
have  suggested  that  the  autosensitiza- 
tion syndrome  may  have  an  immuno- 
logic component,  although  the  patho- 
genesis would  be  heterogenous.  Although 
immune  deposit  nephritis  has  not  been 
reported  in  such  patients,  there  is  evi- 
dence of  hematuria  in  some  cases. 

The  therapeutic  options  for  this  syn- 
drome have  as  yet  proven  unsatisfac- 
tory. Administration  of  corticosteroids, 
antihistamines,  and  antimalarials,  as 
well  as  attempts  at  erythrocyte  desensi- 
tization, have  been  unsuccessful.^  Plas- 
mapheresis and  a placebo  procedure 
have  also  been  tried,  with  no  favorable 
result.^ 

The  two  cases  presented  here  closely 
resemble  the  description  of  the  Gard- 
ner-Diamond syndrome,  in  as  much  as 
the  patients  are  young  anxious  women 
who  presented  with  numerous  areas  of 
purpura  on  their  extremities  and  other 
systemic  manifestations.  A skin  test 
with  the  patient’s  red  cells  in  case  1 
demonstrated  a positive  reaction. 
Treatment  was  unsuccessful  with  a va- 
riety of  agents. 
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It  is  apparent  that  the  diagnosis  of 
Gardner-Diamond  syndrome  relies  on  a 
variety  of  criteria.  For  example,  it  oc- 
curs predominantly  in  anxious  young 
women.  The  purpura,  frequently  pre- 
ceded by  pain  and  tingling,  is  usually 
distributed  over  the  extremities,  but 
can  occur  on  any  other  part  of  the  body 
except  the  face.  Furthermore,  there  is 
no  hematalogic  abnormality  to  account 
for  the  purpura  and  the  patients  usually 
exhibit  a positive  reaction  to  intracuta- 
neous  testing,  with  their  own  red  cells  or 
stroma. 
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Volar  proximal  skin  necrosis  after  radial  artery  cannulation 

Robert  D.  Goldstein,  md,  Michael  J.  V.  Gordon,  md 


Percutaneous  cannulation  of  the  radial 
artery  at  the  wrist  is  a commonly  used 
technique  for  monitoring  blood  pres- 
sure and  sampling  arterial  blood  gases 
in  critically  ill  patients.  The  incidence 
of  ischemic  complications  related  to  ra- 
dial artery  cannulation,'"^  as  well  as  the 
effectiveness  of  the  Allen  test  in  identi- 
fying those  at  risk  for  ischemic  compli- 
cations, have  been  reviewed  by  others.'*  ^ 
This  report  presents  a patient  with  isch- 
emia to  the  volar  forearm  proximal  to 
the  site  of  radial  artery  cannulation, 
with  a proposed  mechanism  for  such  in- 
jury. 

Case  Report 

A 74-year-old  woman  underwent  explor- 
atory laparotomy  for  a large,  poorly  differ- 
entiated adenocarcinoma  of  the  left  ovary. 
The  patient  underwent  a bilateral  salpingo- 
oophorectomy  and  a sigmoid  colon  resec- 
tion. During  surgery,  an  arterial  line  20-g 
angiocatheter  was  placed  percutaneously  in 
the  right  radial  artery  at  the  level  of  the 
wrist.  Arterial  cannulation  was  accom- 
plished in  a single  attempt.  An  infusion  of 
1 ,000  U heparin  in  500  cc  normal  saline  was 
maintained  as  a flush.  On  the  second  postop- 
erative day,  the  arterial  line  was  removed. 
Three  days  later,  an  area  of  induration  was 
noted  on  the  right  volar  forearm. 

A vascular  surgery  consultation  was  rec- 


From  the  Department  of  Plastic  and  Reconstruc- 
tive Surgery,  Montefiore  Medical  Center/Albert 
Einstein  College  of  Medicine,  Bronx,  NY. 

Address  correspondence  to  Dr  Goldstein,  Depart- 
ment of  Plastic  and  Reconstructive  Surgery,  Weiler 
Flospital  of  the  Albert  Einstein  College  of  Medicine, 
Rm  2S-43,  1825  Eastchester  Rd,  Bronx,  NY  10461. 


ommended,  and  upper  extremity  pulse  vol- 
ume recordings  (PVRs)  were  performed; 
they  were  entirely  normal.  The  following 
day,  the  ulnar  pulse  was  noted  to  be  strong, 
but  the  radial  pulse  was  noted  to  be  absent. 
Digital  pulse  volume  recordings  were  ob- 
tained, and  these  were  also  noted  to  be  nor- 
mal. The  opinion  of  the  vascular  surgeon 
was  that  the  discoloration  was  related  to 
subfascial  bleeding  that  occurred  after  the 
catheter  was  removed. 

On  the  12th  postoperative  day,  there  was 
demarcation  of  the  skin  of  the  forearm,  and 
a plastic  surgery  consultation  was  obtained 
(Fig  1).  At  this  point,  the  patient  had  mot- 
tling of  approximately  50%  of  the  volar  sur- 
face of  the  right  forearm,  extending  from 
the  wrist  crease  proximally.  There  was  de- 
creased sensation  over  the  area  of  mottling, 
and  part  of  the  area  had  an  eschar.  In  addi- 
tion, there  was  decreased  sensation  in  the 
distribution  of  the  right  median  nerve. 

The  patient  was  treated  with  topical  1% 
silver  sulfadiazine  cream.  The  majority  of 
the  area  healed;  however,  a 3 cm  X 2 cm 
portion  of  the  eschar  eventually  separated, 
with  obvious  full-thickness  loss  (Fig  2).  A 
skin  graft  was  recommended,  but  was  re- 
fused by  the  patient.  During  the  next  three 
months,  the  wound  eventually  contracted 
and  new  epithelium  grew  at  the  site  (Fig  3). 


FIGURE  1.  Area  of  ischemia  to  volar  surface 
of  forearm  on  12th  postoperative  day. 
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FIGURE  2.  Tissue  damage  approximately 
eight  weeks  after  surgery  and  after  eschar  sep- 
aration. 


Electrodiagnostic  studies  showed  evi- 
dence of  nerve  compression  at  the  level  of 
the  distal  forearm  in  the  vicinity  of  the  tissue 
loss. 

Discussion 

It  is  well  accepted  and  documented 
that  radial  artery  cannulation  is  a low- 
risk  procedure,  with  substantial  poten- 
tial benefit.  Several  factors  may  predis- 
pose a patient  undergoing  radial  artery 
cannulation  to  hand  ischemia.  These  in- 
clude female  sex,  low  cardiac  output, 
the  use  of  vasoconstrictive  drugs,  and 


FIGURE  3.  Fully  healed  forearm  at  six  months. 
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pre-existing  peripheral  vascular  dis- 
ease. It  is  recommended  that  the  cannu- 
la be  short,  and  it  has  been  shown  that 
multiple  attempts  at  cannulation  or  he- 
matoma formation  yield  an  adverse 
prognosis.’’  ’ 

This  case  is  similar  to  the  seven  cases 
presented  by  Wyatt,  Glaves,  and  Coo- 
per in  1974.*  In  these  patients,  the  pa- 
tency of  the  arterial  line  was  main- 
tained by  a slow  infusion  (less  than  4 
mL/hr)  of  physiologic  saline  contain- 
ing heparin  (1  U/mL  using  a roller 
pump).  Histologic  evaluation  of  the 
postmortem  samples  showed  suben- 
dothelial  fibrin  deposition.  An  adjacent 
thrombus  was  present,  to  varying  ex- 
tents, proximal  to  the  position  of  the 
cannula. 

The  radial  artery  in  the  lower  fore- 
arm is  superficial  and  adjacent  to  the 
tendon  of  the  flexor  carpiradialis  mus- 
cle. At  this  level,  it  is  covered  by  skin 
and  fascia.  Numerous  small  branches 


arise  from  the  distal  radial  artery  and 
extend  to  the  skin  of  the  forearm.  These 
small  cutaneous  branches  off  the  radial 
artery  form  anastomoses  with  similar 
branches  from  the  ulnar  and  interos- 
seous arteries.  Small  branches  off  the 
radial  and  ulnar  arteries  carry  the  blood 
supply  to  the  volar  forearm  skin.^ 

Based  on  the  pathologic  findings  in 
this  case  and  the  current  knowledge  of 
the  arterial  anatomy  of  the  volar  fore- 
arm, we  believe  that  the  condition  de- 
velops from  proximal  migration  of 
thrombi  around  the  catheter  tip.  The 
ischemia  developed  proximal  to  the  ar- 
terial catheter,  and  we  suspect  that  mi- 
crothrombi adjacent  to  the  arterial 
catheter  tip  migrated  up  the  radial  ar- 
tery and  into  the  small  cutaneous 
branches  that  supply  the  volar  forearm 
skin. 

Of  the  eight  patients  discussed  here, 
six  had  full-thickness  skin  loss,  one  re- 
quired skin  grafting,  and  one  patient  re- 


fused recommended  skin  grafting. 
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ANATOMICAL  DONATIONS 

The  Anatomical  Committee  of  the  Associated  Medical  Schools  of  New  York  (AMS)  is  currently 
carrying  on  a public  education  campaign  to  encourage  anatomical  donations.  More  than  300  cadavers 
are  needed  each  year  to  serve  the  educational  and  research  needs  within  the  city,  and  in  recent  years, 
only  half  that  need  has  been  met  by  donations.  The  AMS  Anatomical  Committee  represents  1 1 medical 
and  other  health  professions  schools  in  the  New  York  Area.  The  committee  was  established  to  provide 
information  to  the  public  about  anatomical  donations  and  to  provide  assurance  that  cadavers  used  for 
educational  and  research  purposes  would  be  cared  for  with  the  utmost  respect  and  sensitivity. 

AMS  functions  as  a clearinghouse  of  information  when  patients  inquire  about  anatomical  donations. 
For  further  information  on  how  to  pledge  an  anatomical  donation,  physicians  or  their  patients  can 
contact  Liz  Rivera  at  212-643-8950,  the  Associated  Medical  Schools  of  New  York,  70  West  36th 
Street,  Suite  302,  New  York,  NY  10018. 
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given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
are  personally  acknowledged  by  the  Editor. 


UNY*Care 

TO  THE  EDITOR:  If  any  issue  should 

bring  New  York  State  physicians  to  the 
barricades,  it  should  be  the  spector  of 
UNY*Care.  The  prospect  of  the  state 
as  the  exclusive  payor  for  all  medical 
services  and  goods  exceeds  the  mal- 
practice issue  as  a threat  to  the  future  of 
practice  in  New  York. 

In  the  October  1989  issue  of  the 
Journal,^  the  leadership  of  the  Medical 
Society  of  the  State  of  New  York 
(MSSNY)  speaks  of  “great  appeal  in 
terms  of  efficiency”  in  a one-payor  sys- 
tem. It  also  states  such  a system  “must 
be  carefully  constructed,”  implying 
that  it  is  a given  that  it  will  come  to 
pass.  I fervently  hope  that  I am  never  a 
practitioner  in  such  a system,  at  the  po- 
litical mercy  of  the  state  and  whatever 
wind  is  blowing  the  strongest  in  the  leg- 
islature, or  at  the  department  of  health. 

The  MSSNY  should  oppose  a one- 
payor  system  at  all  costs,  or  else  physi- 
cians will  surely  all  be  the  certain  vic- 
tims of  an  inefficient  bureaucracy. 

JONATHAN  B.  PASTERNACK,  MD 

785  Delaware  Ave 
Delmar,  NY  12054 

1 . Foy  DF,  Menghini  MV:  The  confidential  New 
York  State  Department  of  Health  Universal  New 
York  Health  Care  (UNY*Care)  proposal:  Medical 
Society  of  the  State  of  New  York  staff  observations. 
NY  State  J Med  1989;  89:10:572-575. 

In  reply.  The  prospect  of  a New  York 
State  Department  of  Health  (NYS- 
DOH)  initiative,  UNY*Care,  has  been 
a source  of  concern  to  the  Medical  Soci- 
ety of  the  State  of  New  York 
(MSSNY)  since  early  1989.  For  exam- 
ple, the  MSSNY  Ad  Hoc  Committee 
on  Insuring  the  Uninsured  has  diligent- 
ly reviewed  and  commented  on  the  de- 
partment’s proposal  as  an  element  of  its 
overall  study  of  the  New  York  State  un- 
insured problem.  The  ad  hoc  commit- 
tee, furthermore,  invited  key  represen- 
tatives of  the  NYSDOH  to  its  October 
5,  1989,  meeting  to  elaborate  on  the 
UNY*Care  initiative.  Numerous  ques- 
tions posed  by  the  committee  members 
went  unanswered,  and  others  were  ei- 
ther partially  or  generically  answered. 

While  the  issue  of  UNY*Care  con- 


tinues to  be  foremost  in  our  delibera- 
tions concerning  the  problematic  state 
health  care  delivery  system,  we  are  en- 
couraged by  the  negative  responses  to 
the  initiative  emanating  from  the  busi- 
ness, private,  hospital,  and  health  insur- 
ance sectors.  We  believe  that  the  Socie- 
ty’s UNY*Care  analysis  which  I co- 
authored, and  which  appeared  in  the 
October  1989  issue  of  the  Journal,  was 
instrumental  in  motivating  these 
groups  to  study  the  proposal  closely  and 
to  make  public  commentary.'  Since  the 
analysis  appeared  in  the  Journal,  and 
was  disseminated  to  the  leadership  of 
these  groups,  we  received  numerous  re- 
quests for  copies  of  our  UNY*Care  as- 
sessment. Despite  the  October  1989 
publication  date,  the  findings  and  pre- 
mise of  the  article  continue  to  be  appli- 
cable today — with  one  exception. 

Although  we  had  initially  comment- 
ed about  the  potential  “appeal”  of  the 
UNY*Care  single-payor  system,  with 
the  procurement  of  further  details  we 
have  grown  even  more  skeptical  and 
concerned  about  such  a state-controlled 
arrangement.  One  major  health  insur- 
er’s recent  analysis  cites  such  a mono- 
lithic single-payor  authority  as  poten- 
tially the  largest  such  system  in  the 
country  requiring  yet  undeveloped  sup- 
porting technology  at  anticipated  great 
cost.  The  insurer  further  cites  lack  of 
data  to  allow  projections  relative  to  the 
time  required  for  the  establishment  of 
such  a system;  errors  in  estimates  of 
cost  savings  in  view  of  minimal  savings 
through  cost  efficiencies,  and  substan- 
tial duplication  of  effort  causing  signifi- 
cantly increased  administrative  costs 
for  existing  payors  and  the  UNY*Care 
single-payor  authority  itself.  This,  and 
other  assessments,  have  raised  doubts 
concerning  the  viability  of  a single-pay- 
or system  which  appears  to  be  concep- 
tually flawed. 

Even  more  fundamental  to  the  in- 
complete UNY*Care  proposal  (which, 
to  date,  has  not  revealed  its  minimum 
benefits  structure)  is  the  fact  that  the 
state’s  budgetary  problems  appear  to 
preclude  implementation  of  the  system 
in  the  foreseeable  future. 

With  state  budgetary  deficits  rang- 
ing from  $1  billion  by  the  end  of  the  fis- 


cal year  on  March  31,  and  estimates 
from  the  business  sector  and  the  afore- 
mentioned health  insurer  to  fund  the 
UNY*Care  system  ranging  from  $2.2 
billion  to  $3.7  billion,  respectively,  UN- 
Y*Care  does  not  appear  likely  to  gain 
the  necessary  funding  and  support  to 
permit  its  implementation.  Whether  it 
will  eventually  be  implemented  on  an 
incremental  basis  still  remains  uncer- 
tain, but  such  a possibility  would  also 
face  similar  obstacles. 

In  summary,  reports  from  MSSNY 
representatives  who  have  participated 
in  recent  UNY*Care  meetings  spon- 
sored by  the  state,  and  have  monitored 
the  deliberations  of  the  20-member  ex- 
pert panel  established  by  the  NYS- 
DOH to  review  and  assess  the  proposal, 
indicate  that  skepticism  and  criticisms 
about  UNY*Care  were  notably  preva- 
lent during  these  sessions.  Its  general 
credibility  is  seriously  questioned — 
particularly  in  view  of  the  state’s  fiscal 
crisis  and  its  Medicaid  track  record. 

However,  despite  UNY*Care’s  rath- 
er hostile  reception,  the  MSSNY  will 
remain  vigilant  and  monitor  further 
significant  developments. 

DONALD  F.  FOY 
Executive  Vice-President 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  11042 


Authors’  academic  affiliation 

TO  THE  EDITOR:  The  March  1990  is- 

sue of  the  Journal  contained  a letter  to 
the  editor,  “AIDS  legislation  needed.”' 
The  two  authors  of  this  article,  Ray- 
mond A.  Smego,  Jr,  MD,  and  Elizabeth 
A.  Barranco,  MD,  list  their  affiliation  as 
the  Albany  Medical  College.  They  have 
not  been  affiliated  with  the  Albany 
Medical  College  since  August  1,  1989. 
Their  views  in  no  way  reflect  the  posi- 
tion of  the  Albany  Medical  College  on 
AIDS  legislation. 

NANCY  E.  GARY,  MD 

Dean 

The  Albany  Medical  College 
Albany,  NY  12208 

1.  Smego  RA,  Barranco  EA:  AIDS  legislation 
needed.  NY  State  J Med  1990;  90:163. 
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In  reply.  Drs  Smego  and  Barranco 
wrote  and  submitted  their  letter  at  a 
time  when  they  were  still  affiliated  with 
the  Albany  Medical  College.  It  is  for 
this  reason  that  this  affiliation  was  list- 
ed on  their  published  letter. 

PASCAL  JAMES  IMPERATO.  MD 
Editor 


Claims-made  policies  and 
physician  employment  contracts 

TO  THE  EDITOR:  The  Office  of  Gener- 

al Counsel  of  the  Medical  Society  of  the 
State  of  New  York  has  received  a num- 
ber of  inquiries  from  physicians  con- 
cerning whether  a promise  by  the  em- 
ployer to  provide  the  employee  with 
liability  insurance  obligates  the  em- 
ployer to  purchase  “tail  coverage” 
when  the  claims-made  insurance  policy 
is  cancelled.  This  ordinarily  occurs 
when  the  employment  is  terminated. 
The  employee-physician  will  usually 
argue  that  the  promise  obligates  the 
employer  to  pay  for  tail  coverage.  The 
employer-physician  will  argue  that  he 
only  intended  to  provide  claims-made 
coverage  without  tail  coverage.  If  the 
parties  cannot  amicably  settle  their  dis- 
agreement, a legal  action  based  on 
breach  of  contract  may  result.  Dis- 
agreement of  this  nature  can  be  avoided 
by  drafting  an  unambiguous  employ- 
ment contract  that  clearly  defines  the 
agreement  of  the  parties.  A recent  ap- 
pellate court  ruling,  summarized  below, 
may  be  instructive  to  physicians  and  at- 
torneys who  draft  physician  employ- 
ment contracts.' 

In  the  spring  of  1986,  Doctor  C made 
an  oral  agreement  to  employ  Doctor  F. 
This  agreement  was  confirmed  in  a let- 
ter written  by  Doctor  C dated  July  29, 
1986.  The  letter  also  stated,  “liability 
insurance  will  be  provided  to  you.” 

Doctor  C purchased  a claims-made 
insurance  policy  on  behalf  of  Dr  F.  Be- 
cause of  legislation  enacted  in  1986, 
claims-made  insurance  was  the  only 
type  of  liability  insurance  available. 
Generally,  an  occurrence  policy  pro- 
vides coverage  for  all  claims  arising  out 
of  incidents  that  occur  during  the  policy 
period  no  matter  when  reported.  A 
claims-made  policy  provides  protection 
only  for  claims  that  arise  out  of  inci- 
dents that  occur  and  are  reported  while 
the  coverage  is  in  force.  As  a result  of 
Section  9 of  Chapter  266  of  the  Laws  of 
1986,  beginning  in  July  1986,  every  in- 
surer that  issues  or  renews  policies  for 
professional  medical  liability  insurance 
must  issue  such  policies  on  a claims- 


made  basis.  Physicians  who  have  occur- 
rence policies  may  elect  to  continue 
coverage  on  an  occurrence  basis.  The 
statute  requires  the  insurer  to  provide 
tail  coverage  without  charging  addi- 
tional premiums  at  the  time  of  issuance 
under  certain  circumstances.  Under  a 
claims-made  policy,  coverage  is  provid- 
ed only  if  a claim  is  made  during  the 
existence  of  the  policy.  If  such  policy  is 
terminated,  coverage  can  be  extended 
under  certain  circumstances.  If  the  in- 
sured prematurely  retires,  however, 
coverage  for  prior  acts  or  omissions  is 
only  available  through  the  acquisition 
of  extended  reporting  period  coverage 
(“tail  coverage”). 

The  employment  continued  until 
February  1 988  when  Dr  C notified  Dr  F 
that  the  employment  was  being  termi- 
nated. Dr  F decided  not  to  continue  in 
private  practice  and  canceled  her  insur- 
ance policy.  Dr  F asked  Dr  C to  pay  for 
tail  coverage  but  Dr  C refused.  As  a re- 
sult of  Dr  C’s  refusal.  Dr  F commenced 
an  action  for  breach  of  contract.  Dr  C 
contended  that  the  letter  of  July  29  was 
not  a legally  enforceable  contract.  In 
the  alternative.  Dr  C contended  that 
even  if  the  letter  was  an  enforceable 
contract,  he  had  complied  with  his  obli- 
gation to  provide  liability  insurance  by 
providing  claims-made  insurance  with- 
out tail  coverage. 

The  Appellate  Division,  Third  De- 
partment, held  that  the  July  29  letter 
was  an  enforceable  contract  and  that 
Dr  C was  required  by  the  contract  to 
pay  for  the  tail  coverage.  The  Appellate 
Division  interpreted  the  phrase  “liabil- 
ity insurance  will  be  provided  to  you”  as 
meaning  that  Dr  C had  agreed  to  pro- 
tect the  employee  against  any  liability 
the  employee  might  be  subjected  to  for 
work  done  while  in  his  employ.  The  only 
way  this  could  be  done  was  for  tail  cov- 
erage to  be  provided.  The  Appellate  Di- 
vision reminded  Dr  C of  the  often  cited 
principle  of  contract:  any  ambiguity  in 
a contract  will  be  construed  against  the 
party  drafting  the  contract. 

Physicians  contemplating  an  em- 
ployment relationship  should  fully  dis- 
cuss the  terms  and  conditions  of  em- 
ployment, and  the  written  agreement 
should  clearly  reflect  the  intention  of 
the  parties.  When  one  party  agrees  to 
provide  liability  insurance  to  the  other, 
both  parties  should  discuss  whether  the 
agreement  includes  provision  for  tail 
coverage  if  the  policy  is  cancelled  pre- 
maturely. The  employer  and  employee 
should  each  consult  legal  counsel.  At- 
torneys drafting  or  reviewing  physician 
employment  contracts  should  be  famil- 


iar with  the  differences  between  occur- 
rence and  claims-made  policies. 

DONALD  R MOY.  ESQ 
General  Counsel 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  1 1042 

1.  Frederick  c Clark.  541  NYS2d  660  (3d  Dept, 
1989). 


Avicenna,  problem  solving,  and 
creativity  during  sleep 

TO  THE  EDITOR:  One  of  the  earliest 

self-descriptions  by  a physician  regard- 
ing problem  solving  during  sleep  was 
written  by  the  renowned  Persian,  Ibn 
Sina  (980-1037),  called  Avicenna  by 
medieval  writers.  He  studied  medicine 
when  very  young  and  at  18  years  of  age 
was  already  famous.  When  he  was  21 
years  old  he  wrote  a 20-volume  encyclo- 
pedia. His  most  important  medical  pub- 
lication was  The  Canon  of  Medicine.  It 
was  divided  into  five  sections  dealing 
with  the  theory  of  medicine,  the  simpler 
drugs,  special  pathology  and  therapeu- 
tics, general  diseases,  and  the  pharma- 
copoeia. The  distinguished  medical  his- 
torian Henry  E.  Sigerist  quoted  him  in 
his  book.  The  Great  Doctors,  subtitled 
A Biographical  History  of  Medicine. 
Avicenna  stated. 

At  home  at  nights,  by  lamplight,  1 read  and  I 
wrote,  and  when  I grew  so  sleepy  that  I felt 
my  powers  of  work  were  failing  me  I drank  a 
glass  of  wine  to  restore  my  energies  and  re- 
sumed my  labors.  When  at  length  I fell 
asleep,  I was  still  so  full  of  my  studies  that 
often  on  waking  I found  that  problems 
which  had  perplexed  me  had  been  solved 
during  slumber.  Thus  I continued  my  stud- 
ies until  I had  attained  a complete  knowl- 
edge of  dialectics,  physics,  and  mathemat- 
ics. Then  I turned  to  theology  and 
metaphysics.' 

One  of  the  outstanding  examples  of 
such  problem  solving  involved  the  con- 
ception of  the  benzene  ring,  arrived  at 
by  the  German  chemist  Friedrich  Au- 
gust Kekule  von  Stradonits  (1829- 
1896).  Kekule’s  account  was  related  by 
Beveridge  when  he  wrote  about  the  art 
of  scientific  investigation.^  Kekule  visu- 
alized atoms  flitting  before  him,  then  in 
rows  turning  like  snakes,  and  finally 
one  snake  seizing  its  own  tail.  “As 
though  from  a flash  of  lightning  I 
awoke;  I occupied  the  rest  of  the  night 
in  working  out  the  consequences  of  the 
hypothesis.” 

S.  Weir  Mitchell  (1829-1914),  the 
eminent  American  neurologist  and  neu- 
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ropsychiatrist,  was  also  a novelist,  short 
story  writer,  and  poet.  His  creative  ex- 
periences composing  poems  during 
sleep,  two  of  which  were  commented  on 
by  him,  were  published.^  It  is  of  interest 
that  Ibn  Sina,  “the  Prince  of  Physi- 
cians” as  he  was  called  by  his  contem- 
poraries, and  regarded  by  Sir  William 
Osier  as  “one  of  the  greatest  names  in 
the  history  of  medicine,”  was  also  a 
poet.  He  wrote  his  scientific  works  in 
Arabic  but  his  highly  regarded  poetry 
in  his  native  Persian.  It  has  been  alleged 
that  several  quatrains  ascribed  to  Omar 
Khayyam  were  composed  much  earlier 
by  Avicenna.'* 

Problem  solving  during  sleep  by  fic- 
tional characters  occurs  in  novels  by  S. 
Weir  Mitchell,  among  others.^ 
Creativity  and  problem  solving  dur- 
ing sleep  deserve  more  scientific  atten- 
tion and  study  than  they  have  merited 
heretofore. 

JEROME  M.  SCHNECK,  MD 
Department  of  Psychiatry 
St  Vincent’s  Hospital  and  Medical  Center 
of  New  York 
153  W 11th  St 
New  York,  NY  1001 1 
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The  turbulent  years 

TO  THE  EDITOR:  The  signs  are  already 

there.  The  next  decade  will  in  all  likeli- 
hood be  turbulent  years  for  physicians. 
The  initiatives  that  emanate  from 
Washington,  DC,  and  Albany  are  an 
understandable  mix  of  proposals  and 
prayers.  They  are  put  forth  with  the 
prayerful  hope  that  they  will  not  turn 
out  to  be  disasters.  From  innumerable 
conversations  with  legislators  it  is  ap- 
parent that  they  are  only  too  well  aware 
that  the  consequences  of  some  of  their 
actions  may  lead  to  serious  problems  of 
access  to  health  care.  As  never  before, 
they  need  to  hear  from  the  physicians  in 
their  districts  as  to  what  these  proposals 
will  mean  to  patients.  This  problem  is 
even  more  pronounced  in  rural  and  in- 
ner city  areas. 

As  law  makers  consider  the  possibili- 
ties, they  need  to  understand  that  physi- 
cians cannot  be  made  the  scapegoats 


and  the  burden  carriers  for  all  the  ills  of 
a health  care  system  in  deep  trouble. 
Physicians  can  no  longer  passively  ac- 
cept plans  that  do  not  carry  the  impri- 
matur of  practicing  physicians. 

It  is  true  that  in  the  past,  generations 
of  physicians  merely  had  to  provide 
care  for  their  patients  and  a grateful  so- 
ciety protected  them  from  the  slings 
and  arrows.  This  no  longer  obtains  and 
unless  we,  as  physicians,  become  an  in- 
tegral part  of  the  process,  we  will  be 
viewed  as  part  of  the  problem. 

The  sad  fact  is  that  legislators  often 
want  to  hear  from  the  physicians  in 
their  districts  and  only  get  called  at  cri- 
sis time.  There  needs  to  be  an  ongoing 
dialogue,  not  a last  minute  attempt  to 
sway  elected  officials.  These  men  and 
women  are  intelligent,  concerned  indi- 
viduals who  are  seeking  to  make  health 
care  available  and  accessible  to  their 
constituents.  We  are  uniquely  trained 
to  furnish  the  input  and  to  forgo  this  op- 
portunity is  tantamount  to  surrender- 
ing our  patients  and  ourselves  to  a fickle 
fate  and  an  uncertain  destiny. 

RANDALL  D.  BLOOMFIELD,  MD 
Past  President 
Medical  Society  of  the  County  of  Kings 
1313  Bedford  Ave 
Brooklyn,  NY  11216 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  March  1990  issue  o/ Epidemiology 
Notes  ( Vol.  5,  No.  3),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Eosinophilia  myalgia  syndrome 

As  of  February  23, 1 990, 1 ,32 1 cases  of  the  eosinophilia 
myalgia  syndrome  (EMS)  have  been  reported  by  all  50 
states,  the  District  of  Columbia  and  Puerto  Rico  to  the 
Centers  for  Disease  Control  (CDC).  New  York  State  has 
reported  132  EMS  cases,  second  only  to  California’s  236 
reported  cases.  Fifteen  deaths  caused  by  EMS  have  been 
reported  to  the  CDC,  including  four  deaths  among  New 
York  State  residents. 

EMS  was  first  identified  in  fall  1989,  when  the  New 
Mexico  Department  of  Health  was  notified  of  three  pa- 
tients with  eosinophilia  and  severe  myalgias,  who  were 
taking  oral  preparations  of  the  amino  acid  L-tryptophan 
(LT).  Subsequent  investigation  revealed  an  additional  30 
cases  in  New  Mexico,  prompting  the  CDC  to  issue  an  ad- 
visory. 

According  to  CDC  guidelines,  “EMS  is  an  illness  char- 
acterized by  (1)  eosinophil  count  >1000  cells  per  mm,^ 
(2)  generalized  myalgia  (at  some  point  during  the  course 
of  illness)  of  severity  sufficient  to  affect  a patient’s  ability 
to  pursue  his  or  her  usual  daily  activities,  and  (3)  absence 
of  infection  or  neoplasm  that  could  account  for  1 or  2 above.” 
(Trichinosis  is  the  most  common  infection  causing  eosino- 
philia and  myalgia.)  Note,  the  use  of  LT  is  not  an  element 
of  the  case  definition. 

Almost  all  cases  of  EMS  in  the  United  States  have  been 
associated  with  the  use  of  supplemental  manufactured  L- 
tryptophan.  Approximately  2%  of  patients  nationwide  did 
not  use  LT.  The  CDC  reported  that  they  received  prelimi- 
nary reports  of  EMS  in  three  patients  who  used  only  L- 
lysine  supplements,  one  patient  who  used  niacin  and  one 
patient  who  had  used  a topical  tanning  preparation  con- 
taining LT. 

Most  manufactured  LT  distributed  in  the  United 
States  is  produced  by  five  Japanese  companies,  utilizing  a 
fermentation  process.  EMS  may  be  caused  by  a substance 
contaminating  LT  during  manufacture.  Preliminary  epi- 
demiologic evidence  from  two  states  links  LT  used  by 
EMS  patients  to  particular  lots  of  LT  manufactured  by 
one  company.  A Japanese  site  visit  by  the  Food  and  Drug 
Administration  (FDA)  as  well  as  extensive  laboratory 
analysis  by  both  the  CDC  and  the  FDA  have  not  uncov- 
ered a contaminant. 

The  epidemic  curve  of  EMS  cases  in  New  York  State 
(Fig  1 ) shows  a sharp  increase  in  early  summer  1 989  (86% 
became  ill  as  of  June  1989),  suggesting  that  a material 
may  have  recently  contaminated  LT  sold  in  the  United 
States.  Yet,  ten  EMS  patients  (10%)  became  ill  prior  to 
January  1989;  the  first  reported  illness  was  in  September 


Month  • Year 


FIGURE  1.  Date  of  onset  of  illness,  EMS  patients,  New  York  State. 

1987.  Only  two  cases  were  reported  for  December  1989 
and  none  since  then,  reflecting  the  effect  of  a ban  on  the 
sale  of  LT  imposed  in  mid-November. 

On  November  17,  1989,  the  State  Department  of 
Health  banned  the  sale  and  distribution  of  products  con- 
taining manufactured  LT.  This  order  was  modified  on 
November  24,  1989,  to  allow  the  medically  supervised  use 
of  products  containing  LT  for  purposes  of  providing  essen- 
tial nutrition  (eg,  parenteral  and  enteral  nutrition).  The 
New  York  ban  applies  to  products  containing  less  than 
100  mg.  On  March  22,  1990,  the  FDA  revised  its  ban  to 
include  products  containing  less  than  100  mg.  Although 
no  EMS  case  reported  thus  far  involved  essential  nutri- 
tional products,  the  sources  of  LT  in  a product  may  be  the 
same  as  those  in  dietary  supplements  associated  with 
EMS. 

This  report  summarizes  the  clinical  aspects  of  EMS  ex- 
perienced by  the  first  96  New  York  patients  who  were 
reported  to  the  State  or  City  Departments  of  Health. 
Most  information  has  been  gathered  through  question- 
naires. Other  information  was  gathered  from  telephone 
conversations  with  EMS  patients  and  their  physicians  or 
from  the  CDC.  All  information  is  preliminary  and  certain 
clinical  and/or  pathologic  reports  have  not  been  con- 
firmed. 

Demographics,  Host  Factors  and  LT  Use 

Patients  range  in  age  from  22  to  80  years  (mean:  51 
years);  85%  are  female,  97%  are  white,  2%  are  Hispanic 
and  one  patient  is  black.  Patients  have  been  reported  from 
26  New  York  counties;  the  greatest  number  reported  are 
from  Long  Island  (32%)  and  second  greatest  number  from 
New  York  City  (23%). 

Only  15%  of  patients  reported  having  a nonpsychiatric 
chronic  illness  prior  to  developing  EMS.  Many  reported  a 
history  of  psychiatric  disorders  including  depression,  eat- 
ing disorders,  schizophrenia,  anxiety  disorder  and/or  al- 
cohol and  substance  abuse.  Of  the  73%  of  patients  who 
supplied  information  regarding  allergies,  49%  reported  an 
allergic  history.  No  patients  were  pregnant  while  symp- 
tomatic with  EMS. 
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All  but  one  patient  reported  using  LT  prior  to  develop- 
ing EMS  symptoms;  dosages  ranged  from  500  to  8,400 
mg/day  (mean;  2,032  mg).  Nationally,  the  lowest  report- 
ed LT  dose  used  by  an  EMS  patient  was  26  mg/day.  Du- 
ration of  use  ranged  from  two  weeks  to  eight  years  before 
onset  of  symptoms  (mean:  approximately  1.5  years).  Al- 
though most  patients  developed  symptoms  prior  to  discon- 
tinuing LT,  two  developed  symptoms  two  weeks  after 
their  last  use  of  LT.  Eighty  percent  of  patients  used  LT 
daily  while  20%  used  it  intermittently.  Patients  reported 
using  24  different  brands  of  LT-containing  pills  or  cap- 
sules; two  brands  accounted  for  nearly  half  of  the  cases. 
Most  (82%)  reported  they  used  LT  for  treatment  of  in- 
somnia, with  other  less  frequently  cited  indications  in- 
cluding treatment  of  premenstrual  symptoms  (PMS),  de- 
pression, anxiety,  headaches,  sleep  apnea,  impotence  and/ 
or  eating  disorders,  as  well  as  a diet  aid. 

Clinical  Signs  and  Symptoms 

EMS  patients  manifest  a wide  variety  of  signs  and 
symptoms.  Every  organ  system  may  be  involved.  Signs 
and  symptoms  reported  by  EMS  patients  include: 

• severe  myalgias  (87%); 

• arthralgias  (49%); 

• fever  (40%) — usually  low  grade; 

• cough  or  dyspnea  (65%) — many  patients  reported 
an  upper  respiratory  infection  or  flu-like  illness  be- 
fore or  along  with  other  EMS  symptoms;  several  pa- 
tients, who  did  not  meet  the  EMS  case  definition 
because  they  did  not  have  myalgias,  had  eosinophil- 
ia  with  severe  respiratory  symptoms; 

• rash  (68%) — described  as  erythematous,  maculopa- 
pular,  and/or  urticarial;  some  patients  reported 
pruritus  without  a definite  rash; 

• neuropathy  or  neuritis  (29%) — the  most  serious 
complication  of  EMS  is  the  development  of  an  as- 
cending polyneuropathy,  which  may  continue  to 
progress  despite  discontinuing  LT;  one  patient,  who 
subsequently  died  of  a possible  arrhythmia,  devel- 
oped a near-total  quadriplegia  and  bifacial  hemipa- 
resis;  another  patient  is  currently  on  a respirator  be- 
cause of  a Guillain-Barre  like  syndrome; 

• periorbital  edema  (26%); 

• peripheral  edema  (55%) — described  as  a brawny 
nonpitting  edema,  often  extreme  with  >10-15 
pounds  of  weight  gain; 

• sclerodermiform  skin  changes  (28%) — these  skin 
changes  often  developed  following  the  initial  pre- 
sentation of  EMS; 

• alopecia  (27%). 

Other  signs  and  symptoms  reported  by  patients  include 
extreme  fatigue,  anorexia,  weakness,  itching,  skin  burn- 
ing, muscle  tenderness  and  cramping,  finger  spasms,  scalp 
tenderness,  bone  pain,  mouth  lesions,  sicca,  tachyarrhyth- 
mias, nausea,  vomiting  and  diarrhea. 

Laboratory  Features 

The  following  abnormal  laboratory  features  have  been 
reported: 


• leukocytosis  (85%)  WBC  count  ranged  from 
5,900  to  35,200  cells/mm^  with  a mean  of  15,400 
cells/mni^; 

• eosinophilia  (100%)  - the  percentage  of  eosinophils 
in  the  WBC  differential  ranged  from  13%  to  88% 
with  a mean  of  39%;  absolute  eosinophil  counts 
(WBC  X %Eosinophil)  ranged  from  1,250  to  26,750 
cells/mm^  with  a mean  of  6,570  cells/mm^; 

• abnormal  chest  X-ray — 72%  of  patients  had  a chest 
X-ray;  of  these,  13%  had  an  effusion  and  22%  had 
an  infiltrate; 

• elevated  erythrocyte  sedimentation  rate  (33%) — 
modest  elevation  (20-  50  mm/hr); 

• elevated  aldolase  (66%) — most  between  2-3  times 
normal; 

. elevated  CPK  (8%); 

• abnormal  liver  function  tests  (48%) — most  between 
2-3  times  normal; 

• pathology — a muscle  biopsy  was  obtained  from  42% 
of  the  patients.  Pathologic  findings  have  included 
vasculitis,  perivascular  inflammation,  eosinophilic 
fascitis,  myositis  and  muscle  atrophy.  Several  biop- 
sy specimens  from  the  skin,  lungs  and  cecum  of 
EMS  patients  have  revealed  inflammatory  infil- 
trates with  a predominance  of  eosinophils.  Bone 
marrow  examinations  have  been  normal  or  have 
shown  eosinophilia. 

Prognosis  and  Treatment 

A wide  spectrum  of  illness  has  been  reported  in  EMS 
patients,  with  symptoms  ranging  from  mild  to  totally  in- 
capacitating. Patients  with  milder  symptoms  appear  to 
improve  more  rapidly  and  completely  than  those  with 
more  severe  symptoms. 

Forty  percent  of  New  York  patients  with  EMS  have 
been  hospitalized  at  least  once.  Although  many  patients 
report  that  they  are  slowly  improving,  some  patients  are 
still  quite  ill  several  months  after  stopping  the  use  of  LT. 
Many  patients  report  that  their  symptoms  are  intermit- 
tent, often  worsening  as  the  day  progresses. 

The  clinical  manifestations  of  some  EMS  patients  re- 
semble those  seen  in  victims  of  the  toxic-oil  syndrome 
(TOS),  an  illness  that  affected  20,000  individuals  in  Spain 
during  1981,  which  was  associated  with  the  ingestion  of 
contaminated  rapeseed  oil.  Some  patients  with  chronic 
TOS  developed  peripheral  neuropathy  (mononeuritis 
multiplex),  thromboembolic  phenomena,  sclerodermi- 
form skin  changes,  joint  contractures  and  pulmonary  hy- 
pertension. The  specific  contaminant  linked  to  the  devel- 
opment of  TOS  has  never  been  elucidated. 

Four  EMS  patients,  all  women,  have  died;  the  first  had 
an  unwitnessed  sudden  death  two  months  after  the  devel- 
opment of  an  ascending  polyneuropathy.  A second  pa- 
tient, with  multiple  medical  problems  and  the  onset  of 
symptoms  of  EMS  in  November  1987,  died  recently  of  an 
apparent  myocardial  infarction.  A third  patient  (in  whom 
exposure  to  LT  is  uncertain)  died  of  an  apparent  hemor- 
rhagic stroke  approximately  three  months  after  develop- 
ing EMS  symptoms.  A fourth  patient,  who  was  HIV  nega- 
tive and  had  no  risk  factors  for  developing  HIV  infection. 
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died  of  Pneumocystis  carini  pneumonia  five  months  after 
developing  EMS  symptoms. 

The  most  important  therapeutic  intervention  in  EMS 
patients  is  the  elimination  of  L-tryptophan  use.  Many  phy- 
sicians have  been  treating  their  patients  with  high  dose 
steroids.  They  report  that  while  the  eosinophilia  resolves 
rapidly  following  the  initiation  of  steroid  therapy,  symp- 
tomatic improvement  often  lags.  Symptoms  and/or  eosin- 
ophilia often  recur  in  patients  who  are  too  rapidly  weaned 
from  steroids.  Some  patients  have  been  maintained  on  at 
least  low  dose  alternate  day  steroid  therapy  for  months. 
Other  experimental  therapies  are  currently  being  evaluat- 
ed. 

The  State  and  City  Departments  of  Health  are  current- 
ly conducting  several  studies  evaluating  the  clinical  course 
of  EMS  and  possible  etiologic  factors.  Physicians  who 
know  of  possible  cases  are  encouraged  to  contact  the  De- 
partment of  Health  at  (5 1 8)  458-6228  or  the  City  Health 
Department  at  (212)  566-7187.  Confidentiality  of  all 
medical  information  will  be  maintained  pursuant  to  the 
Public  Health  Law. 
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Injury  mortality  in  New  York  State 

Nationwide,  injuries  are  the  fourth  leading  cause  of 
death,  and  the  leading  cause  of  death  for  people  between 
the  ages  of  1 and  44.  The  National  Committee  for  Injury 
Prevention  and  Control  estimates  “ . . .on  an  average 
day,  more  than  170,000  men,  women,  and  children  are 


injured  seriously  enough  to  need  medical  care;  nearly  400 
die  as  a result  of  their  injuries.”'  In  1985,  there  were 
155,665  injury  deaths  in  the  United  States,  giving  an  an- 
nual rate  of  65.7  deaths  per  100,000  residents.^  Since  inju- 
ry mortality  rates  vary  with  sociocultural  factors  and 
among  geographic  regions,  this  article  examines  injury 
mortality  more  closely  on  a statewide  basis. 

Injury  mortality  data  were  obtained  from  death  records 
of  state  residents  between  1984  and  1988.  Five  years  of 
data  were  examined  to  minimize  random  fluctuations  in 
smaller  subsamples  and  injury  categories.  Injury  deaths 
were  defined  as  those  deaths  listing  an  ICD-9-CM  E code 
(E800-999)  as  the  underlying  cause  of  death.  A small 
number  of  deaths  were  excluded,  such  as  surgical/medi- 
cal misadventures  and  complications  (E870-879),  adverse 
therapeutic  drug  use  (E930-949),  legal  intervention 
(E970-978)  and  operations  of  war  (E990-999).  The  re- 
maining injury  deaths  were  classified  into  three  groups: 
unintentional,  intentional  (suicide  and  homicide)  and  un- 
determined intention.  Unintentional  deaths  were  further 
classified  into  subcategories  based  on  the  agent  of  death 
(eg,  motor  vehicle). 

Annual  population  size  estimates  were  obtained  from 
the  Bureau  of  Biometrics  of  the  New  York  State  Depart- 
ment of  Health.  Average  annual  rates  were  obtained  by 
dividing  the  cumulative  number  of  deaths  by  the  cumula- 
tive population  size. 

For  the  five-year  period  1984-1988,  there  were  43,886 
injury  deaths  in  New  York  State,  an  average  of  8,777 
deaths  per  year.  The  annual  rate  of  all  injury  deaths  in 
New  York  State  is  49.5  per  100,000  residents.  The  ten 
leading  causes  of  injury  death,  shown  in  Table  I,  account 
for  95%  of  all  injury  deaths  in  the  state. 

Statewide,  the  leading  cause  of  injury  death  is  motor 
vehicle  incidents  (24.7%),  followed  by  homicide  (22.0%), 
suicide  (18.0%),  falls  (10.2%)  and  those  where  intention  is 
unknown  (in  8.6%  of  these,  the  major  subcategory  is  poi- 
soning deaths).  The  annual  injury  death  rate  for  New 
York  City  (55.8  per  100,000  residents)  is  significantly 
higher  {p  < 0.001)  than  that  of  the  remainder  of  the  state 
(45.1  per  100,000  residents).  The  leading  cause  of  injury 


TABLE  I.  Top  Ten  Causes  of  Injury  Death  In  New  York  State,  1984-1988 


Category 

ICD-9  codes 

New  York  State 

New  York  City 

Remainder  of 
New  York  State 

Number 

Rank 

Rate 

Number 

Rank 

Rate 

Number 

Rank 

Rate 

Unintentional 

Motor  vehicle 

E810-819 

10853 

1 

12.2 

2788 

3 

7.7 

8065 

1 

15.4 

Drowning 

E830,832,910 

1081 

8 

1.2 

330 

7 

0.9 

751 

9 

1.4 

Poisoning 

E850-869 

906 

9 

1.0 

82 

9 

0.2 

824 

7 

1.6 

Falls 

E880-888 

4488 

4 

5.1 

2084 

5 

5.8 

2404 

3 

4.6 

Fire 

E890-899 

1645 

6 

1.9 

616 

6 

1.7 

1029 

5 

2.0 

Environmental 

E900-909 

277 

10 

0.3 

57 

10 

0.2 

220 

10 

0.4 

Choking/suffocation 

E911-913 

1171 

7 

1.3 

220 

8 

0.6 

951 

6 

1.8 

Intentional 

Suicide 

E950-959 

7919 

3 

8.9 

2708 

4 

7.5 

5211 

2 

9.9 

Homicide 

E960-969 

9644 

2 

10.9 

7846 

1 

21.7 

1798 

4 

3.4 

Intent  undetermined 

E980-989 

3771 

5 

4.3 

3004 

2 

8.3 

767 

8 

1.5 

All  other  unintentional 

2131 

4.9 

464 

1.3 

1667 

3.2 

All  injury  deaths 

43886 

49.5 

20199 

55.8 

23867 

45.1 

Note:  the  number  of  deaths  refers  to  the  5 year  total.  Rates  are  annual  rates  per  100,000  residents. 
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death  in  New  York  City  is  homicide,  whereas  the  leading 
cause  of  injury  death  for  the  remainder  of  the  state  is  mo- 
tor vehicle  incidents.  The  statewide  rate  of  injury  deaths  is 
74.8  per  100,000  male  residents  and  26.7  per  100,000  fe- 
male residents,  a highly  significant  difference 
{p  < 0.001).  In  New  York  City,  the  male  rate  is  90.0  and 
the  female  rate  is  26.7.  For  the  remainder  of  the  state,  the 
male  rate  is  64.8  and  the  female  rate  is  26.7. 

Further  breakdown  is  presented  in  Table  II,  where  the 
leading  cause  of  injury  death  by  sex,  age  group,  and  region 
is  listed.  The  leading  cause  of  injury  death  statewide  is 
homicide  for  males  and  motor  vehicle  incidents  for  fe- 
males. In  New  York  City,  the  leading  cause  of  injury 
death  for  both  sexes  is  homicide,  and  for  the  remainder  of 
the  state  the  leading  cause  of  injury  death  (both  sexes)  is 
motor  vehicle  incidents.  In  New  York  City,  homicide  is 
the  leading  cause  of  injury  death  for  all  age  groups  except 
for  those  5-14  (motor  vehicle)  and  those  over  65  (falls). 
For  the  remainder  of  the  state,  fire  is  the  leading  cause  of 
injury  death  for  those  0-4  years  of  age,  motor  vehicle  inci- 
dents for  those  5-44  years  of  age,  suicide  for  those  45-64 
years  of  age  and  falls  for  those  over  65  years  of  age.  The 
results  of  this  analysis  indicate  that,  while  injuries  are  a 
major  cause  of  death  in  New  York  State,  specific  causes  of 
injury  death  vary  by  sex,  age  and  region.  This  information 
is  useful  in  surveillance  efforts,  in  targeting  injury  preven- 
tion programs  to  those  at  risk  for  specific  causes  of  injury 
deaths  and  in  measuring  the  success  of  these  programs. 

Further  information  is  available  from  the  Injury  Con- 
trol Program,  Division  of  Epidemiology,  (518)  473-1 143. 
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TABLE  II.  Leading  Cause  of  Injury  Death  by  Sex,  Age  and 
Region,  1984-1988 


Age  Group 
By  Region 

Males 

Females 

Total 

New  York  State 

0-4 

Homicide 

Fire 

Homicide 

5-14 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

15-24 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

25-44 

Homicide 

Motor  Vehicle 

Homicide 

45-64 

Suicide 

Motor  Vehicle 

Suicide 

65+ 

Falls 

Falls 

Falls 

Total 

Homicide 

Motor  Vehicle 

Motor  Vehicle 

New  York  City 

0-4 

Homicide 

Homicide 

Homicide 

5-14 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

15-24 

Homicide 

Homicide 

Homicide 

25-44 

Homicide 

Homicide 

Homicide 

45-64 

Homicide 

Suicide 

Homicide 

65+ 

Falls 

Falls 

Falls 

Total 

Homicide 

Homicide 

Homicide 

Remainder  of 
New  York  State 
0-4 

Fire 

Fire 

Fire 

5-14 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

15-24 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

25-44 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 

45-64 

Suicide 

Motor  Vehicle 

Suicide 

65+ 

Falls 

Falls 

Falls 

Total 

Motor  Vehicle 

Motor  Vehicle 

Motor  Vehicle 
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BOOK  REVIEWS 


MERRITT’S  TEXTBOOK  OF 
NEUROLOGY 

Eighth  Edition.  Edited  by  Lewis  P. 
Rowland,  MD.  964  pp,  illustrated.  Phil- 
adelphia, Pa,  Lea  & Febiger,  1989. 
$67.50  (hardcover) 

For  three  decades  this  book  has  been 
recognized  as  a standard  in  clinical  neu- 
rology. Conceived  as  a basic  yet  com- 
prehensive volume,  the  book  was  auth- 
ored solely  by  Dr  Merritt  for  the  first 
six  editions.  This  revision  contains  the 
work  of  75  contributing  authors,  many 
of  them  students  of  Dr  Merritt  who 
have  become  leaders  in  the  field.  Editor 
Dr  Lewis  Rowland,  a renowned  expert 
in  neuromuscular  disease,  provides  the 
editorial  prowess  which  unifies  the 
book  into  a coherent  work.  The  authors’ 
collective  goal  is  simple:  “to  provide  a 
historical  document  by  Dr  Merritt’s 
students  and  to  do  that  in  a way  that  he 
would  have  approved  of:  making  a text- 
book that  would  be  useful.’’ 

The  work  is  encyclopedic  with  162 
sections  categorically  grouped  into  22 
chapters.  The  sections  are  subject  spe- 
cific and  can  be  read  as  independent  en- 
tries. Every  section  concludes  with  a 
pertinent  list  of  references. 

The  first  chapter  develops  a clinical 
approach  to  common  neurological  com- 
plaints. Alterations  in  consciousness 
and  cognition,  aphasia,  apraxia,  pain, 
paralysis,  involuntary  movements,  and 
disorders  of  gait  and  of  the  special 
senses  are  individually  considered.  Dif- 
ferential diagnoses  are  presented  with 
taut  clarity.  Although  the  lack  of  ana- 
tomical illustrations  may  hinder  the 
nonspecialist  reader,  the  chapter  is 
memorable  for  its  lucid  presentation 
and  completeness. 

Subsequent  chapters  detail  the  fun- 
damental disease  categories.  Infec- 
tious, vascular,  tumor-related,  trau- 
matic, degenerative,  neuromuscular, 
demyelinating,  paroxysmal,  pediatric, 
and  movement  disorders  are  presented, 
along  with  the  neurology  of  systemic  ill- 
nesses. 

These  chapters  are  contemporary, 
authoritative,  and  comprehensive.  A 
generous  use  of  tables  allows  for  rapid 
assimilation  and  comparison,  which  is 
especially  useful  in  the  pediatric  sec- 
tions. Numerous  photographs  highlight 
the  topics.  Their  reproduction  is  of  ex- 
ceptional quality  and  permits  demon- 


stration of  precise  detail.  Clinical, 
pathological,  and  radiographic  illustra- 
tions are  presented.  The  emerging  diag- 
nostic importance  of  magnetic  reso- 
nance imaging  is  evidenced  by  the 
number  of  scans  included  in  this  revi- 
sion. Discussions  of  current  pharma- 
cotherapeutics  appear  in  the  various 
treatment  paragraphs.  Duly  noted  is 
the  expansion  of  the  neurological  phar- 
macopeia by  calcium  channel  blockers, 
MAO  B inhibitors,  botulinum  toxin, 
antivirals,  and  newer  generation  antibi- 
otics. 

Novel  or  revised  entries  for  this  edi- 
tion include  the  following  sections:  HIV 
infection,  Lyme  disease,  neuro-oncolo- 
gy, the  neurology  of  pregnancy,  mito- 
chondrial and  peroxisomal  diseases, 
sleep  disorders,  drug  abuse,  tropical 
myelopathies,  and  intracranial  hyper- 
tension. The  differential  diagnosis  of 
cerebral  degenerations  of  childhood 
and  respiratory  care  in  neurological  pa- 
tients are  particularly  well  done  and  in- 
formative. However,  the  intrinsic  com- 
plexities of  molecular  biology, 
neurogenetics,  and  critical  care  neurol- 
ogy would  be  better  served  by  individ- 
ually dedicated  sections.  Likewise,  a 
section  exploring  the  theoretical  origins 
of  electrodiagnostic  techniques  (EMG, 
evoked  potentials,  quantitative  EEG) 
would  be  useful  in  clarifying  their  clini- 
cal utility. 

This  edition  of  Merritt’s  Textbook  of 
Neurology  continues  the  book’s  legacy 
as  a premier  text  and  an  authoritative 
reference  work.  It  remains  a required 
acquisition  for  medical  libraries  and  for 
serious  students  of  clinical  neurology. 

RICHARD  M HANSON.  MD 
New  York  Veterans  Administration 
Hospital 
New  York,  NY  10010 


THE  TRUTH  ABOUT  HERPES 

Third  Edition.  By  Stephen  L.  Sacks, 
MD.  216  pp,  illustrated.  Seattle,  Wa, 
Gordon  Soules  Book  Publishers  Ltd, 
1988.  $14.95  (paperback) 

Sexually  transmitted  diseases  have 
always  lent  themselves  well  to  “bath- 
room humor”  and  inaccurate  rumor. 
Infection  with  herpes  virus  can  be  pain- 
ful, debilitating,  and  a source  of  great 
embarrassment,  especially  to  those  pa- 
tients who  are  affected  but  remain  un- 


aware of  the  true  nature  of  the  disease. 
In  his  book.  The  Truth  About  Herpes, 
Dr  Stephen  L.  Sacks  attempts  to  clear 
up  the  misconceptions  surrounding  the 
disease  and  inform  the  public  at  the 
same  time. 

Dr  Sacks  is  associate  professor  of 
medicine  at  the  University  of  British 
Columbia,  and  the  founder/director  of 
its  herpes  clinic.  He  is  a specialist  in  in- 
fectious disease  with  specific  interest  in 
genital  herpes.  Although  not  a medical 
textbook  in  the  strictest  sense,  this  book 
provides  quite  detailed  and  generally 
accurate  information  about  the  disease. 
Inevitably,  Dr  Sacks’  individual  philos- 
ophy about  various  management  op- 
tions is  presented  in  the  book,  though  he 
is  quick  to  point  out  which  statements 
involve  personal  bias. 

This  book  is  especially  well  suited  to 
the  lay  community.  It  is  generally  writ- 
ten in  a “question  and  answer”  format, 
making  it  easy  to  find  information  on  a 
specific  topic.  Specific  discussions  in- 
clude a description  of  the  virus  itself, 
potential  symptoms,  methods  of  diag- 
nosis and  modes  of  transmission.  One 
chapter  that  may  prove  especially  use- 
ful is  that  of  the  “psychology  of  her- 
pes,” in  which  Dr  Sacks  explores  the 
normal  feelings  of  anger  and  guilt  asso- 
ciated with  the  disease  and  offers  sug- 
gestions about  its  discussion. 

Description  of  the  herpes  virus  is  giv- 
en in  a complete  yet  easily  comprehen- 
sible manner.  The  subject  of  herpes  in- 
fection is  discussed  in  great  detail  for  a 
nonmedical  text,  and  it  should  be  easily 
understandable  by  those  not  directly  in- 
volved in  the  health  care  professions. 
References  are  supplied  at  the  end  of 
the  book  for  further  reading.  Illustra- 
tions and  photographs  are  provided  and 
are  especially  useful  when  discussing  a 
disease  whose  potential  transmission 
depends  on  detection  of  physical  char- 
acteristics. Factual  information  is  pre- 
sented as  such,  and  for  the  most  part 
correctly.  One  exception  is  in  the  dis- 
cussion of  herpes  infection  in  the  preg- 
nant patient;  the  new  American  College 
of  Obstetrics  and  Gynecology  (ACOG) 
recommendations  suggest  that  weekly 
herpes  cultures  are  no  longer  required 
and  the  only  indication  for  cesarean 
section  is  that  of  the  presence  of  prodro- 
mal symptoms  or  an  active  lesion.  As 
Dr  Sacks  himself  states,  weekly  cul- 
tures have  not  been  shown  to  be  effec- 
tive and  this  small  error  results  from  the 
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ACOG  change  after  the  book  had  al- 
ready been  printed. 

It  appears  that  this  book  was  written 
specifically  for  the  lay  public,  and  is  one 
of  the  best  texts  written  in  such  a man- 
ner to  date.  It  is  forthright  and  honest, 
yet  is  not  intimidating  or  pessimistic  in 
its  discussion.  Herpes  is  a continually 
growing  problem  all  over  the  world,  but 
there  has  been  less  and  less  discussion 
of  it  in  the  media  lately  as  a result  of  the 
growing  AIDS  epidemic.  Infection  with 
the  herpes  virus  is  no  less  real  to  these 
patients,  and  Dr  Sacks’  book  should 
provide  an  excellent  source  of  informa- 
tion and  comfort  to  them. 

CONNIE  R.  LINDENBAUM,  MD 
Hospital  of  the  University  of  Pennsylvania 
Philadelphia,  PA  19104 


HEART  DISEASE  IN  INFANTS, 
CHILDREN,  AND  ADOLESCENTS 

Fourth  Edition.  Edited  by  Forrest  H. 
Adams,  MD,  George  C.  Emmanoui- 
lides,  MD,  and  Thomas  A.  Riemen- 
schneider,  MD.  1,066  pp,  illustrated. 
Baltimore,  Md,  Williams  & Wilkins, 
1989.  $149.95  (hardcover) 

This  voluminous  book  ( 1 ,066  pages) 
is  the  fourth  edition  of  the  leading  text- 
book for  the  diagnosis  and  management 
of  heart  diseases  in  children.  Since  the 
first  edition,  published  over  20  years 
ago,  there  have  been  many  advances  in 
pediatric  cardiology,  with  perhaps  the 
most  significant  advances  in  both  diag- 
nostic techniques  and  treatment  made 
between  the  appearance  of  the  third 
and  fourth  editions.  Similar  to  the  pre- 
vious edition,  this  new  volume  covers 
the  subject  thoroughly  with  proper  em- 
phasis on  new  developments  in  the  field. 

More  than  100  authors  have  contrib- 
uted to  this  edition,  most  of  them 
known  authorities  and  leaders  in  their 
respective  fields.  Therefore,  the  specific 
chapters  and  statements  made  carry 
special  weight.  It  is  a timely  and  useful 
edition  during  this  period  of  revolution- 
ary strides  in  this  field. 

The  general  layout  of  the  book  has 
been  preserved  and  includes  sections  on 
general  cardiology,  congenital  defects, 
infectious  diseases,  connective  tissue, 
metabolic  and  degenerative  diseases, 
and  general  problems  in  pediatric  car- 
diology. Many  new  chapters  have  been 
added  or  thoroughly  reviewed. 

In  the  section  on  general  cardiology, 
the  chapter  on  the  development  of  the 
cardiovascular  system  has  been  reintro- 
duced. The  recent  advances  in  Doppler 


ultrasound  are  properly  presented  with 
a new  chapter  by  a leading  authority  in 
the  field  devoted  to  this  emerging  tech- 
nique. 

Similarly,  a new  chapter  on  magnetic 
resonance  imaging  with  excellent  pic- 
tures and  brief  sections  on  magnetic 
resonance  flow  studies  and  myocardial 
uptake  techniques  increases  our  appe- 
tite for  the  future  applications  of  this 
new  and  promising  technique.  The  in- 
vasive diagnostic  section  is  excellent, 
with  chapters  on  both  diagnostic  and 
therapeutic  cardiac  catheterization. 
The  chapter  devoted  to  invasive  electro- 
physiologic  studies  is  very  brief.  One  is 
led  to  believe  that  the  editors  felt  that 
expanded  information  on  this  subject  is 
probably  beyond  the  scope  of  this  text- 
book and  should  be  found  in  other 
books  especially  devoted  to  this  topic. 
The  brief  section  on  myocardial  biop- 
sies is  written  by  a pioneer  in  this  field. 

The  second  section,  on  congenital  de- 
fects, has  mostly  remained  without 
change.  The  introduction  of  a new 
chapter  on  the  difficult  subject  of  pul- 
monary atresia  and  ventricular  septal 
defect  is  proper,  and  although  the  au- 
thors concede  to  the  difficulties  associ- 
ated with  managing  such  patients,  the 
general  impression  still  may  be  some- 
what more  optimistic  and  rosy  than 
many  of  us  feel  when  taking  care  of 
such  patients.  A welcome  addition  to 
this  section  is  the  expanded  chapters 
devoted  to  the  adult  with  congenital 
heart  disease,  either  prior  to  heart  sur- 
gery, or  following  it.  The  new  chapter 
on  pregnancy  and  congenital  heart  dis- 
ease is  also  a welcome  addition.  The 
subject  of  the  adult  with  a treated  con- 
genital heart  disease  is  assuming  a more 
significant  role  as  more  and  more  pa- 
tients with  treated  congenital  heart  dis- 
ease become  adults. 

Sections  three  and  four  underwent 
relatively  minor  upgrading  and  one 
wonders  whether  the  discussion  of 
Kawasaki’s  disease  should  not  be  sig- 
nificantly expanded.  It  seems  that  the 
current  practitioner  faces  many  more 
patients  with  Kawasaki’s  disease  with 
cardiovascular  complications  than  pa- 
tients with  acute  rheumatic  fever  and 
rheumatic  heart  disease. 

The  last  section  on  special  problems 
of  pediatric  cardiology  has  been  signifi- 
cantly expanded  with  excellent  and 
timely  chapters  on  prenatal  diagnosis 
and  fetal  monitoring,  persistent  pulmo- 
nary hypertension  in  the  newborn,  and 
timely  chapters  on  shock  and  transplan- 
tation. The  role  echocardiography  has 
assumed  in  the  diagnosis  of  congenital 


heart  disease  is  probably  best  demon- 
strated in  the  chapter  on  cardiac  sur- 
gery without  cardiac  catheterization. 
In  this  section,  there  is  a brief  discus- 
sion of  ambulatory  electrocardiogra- 
phy, which  probably  should  be  placed 
with  other  non-invasive  diagnostic 
techniques  presented  in  the  general  sec- 
tion on  cardiology.  It  is  of  interest  that 
this  section  is  the  only  one  where  the  is- 
sue of  sudden  infant  death  syndrome  is 
mentioned.  Sudden  infant  death  syn- 
drome accounts  for  the  death  of  2-5  out 
of  1,000  infants,  perhaps  more  deaths 
than  those  resulting  from  congenital 
heart  disease.  Whereas  many  rare  syn- 
dromes are  cited  in  the  index,  no  men- 
tion of  sudden  infant  death  syndrome,  a 
topic  of  significant  public  and  profes- 
sional concern,  can  be  found.  A chapter 
devoted  to  the  general  discussion  of 
sudden  death  in  the  pediatric  popula- 
tion is  missing  in  the  volume;  such  a dis- 
cussion belongs  among  the  chapters  on 
pulmonary  hypertension,  heart  failure, 
and  shock. 

In  general,  the  quality,  accuracy  and 
clarity  of  the  book  are  outstanding. 
Many  readers  of  previous  editions  will 
find  the  general  organization,  style,  and 
technical  features  of  this  edition  famil- 
iar. There  is  no  question  that  the  vol- 
ume is  an  outstanding  and  timely  addi- 
tion in  this  field,  and  indeed  with  time 
has  become  the  leading  publication  on 
this  subject. 

EHUD  KRONGRAD.  MD 
Columbia  University  College  of  Physicians 

& Surgeons 
New  York,  NY  10032 


BILIARY  TRACT  SURGERY:  TACTICS 
AND  TECHNIQUES 

By  Jacob  A.  Glassman,  md.  416  pp,  il- 
lustrated. New  York,  Macmillan  Pub- 
lishing Co,  1989.  $90.00  (hardcover) 

This  book  deals  with  biliary  tract  sur- 
gery and  the  events  preceding  it.  The 
author  is  a surgeon  with  a lifetime  prac- 
tice and  interest  in  surgery.  He  is  a gad- 
geteer  who  has  fashioned  many  instru- 
ment models  to  aid  in  biliary  surgery, 
some  of  which  have  found  only  limited 
acceptance  among  other  surgeons.  The 
book  covers  an  enormous  area,  from  liv- 
er transplantation  to  chemical  dissolu- 
tion of  gallstones.  While  the  parts  are  of 
interest,  some  entries  seem  to  have  been 
written  quite  some  time  before  publica- 
tion of  the  book.  These  have  been  up- 
dated by  addendums  by  the  authors. 
The  editing  of  the  book  is  somewhat  de- 
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ficient,  ie,  authors’  initials  are  mixed 
and  the  legends  do  not  always  corre- 
spond to  the  illustrations.  The  author’s 
prose  is  written  from  quite  a personal 
viewpoint,  and  at  times  he  adds  case  re- 
ports to  his  discussions.  The  value  of 
these  is  sometimes  debatable.  There  are 
many  well  written  chapters  in  this  book 
and  the  principal  author’s  discussions 
are  often  a pleasure  to  read.  They  are 
obviously  the  thoughts  of  a man  who 
has  been  deeply  immersed  in  his  under- 
taking. The  book  sells  for  $90  and  is 
thus  probably  out  of  reach  except  for 
those  with  a special  interest  in  the  field. 
For  these,  the  book  makes  interesting 
reading  and  will  provide  productive 
thoughts  with  respect  to  many  of  the 
problems  facing  the  biliary  tract  surgeon. 

BJORN  THORBJARNARSON.  MD 
Cornell  University  Medical  Center-New 
York  Hospital 
New  York,  NY  10021 


THE  RIGHTS  OF  PATIENTS 

Second  Edition.  By  George  J.  Annas, 
JD,  MPH.  312  pp.  Carbondale,  111, 
Southern  Illinois  University  Press, 
1989.  $8.95  (paperback) 

This  book  is  part  of  a series  of  Ameri- 
can Civil  Liberties  Union  handbooks.  It 
is  meant  to  serve  as  a guide  for  hospital 
patients  and  their  families  so  that  they 
can  be  aware  of  both  their  ethical  and 
legal  rights  in  dealing  with  the  health 
care  system  and  particularly  hospitals. 

George  Annas,  a professor  of  health 
law  and  a frequent  author  of  articles  on 
medical  ethics,  is  extremely  well  quali- 
fied to  present  this  material. 

I believe  this  book  to  be  a valuable 
addition  to  the  library  of  any  practicing 
physician  or  health  care  administrator 
as  it  presents  an  excellent  overview  of 
major  medical  legal  issues  from  the 
point  of  view  of  patient  rights.  A most 
difficult  feature  that  is  handled  quite 
well  is  that  laws  differ  from  one  state  to 


another.  This  problem  is  overcome 
through  citing  certain  examples  and 
providing  the  ethical  underpinning  for 
the  creation  of  legislation  covering  a 
subject.  Also,  the  author  discusses  cer- 
tain areas  where  the  rights  of  patients 
are  limited  by  the  rights  of  the  practi- 
tioner or  hospital.  For  example,  while  a 
patient  has  the  right  to  refuse  specific 
treatment,  if  a patient  consistently  re- 
fuses to  participate  in  any  treatment  the 
hospital  might  be  justified  in  asking  the 
patient  to  leave. 

On  the  whole,  I found  this  book  to  be 
a balanced  approach  to  the  subject  of 
patients’  rights  with  the  exception  of 
certain  areas  alluding  to  an  adversarial 
relationship  between  the  patient  and 
the  hospital.  As  a hospital  administra- 
tor, I find  that  some  statements  made  in 
this  book  contribute  to  this  adversarial 
relationship,  for  example,  “Even  if  you 
are  unable  (or  unwilling)  to  read  the 
book,  people  have  reported  that  their 
care  in  hospitals  has  improved  simply 
by  having  the  book  on  their  bedside  ta- 
ble.” This  statement  does  not  serve  any 
positive  purpose.  The  chapter  on  “The 
Patients’  Rights  Advocate”  is  also,  in 
my  mind,  questionable. 

I think  this  book  makes  excellent 
reading  for  the  health  care  professional, 
but  may  be  tedious  and  difficult  for  the 
average  patient. 

HENRY  LOBE.  MPA 
Mary  Immaculate  Hospital 

Jamaica,  NY  1 1432 


BLOOD,  SWEAT,  AND  CHEERS 

By  Sir  Ian  Fraser,  150  pp.  London, 
British  Medical  Journal,  1989.  $29.00 
(hardcover) 

This  very  pleasant  partial  autobiog- 
raphy by  the  late  Sir  Ian  Fraser  covers 
60  years  of  surgical  experience  that  be- 
gan after  the  First  World  War.  It  also 
cover  his  active  duty  in  the  Second 
World  War  and  ends  in  1988.  A suc- 


cessful practitioner,  he  was  selected  by 
his  colleagues  to  serve  as  President  of 
the  Royal  College  of  Surgeons  in  Ire- 
land as  well  as  President  of  the  British 
Medical  Association.  Sir  Ian  writes 
very  well.  His  choice  of  words  and 
phrases  reveals  a keen  sense  of  humor  in 
a modest  man  who  loved  his  profession 
and  shared  a happy  home  life  with  a 
loving  wife  and  family.  He  tells  his  sto- 
ry succinctly  and  uses  a continuous  se- 
ries of  anecdotes  to  portray  the  changes 
that  occurred  in  surgery  during  his  life- 
time. I liked  his  reference  to  the  “three 
A’s  appearing  in  the  19th  century — an- 
aesthesia, antisepsis  and  asepsis”  and 
their  relationship  to  the  rapid  advances 
made  in  the  20th  century.  He  pays  spe- 
cial tribute  to  Von  Bergmann  (1880s) 
who  introduced  asepsis  in  surgery  to 
“prevent  the  germ”  in  contradistinction 
to  Lister’s  “kill  the  germ.” 

Sir  Ian’s  story  is  familiar  and  his  con- 
temporaries, of  whom  I am  one,  will  en- 
joy his  reminiscences.  We  mourn  the 
death  of  clinicians  like  the  author.  He 
was  obviously  influenced  by  his  father 
and  grandfather  both  of  whom  were 
general  practitioners.  The  latter  and  a 
district  nurse  made  a house  call  on  a pa- 
tient afflicted  with  typhoid  fever.  The 
patient  recovered  but  Sir  Ian’s  grandfa- 
ther and  nurse  died  of  the  disease. 

The  illustrations  by  Chrislaine  How- 
ard, sketched  in  black  and  white,  are 
excellent. 

I suspect  that  modesty  has  deprived 
us  of  many  interesting,  educational, 
and  historical  stories  of  the  lives  of 
prominent  physicians  who  influenced 
most  of  us.  I long  for  Ian  Fraser  types  of 
memoirs  written  by  my  old  chief.  Dr 
William  Dock,  and  by  others.  All  of  us 
have  personal  favorites;  please  forgive 
my  self-serving  selection.  Read  this 
gem  and  join  me  in  thanking  Sir  Ian. 

JULIUS  E.  STOLEI.  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
420  Clarkson  Ave 
Brooklyn,  NY  11203 
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NEWS  BRIEFS 


Treatment  of  acute  spinal-cord  injury  with 
methylprednisolone  shows  promise 

Methylprednisolone  is  believed  to  have  two  major  ef- 
fects on  injured  spinal  cords  beyond  its  ability  to  activate 
corticosteroid  receptors:  enhancing  the  flow  of  blood;  and 
blocking  the  lipid  peroxidation  and  hydrolysis  that  results 
in  breakdown  of  membrane.  Findings  from  the  National 
Acute  Spinal  Cord  Injury  Study  2 (NASCIS  2)  demon- 
strate “a  significant  improvement  in  motor  function  and 
the  sensations  of  pinprick  and  touch  six  weeks  and  six 
months  after  injury  in  the  patients  treated  with  methyl- 
prednisolone” {N  Engl  J Med  1990;  322:1405-1411). 

Bracken  et  al  compared  the  effects  of  methylpredniso- 
lone, naloxone,  and  a placebo  on  the  motor  and  sensory 
outcomes  of  patients  with  spinal  cord  injuries.  Patients,  all 
of  whom  entered  the  study  within  12  hours  of  their  inju- 
ries, were  randomly  grouped  according  to  three  treatment 
protocols:  methylprednisolone;  naloxone;  or  placebo. 
Methylprednisolone  was  administered  in  a 30  mg/kg  bo- 
lus dose  over  a 1 5-minute  period,  followed  by  a 45-minute 
period  with  no  drug,  and  then  a 23-hour  maintenance  in- 
fusion given  at  5.4  mg/kg/hour.  The  naloxone  bolus  dose 
was  5.4  mg/kg,  with  a maintenance  dose  of  4.0  mg/kg/hr 
begun  after  the  45-minute  waiting  period. 

Testing  for  neurologic  function  was  performed  on  ad- 
mission to  the  hospital  and  after  six  weeks  and  six  months. 
Assessment  of  motor  function  was  based  on  measure- 
ments of  muscle  contraction.  Sensory  studies  included 
pinprick  and  light  touch  tests.  The  authors  analyzed  the 
data  in  light  of  the  severity  of  injury  and  the  time  elapsed 
between  the  injury  and  the  administration  of  a loading 
dose  (greater  than  or  less  than  eight  hours). 

Six  weeks  after  injury,  an  evaluation  of  all  the  patients 
revealed  greater  improvement  in  pinprick  and  touch  sen- 
sations for  patients  who  received  methylprednisolone, 
compared  to  placebo,  with  no  differences  in  motor  func- 
tion. However,  for  patients  who  received  methylpredniso- 
lone within  eight  hours  of  injury,  there  was  significant  im- 
provement in  motor  function  and  touch  compared  to  the 
placebo  group.  No  significant  changes  in  neurologic  func- 
tion were  evident  for  the  naxolone  group.  The  greater  im- 
provement in  motor  function  for  patients  who  received 
methylprednisolone  within  eight  hours  of  injury  persisted 
at  the  six-month  evaluation.  These  patients  also  had 
heightened  sensory  function  at  six  months. 

Methylprednisolone  produced  improved  neurologic 
function  in  patients  with  more  severe  and  less  severe  spinal 
cord  injuries.  “Clearly,  any  notion  that  patients  seen  in  the 
emergency  room  with  complete  spinal-cord  injuries  will 
be  unresponsive  to  therapy  must  be  reconsidered,”  ob- 
serve the  authors.  Prompt  treatment  is  essential,  as  meth- 
ylprednisolone exerted  its  beneficial  effects  in  patients 
who  received  the  drug  within  eight  hours  of  sustaining 
their  injury.  The  lipid  peroxidation  and  hydrolysis  be- 
lieved to  precipitate  the  breakdown  of  neurofilament  in 
the  spinal  cord  begin  and  peak  within  eight  hours  of  an 
injury. 

NEWS  BRIEFS  are  compiled  and  written  by  Vicki  Glaser. 


Methylprednisolone-induced  improvements  in  neuro- 
logic activity  “presumably  reflect  biologic  changes  in  the 
spinal  cord  and  should  provide  the  basis  for  the  patient’s 
subsequent  rehabilitation,”  according  to  the  authors. 
“Previous  work  . . . showed  that  motor  and  sensory  func- 
tion have  independent  and  additive  effects  on  locomotor 
recovery  and  self-care  after  injury.” 

FDA  supports  generic  drug  use 

Following  testing  of  more  than  2,500  samples  of  the  30 
most  prescribed  generic  drugs  and  inspection  of  36  generic 
drug  companies  and  1 2 contract  laboratories  that  evaluate 
the  bioequivalence  of  generic  drugs,  the  Food  and  Drug 
Administration  (FDA)  has  recommended  that  physicians 
continue  to  prescribe  generic  drugs  whenever  appropriate 
{FDA  Drug  Bulletin  1990;  20(l):4-5). 

The  FDA’s  finding  that  about  1%  of  the  sampled  drugs 
did  not  meet  the  accepted  standards  for  potency,  dissolu- 
tion, content  uniformity,  product  identification,  and  puri- 
ty was  consistent  with  the  usual  findings  for  brand  name 
and  generic  products.  The  FDA’s  inspections  of  drug 
manufacturing  operations  uncovered  several  cases  of  fal- 
sification of  records.  These  findings  led  to  the  withdrawal 
of  various  approvals  as  a precautionary  measure. 

Hypercalcemia  and  carcinoma  of  the  esophagus 

Esophageal  carcinoma  usually  presents  with  dysphagia 
or  some  local  symptom,  and  sometimes  with  evidence  of 
bone  metastasis.  Vaswani  and  Dhodhapkar  reported  a 
case  of  esophageal  squamous  cell  carcinoma  in  which  the 
sole  presenting  symptom  was  hypercalcemia  {Am  J Gas- 
troenterol 1990;  85:621). 

The  80-year-old  male  patient  had  no  history  of  dyspha- 
gia when  he  was  admitted  to  the  hospital  for  treatment  of 
altered  mental  status.  He  displayed  no  neck  masses  and  no 
lymphadenopathy.  His  serum  calcium  level  was  22.2  mg/ 
dL,  and  the  phosphorus  level  was  4.7  mg/dL.  A bone  scan 
revealed  no  metastases.  Nodular  lesions  in  the  proximal 
esophagus  were  found  during  upper  esophagogastroduo- 
denoscopy  for  gastrostomy  tube  placement.  Biopsy  of  the 
lesions  led  to  a diagnosis  of  moderately  well-differentiated 
squamous  cell  carcinoma  of  the  esophagus. 

The  authors  attribute  the  hypercalcemia  in  the  absence 
of  bone  metastasis  to  “parathyroid  hormone-like  peptides 
synthesized  by  the  tumor.”  Squamous  cell  carcinoma  of 
the  esophagus  accounts  for  1.1%  of  all  cancers,  7%  of  can- 
cers of  the  digestive  organs,  and  4%  of  all  deaths  from 
cancer.  It  is  the  fifth  most  common  cancer  affecting  adult 
males.  Early  diagnosis  is  crucial  for  effective  treatment  or 
palliative  therapy.  Esophageal  carcinoma  can  present 
without  local  symptoms  of  obstruction  or  dysphagia. 

Nintendo-induced  epilepsy 

Photosensitive  epilepsy  is  not  uncommon,  affecting 
about  2-3%  of  patients  with  epilepsy  and  1 in  10,000  of 
the  general  population.  Flickering  light  of  various  rates 
can  precipitate  generalized  tonic-clonic  seizures  in  sensi- 
tive persons.  Sources  can  include  television,  sunlight  flick- 
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ering  through  trees  while  one  is  in  a moving  vehicle,  and 
disco  strobe  lights. 

Hart  coined  the  term  “Nintendo  epilepsy”  to  describe 
the  tonic-clonic  seizure  experienced  by  a 13-year-old  girl 
while  playing  “Super  Mario  Brothers,”  a Nintendo  video 
game  {N  Engl  J Med  1990;  322:1473).  “Electroenceph- 
alographic  evaluation  five  days  later  revealed  a photocon- 
vulsive  response  consisting  of  polyspikes  and  slow  waves 
during  photic  stimulation  above  frequencies  of  8 Hz.  At 
1 6-Hz  stimulation,  she  felt  symptoms  similar  to  those  that 
preceded  her  seizure,  and  thus  the  test  was  terminated.” 

The  patient  and  her  parents  opted  for  treatment  with  an 
anticonvulsant  drug  rather  than  avoiding  video  games.  Simi- 
lar epileptic  seizures  induced  by  another  video  game  (as  was 
described  in  England)  led  the  author  to  conclude  that  “the 
phenomenon  is  almost  certainly  not  game-specific.” 

Leukemia  in  men  may  be  related  to  smoking 

Two  prospective  studies  administered  by  the  American 
Cancer  Society  have  demonstrated  an  association  be- 
tween smoking  and  the  risk  of  myeloid  leukemia  in  men 
{^Cancer  1990;  65:2356-2360).  The  studies  found  no  rela- 
tionship between  smoking  and  myeloid  leukemia  for  wom- 
en, and  no  association  between  smoking  and  lymphatic 
leukemia  for  either  sex. 

In  animal  studies,  the  chemicals  urethane,  nitrosa- 
mines,  and  benzene,  as  well  as  radioactive  compounds — 
all  of  which  are  components  of  tobacco  smoke — have  been 
shown  to  cause  leukemia.  In  two  prospective  studies  initi- 
ated in  1959  and  in  1982,  the  American  Cancer  Society 
compared  the  smoking  habits  of  more  than  two  million 
men  and  women  aged  30  years  and  older  with  their  risk  of 
dying  from  total,  lymphatic,  and  myeloid  leukemia. 

In  both  studies,  men  who  smoked  cigarettes  had  a high- 
er leukemia  mortality  rate  than  men  who  did  not  smoke. 
Furthermore,  standardized  leukemia  mortality  ratios 
were  greater  for  current  smokers  than  for  ex-smokers.  The 
authors  note  that,  “The  positive  association  between  to- 
bacco smoking  and  myeloid  leukemia  risk  in  men  may  be 
due,  in  part,  to  confounding  factors,”  such  as  occupational 
exposure  to  leukemogenic  chemicals  or  radioactive  com- 
pounds. There  may,  however,  be  a true  biologic  difference 
between  men  and  women  in  the  body’s  response  to  smok- 
ing. Studies  in  mice  suggest  that  smoking  may  increase 
the  risk  of  leukemia  in  male  mice,  while  smoking  may  ac- 
tually reduce  the  risk  of  leukemia  in  female  mice. 

The  effects  of  prenatal  alcohol  exposure  on  child 
development 

Day  et  al  previously  demonstrated  a correlation  be- 
tween alcohol  consumption  during  pregnancy  and  low 
birth  weight — defined  as  less  than  2,500  g — and  an  in- 
creased incidence  of  minor  physical  anomalies  at  birth.  In 
the  present  study,  conducted  between  1983  and  1986  at  an 
outpatient  prenatal  clinic.  Day  and  coworkers  demon- 
strated a significant  relationship  between  prenatal  alcohol 
exposure  and  the  growth  and  morphology  of  children  at 
eight  months  of  age  {Pediatrics  1990;  85:748-752). 

At  the  beginning  of  the  study,  the  650  participants  were 
all  in  their  fourth  month  of  pregnancy  and  were  at  least  18 
years  of  age.  The  women  were  interviewed  in  their  fourth 
and  seventh  prenatal  months,  after  delivery,  and  at  eight 


months  postpartum.  The  follow-up  rate  at  eight  months 
was  78%.  All  of  the  children  were  examined  at  this  time. 
Measurements  obtained  included  weight,  length,  and 
head  circumference.  Morphologic  anomalies  were  catego- 
rized as  minor  or  major,  with  none  of  the  offspring  exhib- 
iting fetal  alcohol  syndrome  at  birth. 

Significantly  lower  average  weights  and  lengths  at 
eight  months  of  age  were  correlated  with  maternal  alcohol 
consumption  of  one  or  more  drinks  per  day  throughout 
pregnancy.  Daily  alcohol  use  was  also  associated  with  re- 
duced head  circumference,  but  with  no  statistical  signifi- 
cance. There  was  also  a significantly  increased  risk  of  mi- 
nor physical  anomalies  and  fetal  alcohol  effects  at  eight 
months  of  age  for  the  offspring  of  mothers  who  consumed 
alcohol  during  any  of  the  three  trimesters. 

By  controlling  for  birth  weight,  the  authors  were  able  to 
demonstrate  that  “Not  only  were  the  alcohol-exposed  off- 
spring smaller  . . . but  the  growth  of  the  infants  was  slower 
. . . .Follow-up  at  additional  points  will  allow  us  to  deter- 
mine whether  this  is  a permanent  reduction  in  growth  rate 
or  a lag  in  growth  that  is  corrected.” 

Side  effects  of  beta  blockers  in  patients  with  migraines 

Beta  blockers  such  as  propanolol,  atenolol,  and  timolol 
are  commonly  prescribed  for  the  prevention  of  migraine 
headaches.  It  is  not  clear  how  beta  blockers  inhibit  the 
development  of  a migraine,  however,  the  mechanism  of 
action  may  be  related  to  beta  blockers’  ability  to  reduce 
cerebral  blood  flow.  This  action  may  have  a detrimental 
effect  on  some  migraine  patients. 

Kumar  and  Cooney  described  a woman  who  experienced 
typical  migraine  associated  visual  symptoms  in  the  absence 
of  headache  following  treatment  with  atenolol  {Ann  Intern 
Med  1990;  112:712).  The  37-year-old  woman,  who  had 
had  migraine  headaches  for  20  years,  sought  treatment 
when  the  frequency  of  headache  increased  to  three  to  five 
times  a month.  Her  headaches  were  accompanied  by  scoto- 
ma and  scintillations  only  one  or  two  times  a year. 

After  three  weeks  of  treatment  with  atenolol,  50  mg/ 
day,  the  patient  reported  markedly  fewer  and  less  severe 
headaches.  However,  she  also  began  experiencing  scotoma 
and  scintillations  two  to  three  times  a week  for  20-30-min- 
ute periods.  These  episodes  were  rarely  accompanied  by 
headaches.  These  visual  symptoms  ceased  when  the  ateno- 
lol was  withdrawn.  She  was  subsequently  maintained  on 
time-release  verapamil,  240  mg/day,  with  no  further  visual 
symptoms  and  good  control  of  her  headaches. 

The  authors  propose  the  following  hypothesis:  “During 
the  aura  of  a migraine  attack,  cerebral  blood  flow  is  re- 
duced. By  further  reducing  the  cerebral  blood  flow  during 
the  aura,  beta  blockers  could  potentially  produce  cerebral 
ischemia  or  infarction.”  They  support  their  hypothesis 
with  evidence  of  patients  with  migraines  who  suffered 
strokes  while  taking  propanolol. 

When  treating  patients  with  migraine,  the  authors  ad- 
vise against  using  beta  blockers  in  cases  of  “complicated 
migraine”  and  using  them  with  caution  in  cases  of  “classic 
migraine.”  These  recommendations  would  apply  as  well 
to  ergotamines,  which  also  exert  a vasoconstrictive  effect. 
Calcium  channel  blockers,  which  may  increase  cerebral 
blood  flow,  would  be  a good  alternative  for  preventing  mi- 
graines in  these  patients. 
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Maynard  B.  Badanes,  MD,  New  York. 
Died  January  31,  1990;  age  77.  Dr  Ba- 
danes was  a 1936  graduate  of  Duke 
University  School  of  Medicine,  Dur- 
ham, North  Carolina.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Cardiology.  His  member- 
ships included  the  New  York  Cardio- 
logical Society,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Queens,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Emma  Louise  Bellows,  MD,  Hampton 
Bays.  Died  February  13,  1990;  age  94. 
Dr  Bellows  was  a 1918  graduate  of  the 
New  York  Medical  College  and  Hospi- 
tal for  Women,  New  York.  Her  mem- 
berships included  the  International 
Academy  of  Proctology,  the  Suffolk 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Lawrence  John  Biris,  MD,  New  York. 
Died  January  29, 1990;  age  42.  Dr  Biris 
was  a 1979  graduate  of  the  Yale  Uni- 
versity School  of  Medicine,  New  Ha- 
ven, Connecticut.  He  was  a Diplomate 
of  the  American  Board  of  Preventive 
Medicine,  Inc.  He  was  a member  of  the 
New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Max  Bleicher,  MD,  Hollywood,  Florida. 
Died  January  28,  1990;  age  75.  Dr 
Bleicher  was  a 1946  recipient  of  the 
Registrable  Qualification  Granted  by 
the  Scottish  Conjoint  Board,  Scotland. 
He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Eben  Breed,  MD,  Garden  City.  Died 
March  11,  1990;  age  91.  Dr  Breed  was 
a 1928  graduate  of  the  Cornell  Univer- 
sity Medical  College,  New  York.  He 
was  a Fellow  of  the  American  College 
of  Angiology.  His  memberships  includ- 
ed the  New  York  Academy  of  Medi- 
cine, the  New  York  State  Society  of  In- 
ternal Medicine,  the  American 
Geriatrics  Society,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Matthew  W.  Burke,  MD,  Buffalo.  Died 
March  14,  1990;  age  73.  Dr  Burke  was 
a 1950  graduate  of  the  Georgetown 


University  School  of  Medicine,  Wash- 
ington DC.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Erie 
and  the  Medical  Society  of  the  State  of 
New  York. 

Glenna  Garratt  Caddy,  MD,  Carmel, 
California.  Died  January  26,  1990;  age 
92.  Dr  Caddy  was  a 1922  graduate  of 
the  University  of  Toronto  Faculty  of 
Medicine,  Toronto,  Ontario,  Canada. 
Her  memberships  included  the  Ameri- 
can Psychiatric  Association,  the  Amer- 
ican Medical  Women’s  Association,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Carmen  Cristo,  MD,  Rochester.  Died 
February  4, 1 990;  age  58.  Dr  Cristo  was 
a 1958  graduate  of  the  State  University 
of  New  York  Upstate  College  of  Medi- 
cine, Syracuse,  New  York.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
State  Society  of  Internal  Medicine,  the 
American  Society  of  Internal  Medi- 
cine, the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of 
Monroe,  and  the  Medical  Society  of  the 
State  of  New  York. 

Joseph  Dalven,  MD,  Brooklyn.  Died 
February  27,  1990;  age  91.  Dr  Dalven 
was  a 1929  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of  Al- 
lergists. His  memberships  included  the 
American  Academy  of  Allergy,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Charles  John  Derrico,  MD,  Bethpage. 
Died  February  28,  1990;  age  64.  Dr 
Derrico  was  a 1954  graduate  of  the 
Georgetown  University  School  of 
Medicine,  Washington,  DC.  He  was  a 
Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member 
of  the  Nassau  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Joseph  George  Falk,  MD,  Flushing. 
Died  March  15,  1990;  age  85.  Dr  Falk 
was  a 1934  graduate  of  the  Tufts  Uni- 


versity School  of  Medicine,  Boston, 
Massachusetts.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Arnold  Fischer,  MD,  Rockaway,  New 
Jersey.  Died  September  15,  1989;  age 
76.  Dr  Fischer  was  a 1942  graduate  of 
the  Middlesex  University  School  of 
Medicine,  Waltham,  Massachusetts. 
His  memberships  included  the  Ameri- 
can Geriatrics  Society,  the  Medical  So- 
ciety of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Julius  Gattner,  MD,  Endicott.  Died 
March  13,  1990;  age  97.  Dr  Gattner 
was  a 1922  graduate  of  the  Friedrich- 
Wilhelms  Universitaet  Medizinische 
Fakultaet,  Berlin,  Germany.  He  was  a 
member  of  the  Broome  County  Medi- 
cal Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Frederick  Gordon,  MD,  Lauderhill, 
Florida.  Died  February  1,  1990;  age  86. 
Dr  Gordon  was  a 1929  graduate  of  the 
Tulane  University  School  of  Medicine, 
New  Orleans,  Louisiana.  He  was  a 
member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Karl  F.  G.  Hoffmann,  MD,  Cincinnati, 
Ohio.  Died  January  26,  1990;  age  92. 
Dr  Hoffman  was  a 1 923  graduate  of  the 
Friedrich-Wilhelms  Universitaet  Me- 
dizinische Fakultaet,  Berlin,  Germany. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Emma  I.  Jacoby,  MD,  Miami  Beach, 
Florida.  Died  January  14,  1990;  age  93. 
Dr  Jacoby  was  a 1922  graduate  of  the 
Universitaet  Wien,  Medizinische  Fa- 
kultaet, Wien,  Austria.  She  was  a mem- 
ber of  the  Nassau  County  Medical  So- 
ciety and  the  Medical  Society  of  the 
State  of  New  York. 

Edwin  P.  Kane,  MD,  Jackson  Heights. 
Died  February  10,  1990;  age  75.  Dr 
Kane  was  a 1941  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the 
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County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Louis  Kaywin,  MD.  Bennington,  Ver- 
mont. Died  March  2,  1990;  age  78.  Dr 
Kaywin  was  a 1941  recipient  of  the 
Registrable  Qualification  Granted  by 
the  Scottish  Conjoint  Board,  Scotland. 
He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology. 
His  memberships  included  the  Ameri- 
can Psychiatric  Association,  the  Nas- 
sau County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Dimitries  G.  Kotsilimbas,  MD.  Forest 
Hills.  Died  March  17,  1990;  age  57.  Dr 
Kotsilimbas  was  a 1957  graduate  of  the 
Faculty  of  Medicine,  Aristotelian  Na- 
tional University  of  Athens,  Athens, 
Greece.  He  was  a Diplomate  of  the 
American  Board  of  Neurological  Sur- 
gery, a Qualified  Fellow  of  the  Interna- 
tional College  of  Surgeons,  and  a Fel- 
low of  the  American  College  of 
Surgeons.  His  memberships  included 
the  New  York  Neurological  Society, 
the  American  Geriatrics  Society,  the 
American  Academy  of  Neurological 
Surgery,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Anthony  La  Russo,  MD,  Dunwoody, 
Georgia.  Died  March  1,  1990;  age  85. 
Dr  La  Russo  was  a 1 932  graduate  of  the 
Hahnemann  Medical  College  of  Phila- 
delphia, Philadelphia,  Pennsylvania. 
He  was  a member  of  the  Broome  Coun- 
ty Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Alexander  Leavitt,  MD.  Minneapolis, 
Minnesota.  Died  January  27,  1990;  age 
81.  Dr  Leavitt  was  a 1934  graduate  of 
the  State  University  of  New  York 
Health  Science  Center  at  Brooklyn.  He 
was  a member  of  the  Nassau  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Heinz  Lichtenstein,  MD,  Grand  Island. 
Died  January  14,  1990;  age  86.  Dr 
Lichtenstein  was  a 1 930  graduate  of  the 
Medizinische  Fakultaet  der  Universi- 
taet  Heidelberg,  Heidelberg,  Baden- 
Wurttemberg,  Germany.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  American  Psychi- 
atric Association,  the  Medical  Society 
of  the  County  of  Erie,  and  the  Medical 
Society  of  the  State  of  New  York. 


James  Bernard  Loftus,  MD,  Suffern. 
Died  February  3,  1990;  age  65.  Dr  Lof- 
tus was  a 1948  graduate  of  the  Jeffer- 
son Medical  College  of  Thomas  Jeffer- 
son University,  Philadelphia,  Pennsyl- 
vania. He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology and  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists. He  was  a member  of  the  Medical 
Society  of  the  County  of  Rockland  and 
the  Medical  Society  of  the  State  of  New 
York. 

Saul  Lustig,  .MD,  Rothsville,  Pennsylva- 
nia. Died  March  19,  1990;  age  75.  Dr 
Lustig  was  a 1942  graduate  of  the  Fa- 
culte  de  Medecine  de  I’Universite  de 
Lausanne,  Lausanne,  Switzerland.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Queens  and  the  Medical 
Society  of  the  State  of  New  York. 

Maurice  M.  Maltinsky,  MD,  Rochester. 
Died  January  25, 1990;  age  79.  Dr  Mal- 
tinsky was  a 1944  graduate  of  the  State 
University  of  New  York  at  Buffalo 
School  of  Medicine.  He  was  a Diplo- 
mate of  the  American  Board  of  Family 
Practice  and  a Fellow  of  the  American 
Academy  of  Family  Practice.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Monroe,  and  the 
Medical  Society  of  the  State  of  New 
York. 

John  C.  McCauley,  MD.  Cleveland, 
Ohio.  Died  December  29,  1989;  age  88. 
Dr  McCauley  was  a 1927  graduate  of 
the  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Henry  Ernest  Morelli,  MD,  Pelham 
Manor.  Died  March  14,  1990;  age  79. 
Dr  Morelli  was  a 1939  graduate  of  the 
New  York  University  School  of  Medi- 
cine, New  York.  His  memberships  in- 
cluded the  New  York  State  Society  of 
Internal  Medicine,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

James  William  Murphy,  MD,  Albany. 
Died  February  27,  1990;  age  54.  Dr 
Murphy  was  a 1 968  graduate  of  the  Fa- 
colta  di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Bologna,  Bologna,  Italy.  He 
was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a Fellow  of  the 
American  Academy  of  Pediatrics.  His 
memberships  included  the  American 


Thoracic  Society,  the  Medical  Society 
of  the  County  of  Albany,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Aron  Nagler,  MD.  Brooklyn.  Died  June 
1 2, 1989;  age  8 1 . Dr  Nagler  was  a 1 934 
graduate  of  the  Universitaet  Wien,  Me- 
dizinische Fakultaet,  Wien,  Austria. 
His  memberships  included  the  Ameri- 
can Society  of  Anesthesiologists,  Inc, 
the  Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Irving  N.  Rattner,  MD,  New  York.  Died 
December  19,  1989;  age  90.  Dr  Rattner 
was  a 1924  graduate  of  the  Tulane  Uni- 
versity School  of  Medicine,  New  Or- 
leans, Louisiana.  He  was  a member  of 
the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

R.  Virginia  F.  Richter,  MD,  Lancaster. 
Died  January  18,  1990;  age  80.  Dr 
Richter  was  a 1936  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo,  New 
York.  Her  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Public  Health  Association, 
the  American  School  Health  Associa- 
tion, the  Medical  Society  of  the  County 
of  Erie,  and  the  Medical  Society  of  the 
State  of  New  York. 

Edward  J.  Robinson,  MD,  Brooklyn. 
Died  February  10,  1990;  age  86.  Dr 
Robinson  was  a 1933  graduate  of  the 
Lekarska  Fakulta  Univerzita  Komens- 
keho,  Bratislava,  Czechoslovakia.  His 
memberships  included  the  American 
Society  of  Internal  Medicine,  the  Medi- 
cal Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Benjamin  B.  Rubinstein,  MD,  Alexan- 
dria, Virginia.  Died  July  12,  1989;  age 
84.  Dr  Rubinstein  was  a 1936  graduate 
of  the  Laaketieteellinen  Tiedekunta 
Helsingin  Yliopisto,  Helsinki,  Finland. 
His  memberships  included  the  Ameri- 
can Psychiatric  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Donald  Barton  Sanford,  MD,  Eustis, 
Florida.  Died  February  9,  1990;  age  84. 
Dr  Sanford  was  a 1933  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse.  He  was 
a Fellow  of  the  American  College  of 
Surgeons.  He  was  a member  of  the  On- 
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ondaga  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Frederick  G.  Schnabel,  MD,  Henrietta. 
Died  January  8,  1990;  age  85.  Dr 
Schnabel  was  a 1935  graduate  of  the 
Medizinische  Fakultaet  der  Universi- 
taet  Erlangen,  Erlangen,  Bayern,  Ger- 
many. He  was  a member  of  the  Medical 
Society  of  the  County  of  Monroe  and 
the  Medical  Society  of  the  State  of  New 
York. 

Arnold  Gustav  Schwyzer,  MD,  St  Paul, 
Minnesota.  Died  January  9,  1990;  age 
80.  Dr  Schwyzer  was  a 1939  graduate 
of  the  Johns  Hopkins  University  School 
of  Medicine,  Baltimore,  Maryland.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Westchester  and  the 
Medical  Society  of  the  State  of  New 
York. 

Carrol  Joslin  Shaver,  MD,  West  Seneca. 
Died  February  25,  1990;  age  73.  Dr 
Shaver  was  a 1944  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Irving  Siegel,  MD,  Brooklyn.  Died  Janu- 
ary 4,  1990;  age  79.  Dr  Siegel  was  a 
1940  recipient  of  the  Registrable  Quali- 
fication granted  by  the  Scottish  Con- 
joint Board,  Scotland.  His  member- 


ships included  the  New  York 
Cardiological  Society,  the  New  York 
State  Society  of  Internal  Medicine,  the 
American  Society  of  Internal  Medi- 
cine, the  Medical  Society  of  the  County 
of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

David  Haskell  Spotkov,  MD,  Boca  Ra- 
ton, Florida.  Died  February  21,  1990; 
age  84.  Dr  Spotkov  was  a 1930  gradu- 
ate of  the  New  York  University  School 
of  Medicine,  New  York.  His  member- 
ships included  the  American  Geriatrics 
Society,  the  American  Society  of  Ab- 
dominal Surgeons,  the  Bronx  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Felix  Terner,  MD,  New  York.  Died  Jan- 
uary 25,  1990;  age  91.  Dr  Terner  was  a 
1926  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  His  memberships  included  the 
American  Psychiatric  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Arnold  Joseph  Trattler,  MD,  Great 
Neck.  Died  December  1,  1989;  age  70. 
Dr  Trattler  was  a 1943  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  He  was  a member 
of  the  Nassau  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Edward  C.  Veprovsky,  MD,  Vero  Beach, 
Florida.  Died  March  2,  1990;  age  88. 


Dr  Veprovsky  was  a 1925  graduate  of 
the  New  York  University  School  of 
Medicine,  New  York.  He  was  a Diplo- 
mate of  the  American  Board  of  Obstet- 
rics and  Gynecology.  He  was  a Fellow 
of  the  American  College  of  Obstetri- 
cians and  Gynecologists  and  a Fellow  of 
the  American  College  of  Surgeons.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Pan  Ameri- 
can Medical  Association,  the  Medical 
Society  of  the  County  of  Queens,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Abraham  Isak  Weidman,  MD,  Brooklyn. 
Died  November  26,  1989;  age  78.  Dr 
Weidman  was  a 1939  graduate  of  the 
Facolta  di  Medicina  e Chirurgia  dell’ 
Universita  di  Bologna,  Bologna,  Italy. 
He  was  a Diplomate  of  the  American 
Board  of  Dermatology,  Inc,  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
New  York  State  Dermatological  Soci- 
ety, the  American  Academy  of  Derma- 
tology, the  Society  for  Investigative 
Dermatology,  the  Medical  Society  of 
the  County  of  Kings,  and  the  Medical 
Society  of  the  State  of  New  York. 

Hugo  Weinberger,  MD,  Rockaway, 
New  Jersey.  Died  November  1 1,  1989; 
age  90.  Dr  Weinberger  was  a 1926 
graduate  of  the  Universitaet  Wien,  Me- 
dizinische Fakultaet,  Wien,  Austria. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Family  Practice.  His  member- 
ships included  the  American  Geriatrics 
Society,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 


Walter  T.  Heldmann,  MD 
1904-1990 

Walter  T.  Heldmann,  MD,  a former  president  of  the  Medical  Society  of  the  State  of  New  York 
(MSSNY),  died  on  January  1,  1990,  at  the  age  of  85  years.  Dr  Heldmann,  who  graduated  from 
Syracuse  University  School  of  Medicine  in  1928,  interned  at  St  Vincent’s  Hospital  in  Staten 
Island.  He  later  did  a residency  in  otolaryngology  at  the  New  York  Post-Graduate  Hospital  in 
1 93 1 - 1 932.  He  served  for  many  years  as  an  attending  physician  at  Staten  Island  Hospital  and  St 
Vincent’s  Hospital  and  at  the  time  of  his  death  was  Director  Emeritus  of  the  Speech  and  Hearing 
Center,  Staten  Island  Hospital. 

Dr  Heldmann  was  a member  of  MSSNY  since  1929  and  served  as  its  president  from  1969  to 
1970.  He  also  served  as  president  of  the  Richmond  County  Medical  Society  from  1946  to  1947 
and  was  president  of  the  First  District  Branch  from  1962  to  1964.  In  1984  he  was  honored  by 
MSSNY  with  the  Henry  1.  Fineberg  Award  for  Distinguished  Service.  He  was  also  honored  by 
the  American  Cancer  Society  for  his  more  than  35  years  of  service.  A Diplomate  of  the  American 
Board  of  Otolaryngology,  he  was  also  a Fellow  of  the  American  College  of  Surgeons. 

Dr  Heldmann  is  survived  by  his  wife,  Evelyn,  a son,  Walter  T.,  Jr,  and  three  daughters,  Mar- 
lene Ann  Stone,  Phyllis  K.  Georges,  and  Mary  Lynne  Heldmann. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal'?, 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith^  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references; 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  Stale  J Med  1983;  83:925-927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  12.  Philadel- 
phia, WB  Saunders  Co,  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  11042. 
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The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
focus  of  much  public  discussion  and,  in  some  instances,  heated  debate.  The  chapters 
in  this  volume  reflect  a range  of  social  and  philosophical  challenges  posed  by  the 
epidemic  and  provide  some  stimulating  insights  from  authors  who  have  given  these 
issues  serious  thought.  Topics  covered  include  the  epidemiology  of  AIDS  in  the 
northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 
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SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


PHYSICIANS  WANTED— CONT’D 


EDWARD  JOHN  NOBLE  HOSPITAL  of  Alexandria 
Bay  N.  Y.  seeks  an  Internist.  Ideal  location  in 
the  1000  Islands  resort  area  on  the  St.  Law- 
rence river.  This  50  bed  facility  is  well  endowed 
and  well  staffed.  Education  loan  forgiveness, 
income  guarantee,  excellent  office  facilities  and 
other  benefits  available.  Call  315-686-2434  or 
send  resume  to  Joseph  Kehoe,  RR1,  Box  363, 
Clayton,  N.  Y.  13624. 

OB/GYN,  NEW  YORK.  32-member  multi-spe- 
cialty group  adding  third  member  to  its  depart- 
ment of  Obstetrics  and  Gynecology.  First 
year,  6-figure  salary,  four-weeks'  vacation, 
other  benefits.  Call:  Wanda  M.  Parker,  Sr. 
Associate,  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017.  Toll  free:  (800)  221-4762,  Collect: 
(212)  599-6200. 

ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124  bed  hospital  is  offering  a generous 
financial  package  for  Internists,  Family  Practi- 
tioners, Pediatricians.  Guaranteed  income  for 
two  years,  start-up  funds,  cash  flow  assistance. 
Medical  staff  provides  excellent  coverage. 
Located  in  a family-oriented  community  with 
year  round  recreation,  excellent  schools,  beau- 
tiful surroundings.  Contact  Lyn  I.  Kucij,  Di- 
rector of  Marketing  & Development,  Nathan 
Littauer  Hospital,  99  East  Street,  Gloversville, 
NY  12708  (518)  725-8621. 


PRACTICES  AVAILABLE 


FOR  SALE:  Upstate  New  York,  long  established 

diagnostic  radiology  office:  general  radiology, 
fluoroscopy,  mammography,  ultrasound.  High 
annual  gross.  Reply  Dept.  494  c/o  NYSJM. 


EQUIPMENT 


FOR  SALE  — 2D  Echocardiograph  with  VCR, 
4 years  old,  excellent  condition  — $16,000.00. 
Call  Dr.  Benda  — (914)  793-1606. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


BRAND  NEW  MEDICAL  SPACE  TO  SUBLEASE. 

Part  time.  Prime  medical  building  in  Rockville 
Centre.  (516)  783-1684. 


O-CO-NEE-SECTION,  SOUTH  OF  MONTAUK. 

10  room,  3 baths,  3600  sq.  ft.  living  area, 
central  air,  3 zone  heat,  fireplace,  burglar  alarm, 
2 car  garage,  underground  sprinkler  system, 
docking  privileges,  3/4  acre,  aluminum  siding. 
$399,000  no  brokers.  J.  DeLizio  (516)  665- 
3939. 


HARBOR  PROFESSIONAL  CENTER:  On  the 

South  Shore  of  Nassau  Country  at  the  intersec- 
tion of  Atlantic  Ave  & Main  St.  where  Hewlett, 
Lynbrook  & Oceanside  come  together.  While 
construction  is  preceding,  select  your  location. 
Suites  on  1 level  with  direct  access  from  cov- 
ered promenade.  Excellent  parking.  All  new 
systems  with  very  competetive  rents.  (516) 
295-4700. 


FOR  SALE  — PORT  JEFFERSON,  L.I.,  N.Y., 

Waterfront  contemporary  4500  sq.  ft.  1.25 
acres,  5 B.R.,  4'/^  bathrooms.  Indoor  solar 
heated  pool  & sauna.  $895,000.00  (516)  928- 
7300. 


FOR  SALE  OFFICE  CONDOMINIUM  at  375  East 
Main  Street,  Bay  Shore,  NY,  in  the  prestigious 
Medical  Arts  Building.  950  square  feet,  two 
bathrooms,  waiting  room,  consultation  room 
and  two  examining  rooms.  Multi-specialty 
building.  Ideal  for  Family  Practitioner.  Asking 
$135,000.  Telephone  § (516)  666-4767. 


OFFICE  FOR  RENT — Doctor’s  office  space, 
1,500  sq.  ft.  Reception,  waiting  room,  5 exam- 
ining rooms,  1 consultation  room,  file  room. 
Asking  $1,600.00  monthly,  long  lease,  located 
on  Glen  Cove  Ave.  in  Sea  Cliff.  (516)  671- 
6846,  owner. 


WESTCHESTER  COUNTY— Ideally  located  home 
with  professional  suite.  Enjoy  gracious  living  in 
prestige  area  close  to  hospital,  stores  and  sta- 
tion, Sunny  Colonial  with  5 bedrooms,  4 baths, 
features  many,  many  extras.  Sarah  Lawrence 
neighborhood/Bronxville  P.O.,  Yonkers.  Med- 
ical equipment  and  practice  can  be  included. 
$599,000.  Houlihan  Lawrence,  Inc.,  4 Valley 
Road,  Bronxville,  NY  10708  (914)  337-0400. 


GREAT  NECK  ESTATES— Elegant  Tudor  re- 
duced $100,000.  Huge  mohogany  living  room, 
12"  beamed  ceiling,  dining  room,  library,  den, 
eat-in-kitchen,  3 bedrooms,  2)^  baths  down- 
stairs. 2 bedrooms,  sitting  room,  bath  upstairs 
with  added  outside  entrance.  2 car  garage, 
oversized  lot,  village  park  pool,  tennis,  dock. 
$685,000  owner.  Call  (5 1 6)  466-3947. 


SPACIOUS  FAMILY  APARTMENT— Sutton  Place 
South,  NYC.  4.5  rooms.  Large  2 bedroom,  2 
bathroom  apt.  with  great  closet  space,  new  top 
of  line  kitchen  with  a pass  through  to  a huge 
dining  area/living  room  and  office  area.  All  in 
superb  condition  at  a bargain  price  $375,000. 
Exclusive,  L.B.  Kaye  Associates.  Call  Nancy 
Weil  at  (212)  415-5317  or  (212)  688-8213. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure.  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 


BIMONTHLY  MEDICAL  NEWSLETTER  ON  “HOW 
TO  PASS  BOARD  OF  INTERNAL  MEDICINE”, 

to  be  mailed  from  March  to  August  1 990.  For  a 
free  sample  copy,  mall  your  address  card 
to  Medical  Newsletter,  5 Cullen  Drive,  West 
Orange,  New  Jersey,  07052, 


TAX  SPECIALIST — CPA /Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning,  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA,  JD,  LLM,  488  Madison  Avenue, 
New  York.  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 


OCTOBER  18-20,  1990:  The  Fourteenth  Annual 
Seminar:  Cardiology  Update  1990.  Carmel, 
California.  Sponsored  by  the  American  Col- 
lege of  Cardiology.  1 1 credit  hours  in  Category 
I and  10.75  Prescribed  hours  for  AAFP.  Inqui- 
ries: Registration  Secretary,  Extramural  Pro- 
grams Department,  American  College  of  Cardi- 
ology, 9111  Old  Georgetown  Rd.,  Bethesda, 
MD  20814.  Tel.  1-800-253-4636,  ext.  228. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
-F  pelvic  ultrasound,  cardiac  echos  including  2D 
■f  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  Images.  (212)  534-3669. 


SHAPIRO  & BAINES,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  16  Court  Street,  Brooklyn,  N.Y. 
718-855-5858.  55  Mlneola  Blvd.,  Mineola, 

N.Y.  516-877-1055. 


OVERFUNDED  PENSION/KEOGH  PLANS.  Did 

your  Actuary  tell  you  that  you  cannot  make 
more  tax  deductible  contribution?  We  will  get 
you  the  tax  deductible  contribution.  For  plan 
design,  re-design,  installation,  restatement, 
I.R.S.  approval,  investment,  actuarial  valuation 
and  administration,  plan  termination  and  any 
problem  in  your  plans,  please  call;  Dilip 
Khetani,  Pension  Actuary,  (201)  727-9066/ 
721-4680,  499  Ernston  Road,  Parlin,  N.J. 
08859. 
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How  to  prosper  despite  HMOs, 
fee  ceilii^  and  more  competition 
than  you’ve  ever  faced  before. 


If  you  feel  you’re  working  far  harder 
than  you  should  for  considerably  less 
than  you  desen/e,  you’re  not  alone 
Practicing  medicine  isn’t  getting  any  easier. 
HMOs  are  increasing  competition  for  your 
patients.  Insurance  companies,  govern- 
ment and  others  put  ceilings  on  your  fees. 
And  many  specialties  are  suffering  from  an 
oversupply  of  physicians  and  growing 
numbers  of  alternate  providers. 

If  you  can’t  attract  the  patients  you 
want,  you’ll  sunrive  But  will  you  pro- 
sper? Not  likely.  Because  you  simply 
won’t  be  able  to  practice  the  kind  of 
medicine  you  like  most  and  do  best.  Which 
seems  to  leave  you  three  basic  choices: 

1.  Accept  less  income  for  more 
frustrating  work. 

2.  Accept  that  socialized  medicine  is 
inevitable  and  possibly  quit,  or  ... 

3.  Do  something  about  it! 

Introducing  The  Physician’s  Self- 
Marketing  System?  The  smart  an- 
swer for  these  competitive  times!  For 

many  physicians,  the  main  difference  be- 
tween marginal  and  meaningful  success  is 
unfortunately  not  what  they  know,  but  who 
knows  them.  So  it  doesn’t  take  a genius  to 
realize  you  won ’t  be  in  demand  if  you  ’re 
the  best-kept  secret  in  town! 

But  until  now,  there  was  simply  no 
practical,  economical,  professional  and 
ethical  way  for  doctors  to  help  themselves 
become  better  known.  That’s  why  we 
created  the  Physician’s  Self-Marketing 
System,  with  help  from  a group  of  doctors. 
It’s  a comprehensive,  inexpensive,  easy-to- 
use  program  that  can  help  every  physician 
achieve  the  recognition — and  success — he 
or  she  deserves. 

You  don’t  have  to  know  anything 
about  advertising  or  public  relations 
to  use  it  effectively.  You  don’t  even  have 
to  do  it  yourself  (your  secretary  can  do 
much  of  it) . And  best  of  all , you  don’t  have 
to  spend  a fortune. 

Developed  by  a team  of  award-winning 
advertising  and  public  relations  profes- 
sionals with  years  of  major-agency  ex- 
perience, it  uses  strategies  and  techniques 
we’ve  employed  with  extraordinary  suc- 
cess for  individuals  and  organizations  of  all 
sizes.  From  startups  to  Fortune-500s. 


It’s  fast.  It’s  easy.  And  it  delivers.  The 

Physician’s  Self-Marketing  System  is  so 
powerful,  it  can  start  producing  results  for 
you  48  hours  after  you  receive  it.  And  so 
complete,  it  contains  just  about  all  you  need 
to  know  in  advertising,  public  relations  and 
promotion— plus  prepared  PR  releases, 
advertisements  and  radio  copy  you  can  use 
instantly. 

Here’s  just  a sample: 

■ How  to  increase  your  practice 
substantially  without  spending  a cent  in 
advertising. 

■ The  2-minute  phone  call  that  draws 
new  patients  like  a magnet.  (You  don’t  even 
have  to  pick  up  the  phone.) 

■ How  to  get  radio  and  television  to 
make  you  a celebrity  (and  maybe  pay  you 
for  the  privilege). 

■ How  to  attract  the  patients  you  want 
by  picking  media  like  a professional. 

■ Five  words  that  can  save  you  up  to 
20%,  33%  (or  more)  on  newspaper, 
radio,  TV  and  magazine  costs. 

■ Six  inexpensive  ways  to  multiply  the 


results  of  every  advertising  dollar  you 
spend. 

■ Over  a dozen  prepared  ads  and  PR 
releases  you  can  use  today  (alone  worth 
over  10  times  the  System’s  entire  cost). 

The  price  of  greater  success  is  far  less 
than  you  think.  If  you’ve  read  this  fer,  you 
understand  that  no  matter  how  good  your 
medical  skills,  without  proper  promotion 
you  may  never  realize  your full  potential. 
But  what  about  cost? 

Hire  a qualified  agency,  and  you’ll 
likely  spend  many  thousands  of  dollars 
(and  wait  weeks)  before  they  run  a single  ad 
or  place  a single  PR  release. 

Instead,  for  a tax  deductible*  limited- 
time introductory  price  of  $299,  including 
shipping,  you  can  purchase  the  Physician’s 
Self-Marketing  System.  Complete  and 
ready  to  use,  with  a 30-day  money-back 
guarantee^. 

Think  about  it:  If  a patient  had  a 
special  problem,  you’d  get  an  expert  con- 
sult without  a second  thought.  Do  you  owe 
your  future  anything  less? 


\~  THE  PHYSICIAN’S  SELF-MARKETING  SYSTEM^^"^ 
I Self-Marketing  Systems,  Inc. 

I 400  East  52nd  Street,  Suite  9K,  New  York,  NY  10022  (212)  935-2470 

An  Affiliate  of  The  Southgate  Group  Inc. 


Name . 


Limited-Time 
Offer! 


Address 


Apt. 


.Zip. 


Please  send  me 


copies  of  the 


Physician’s  Self-Marketing  System,  shipping 
prepaid.  I’ve  enclosed  a check  or  money  order  for 
the  amount  indicated  below,  tif  dissatisfied  for 
any  reason.  I’ll  return  all  materials  to  you  in  good 
condition,  shipping  and  insurance  prepaid,  no 
later  than  30  days  from  date  of  receipt,  for  a full 
refund.  Allow  4-6  weeks  for  delivery.  jny/7 

(No.) copies  X $299.00  = $ . 


N.Y.  residents  please  add 
$24.67  sales  tax  ea.  copy  = $ . 

Total  enclosed  = $ 

©1990.  Self-Marketing  Systems,  Inc.  *See  your  financial 
adviser  for  a determination. 


J 
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AMA  FAMILY  OF  FUNDS,  INC. 


A diversified  selection  of  mutual  funds 
to  suit  yom  investment  needs: 

Professional  Management 


Growth 

Income 

Money  Market 

* 

Classic  Growth 

U.S.  Government 

Prime 

.* 

Global  Growth 

Income  Plus 

Treasury 

* 

Growth  Plus 

Global  Income 

Tax-Free 

Income 

Global  Short  Term 

* 

SPECIAL  OFFER: 

Unsure  as  to  which  products  are  for  you?  Call  to  speak  with 
one  of  our  Financial  Counselors  or  to  obtain  our  Free 

Investment  Focus  brochure  - a step-bv*step  guide  to  assist 
you  in  selecting  the  investment  products  that  match  your 

* 

objectives. 

* 

Free  Exchange  Privileges 
No-fee  Retirement  Plans 
No-fee  IRAS 

Free  checkwriting  (money 
market  funds  only) 
Automatic  Investing  Plans 
Financial  Planning  Seminars 


To  obtain  a free 
write  AMA 


free  prosp>ectus  containing  more  complete  information  including  charges  and  expenses,  call  our  toll-free  number  or 
Family  of  Funds,  Inc.,  Box  641910,  Chicago,  IL  60664-1 910.  Read  the  prospectus  before  you  invest  or  send  money. 


II 


523-0864 


MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative. contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS's  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 

SPECIAL  TRIAL  OFFER:  Computerized  medical 
transcription  service.  Professional  quality  work 
done  fast  and  right ...  the  first  time.  Act  Now 
And  Receive  Every  Fifth  Page  Free!!  General 
word  processing,  addressing,  mailings  and  list 
maintenance  also  available.  Competitive 
prices!!  Free  pick-up  and  delivery  available" 
Call  BPS  at  516-767-7391. 

PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs  George  Weinbaum.  Esq.,  3 
Barker  Avenue.  White  Plains,  New  York 
10601  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 


MISCELLANEOUS— CONT’D 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension.  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  11021 
(516)  773-3322. 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid. workers  compensation,  and  no  fault.  Sec- 
ondary insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.O.  Box  11245,  Haup- 
pauge,  N.Y.  11788  (516)  436-7776. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application/res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges. 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 

BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


MISCELLANEOUS— CONT’D 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  In  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484, 
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Classified  Advertising 

New  York  State  Journal  of  Medicine 


GENERAL  INFORMATION 

All  classified  advertisements  are  payable  in  ad- 
vance, except  for  government  agencies  and  adver- 
tising agencies;  a 15%  commission  to  recognized 
advertising  agencies. 


Frequency:  Monthly 

Mailing  date:  7th  of  the  month 

Closing  date:  30  days  before  mailing  date 


Circulation:  28,000  (mainly  physicians  & medical  libraries) 


DISPLAY  ADVERTISING 


1 time 

6 time 

12  time 

Width 

Depth 

1 /4-page 

$650 

$600 

$550 

3-1/2" 

X 

4-7/8' 

1 /6-page 

325 

300 

275 

2-1/8" 

X 

4-7/8' 

1 /8-page 

300 

275 

250 

3-1/2" 

X 

2-3/8' 

1 /16-page 

180 

165 

150 

3-1/2" 

X 

1-1/8' 

1/ 18-page 

150 

135 

125 

2-1/8" 

X 

1-1/2' 

PARAGRAPH  ADVERTISING 

The  first  several  words  are  set  in  bold  face  caps. 
Rates:  $50.00  per  insertion  for  50  words  or  less; 
additional  words  are  50  cents  each.  On  request. 
Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.  Dept, 
numbers  are  75  cents  per  insertion.  There  is  no  fre- 
quency discount  for  paragraph  ads. 


Counting  Words:  Two  initials,  each  abbreviation, 
figures  consisting  of  5 numerals  or  less,  are  count- 
ed as  separate  words.  For  replies,  your  name  and 
address,  or  telephone  number  should  appear  at  the 
end  of  the  ad  and  be  counted  in  the  total  number  of 
words. 


For  further  information,  please  call  the  Advertising  Department  at  516-488-6100. 


CLASSIFIED  ADVERTISING  ORDER  FORM 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 
420  Lakeville  Rd.,  P.O.  Box  5404 
Lake  Success,  N.Y.  1 1042 


Date. 


Name- 


Address. 


City/State/Zip- 


Payment  enclosed:  $ 

Number  of  Insertions: 
Assign  Dept.  Number: 


Please  make  check  payable  to  New  York  State  Journal  of  Medicine. 
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Oct 30 -Nov  3,  1990 
Capitol  Plaza  Holiday  Inn 
Sacramento,  CA 

If  you’ve  made  the 
decision  to  move  up,  our 
four-day  interactional 
career  enhancement 
program  for  physicians  will 
help  you  make  the  trans- 
ition to  administrative 
medicine.  Adapt  practical 
approaches  to  organiza- 
tional challenges  to  fit  your 
personal  leadership  style. 
Learn  techniques  that  will 
help  you  control  a meeting 
so  goals  are  accomplished, 
and  how  to  meet  QA  and 
Joint  Commission  require- 
ments. Prepare  to  negotiate 
successfully  and  respond 
effectively  to  confronta- 
tion. Career  counseling  is 
available  upon  completion 
of  the  program.  Class  is 
limited  to  24  partici- 
pants, so  call  today  for 
more  information. 

Medical  Directors 
Advancement  Council 

An  Education  ond  Executive 
Search  Service 
Two  Shannon  Court 
Chico,  California  95928 


Call  our  toll-free  number 
for  more  information. 
1-800-762-2595. 

C.M.E.  credits  applied  for 


{continued  from  p 2 A) 

Coordinator,  Continuing  Medical  Edu- 
cation Department,  Sharp  Memorial 
Hospital,  7901  Frost  St,  San  Diego,  CA 
92123.  Tel:  (619)  541-4530. 

Aug  9-11.  High-Risk  Obstetrics.  16 
Cat  I Credits.  Napa.  Contact;  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists, 409  12th  St,  SW,  Washing- 
ton, DC  20024.  Tel:  (202)  638-5577. 

Aug  17-19.  Advanced  Seminars  in  Di- 
agnostic Imaging.  18  Cat  I Credits. 
Ritz-Carlton  Resort  Hotel,  Laguna  Ni- 
guel, California.  Aug  23-28.  Sixth  An- 
nual Physics  and  Biology  of  Radiology. 
25  Cat  I Credits.  Hanalei  Hotel,  San 
Diego.  Contact:  Dawne  Ryals,  Ryals  & 
Associates,  PO  Box  1925,  Roswell,  GA 
30077.  Tel:  (404)  641-9773. 

MASSACHUSETTS 

Aug  3-5.  The  Cape  Cod  Conference  on 
Pediatrics.  Tara  Hyannis  Hotel,  Hyan- 
nis.  Contact:  Rayna  Saville,  Coordina- 
tor, Continuing  Medical  Eduation,  219 
Bryant  St,  Buffalo,  NY  14222.  Tel: 
(716)  877-7965. 

MICHIGAN 

Aug  2-4.  Emergencies  in  Obstetrics  and 
Gynecology.  16  Cat  I Credits.  Mack- 
inac Island.  Contact:  American  College 
of  Obstetricians  and  Gynecologists, 
409  12th  St,  SW,  Washington,  DC 
20024.  Tel;  (202)  638-5577. 

MISSOURI 

Aug  17-19.  National  Conference  of 
Family  Practice  Residents  and  Stu- 
dents. Westin  Crown  Center,  Kansas 
City.  Contact:  Beth  Paulsen,  Manager, 
Public  Relations  Department,  The 
American  Academy  of  Family  Physi- 
cians, 8880  Ward  Parkway,  Kansas 
City,  MO.  Tel:  (800)  274-2237,  ext 
4220. 

SOUTH  CAROLINA 

Aug  2-5.  Pediatric  Update.  Kiawah  Is- 
land Inn,  Kiawah  Island.  Contact:  Deb- 
bie Shealy,  South  Carolina  Chapter, 
American  Academy  of  Pediatrics,  PO 
Box  11188,  Columbia,  SC  292 11.  Tel; 
(803)  798-6207. 

TEXAS 

Aug  5-10.  Ninth  Annual  Internal  Medi- 


cine Review  for  the  Primary  Care  Phy- 
sician. 25  Cat  I Credits.  South  Padre 
Hilton  Resort,  South  Padre  Island. 
Contact:  Office  of  Continuing  Medical 
Education,  Scott  and  White,  2401 
South  31st  St,  Temple,  TX  76508.  Tel: 
(817)  774-2350. 

WYOMING 

Aug  30-Sept  1 . Update  in  Gynecology. 
16  Cat  I Credits.  Jackson  Hole.  Con- 
tact: American  College  of  Obstetri- 
cians and  Gynecologists,  409  12th  St, 
SW,  Washington,  DC  20024.  Tel: 
(202)  638-5577. 


AROUND  THE  WORLD 


BELGIUM 

Aug  22-24.  International  Consensus  on 
Supportive  Care  in  Oncology.  Palais  des 
Congres,  Brussels.  Contact:  ICSCO, 
International  Consensus  on  Supportive 
Care  in  Oncology  c/o  Symedco,  Two 
Research  Way,  Princeton  Forrestal 
Center,  Princeton,  NJ  08540.  Tel: 
(800)  821-5678. 

BERMUDA 

Aug  5-11.  The  10th  Annual  Compre- 
hensive Fine  Needle  Biopsy  Course.  25 
Cat  I Credits.  The  Princess  Hotel, 
Hamilton.  Contact:  Extended  Pro- 
grams in  Medical  Education,  School  of 
Medicine,  Room  124-C,  University  of 
California,  San  Francisco,  CA  94143. 
Tel:  (415)  476-4251. 

BRAZIL 

Aug  16-18. 1st  Pan  American  Congress 
on  Vascular  Surgery.  22  Cat  I Credits. 
Rio  Palace  Hotel,  Rio  De  Janeiro.  Con- 
tact; Advanced  Studies  in  Surgery,  50 
South  Beach  Rd,  The  Landings  #306, 
South  Burlington,  VT  05403.  Tel: 
(800)  526-1782. 

CANADA 

Aug  16-18.  Advanced  Ultrasound  for 
the  Office  Practice:  An  Emphasis  on 
Transvaginal  Scanning  and  Newer 
Techniques.  16  Cat  I Credits.  Toronto. 
Contact:  American  College  of  Obstetri- 
cians and  Gynecologists,  409  12th  St, 
SW,  Washington,  DC  20024.  Tel: 
(202)  638-5577.  □ 
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September  1, 1990  - All  Medicare  providers’^  must  create  and 
file  claim  forms  for  every  Medicare  patient. 

MEGASYS  Is  Ready  With  The  Best  Practice  Management 

Solutions! 

MEGASYS  provides  the  most  cost-effective  solution  for 
automating  the  entire  Medicare  submission  process. 


• Reducing  paperwork  • Saving  time  • Increasing  profitability 


Thousands  of  Practices  Nationwide  Already  Know  When 
You  Need  Medical  Practice  Software,  You  Need  MDX! 

And  When  You  Need  A Total  Medical  Practice  Solution, 

You  Need  Megasys,  LTD! 

Megasys  delivers  the  most  comprehensive  management  system  your  practice  will  e\'er  need  to  remain 
efficient  and  profitable.  From  hardware  and  software  to  complete  installation,  training  and  support, 
Megasys  gives  you  the  TOTAL  SOLUTION. 

Fill  out  and  send  in  the  coupon  below,  or  call  today  for  more  information  on  the  management  system 
that's  right  for  your  practice. 


MEGASYS,  LTD. 

301  ROUTE  17  NORTH 
RUTHERFORD,  N J.  07070 


(201)  933-3200 


Yes,  I am  interested  in  learning  what  thousands 
of  practices  already  know. 

Name: 

Title: 

Practice  Name: 

Address: 

City: State: Zip: 

Phone: Typ®  Practice:  

I am  interested  in:  [ ] More  information 

[ ] Attending  your  next  free  seminar  [ ] A free  site  survey 


'(f’articipatmg  and  non-participating) 


OOPS. 


thought  you’d  be  young  for- 
ever. Now  that  you  know  better, 
you’ve  headed  headlong  into 
exercise.  And  it  hurts.  A lot. 

Join  the  team.  Each  year, 
hundreds  of  thousands  of  Ameri- 
cans strain,  sprain  or  perma- 
nently injure  their  bodies  trying 
to  slow  the  hands  of  time.  Tb 
avoid  the  pain,  physical  ther- 
apists recommend  the  following 
tips— for  aging  athletes  and 
young  “weekend  warriors’’  alike. 
Be  realistic.  If  you  haven’t  exer- 
cised regularly  since  you  were  a 
kid,  don’t  attempt  to  pick-up 
where  you  left  ofh  From  age  20 
on,  bodies  lose  a little  musculzu- 
flexibility  and  strength  each 
year. 

Warm  up,  cool  down.  Start  exer- 
cising slowly.  You  should  be  per- 
spiring lightly  before  you  begin 
strenuous  exercise.  End  your 
workout  with  a period  of  slower 
activity. 

Listen  to  your  body.  If  you  feel 
pain,  stop  exercising  and  seek 
nelp.  The  sooner  your  problem  is 
treated,  the  sooner  you  can  get 
moving  again! 

Mix  it  up.  Practice  severed  activi- 
ties instead  of  one.  You’ll  decrease 
the  chances  of  injury  caused  by 
repetition,  increase  the  number 
of  muscles  you  condition,  and 
help  stave  off  boredom. 

Consult  a health  care  profes- 
sional to  help  you  design  the  pro- 
gram that  fits  your  body. 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 


Index  to 
Advertisers 

AMA  Advisers 12A 


A PUBLIC  SERVICE  MESSAGE  FROM  THE 
AMERICAN  PHYSICAL  THERAPY  ASSOCIATION 

Don’t  get  to  know  us  the  hrird  way: 
For  more  information  about  how  to 
tcike  good  care  of  your  body, 
write:  FOR  EVERY  BODY, 
APTA,  RO.  Box  37257, 
Washington,  DC  20013. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidmium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant 
As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence) . 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abrupdy  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— aU  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranuloc5rtosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

P I 028S 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


ITS  TIME 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


AT  MARINE,TREES  CAN 
GROW  ON  MONEY. 


You’ve  got  a small  business.  You  want  it  to  grow  But  there’s  so  much  to  do.  Sometimes 
it’s  hard  to  manage  everything  on  your  own. 

Well,  you  don’t  have  to  be  on  your  own  any  longer.  At  Marine,  we  have  trained  experts 
in  businesses  just  like  yours,  ready  to  give  you  a helping  hand.  They’re  called  Relationship 
Managers.  And  they  can  show  you  how  to  write  a business  plan.  Organize  your  payroll 
procedures  more  efficiently.  Handle  your  banking  transactions  right  from  your  own  office. 
And  more. 

Drop  by  soon  or  call  1-800-9MAR1NE.  It  won’t  cost  IVIARIME 

you  anything  and  there’s  no  obligation.  We  may  not  be  in  | IVIIDLAMD 

the  nursery  business,  but  we’ve  been  helping  businesses  BAM  K 

like  yours  grow  for  a long  time.  Let’s  work  it  out  together. 


© W89  Marine  Midland  Bank  N A . Member  I DK 


©1990,  C D.  Searle  & Co. 


The  1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  "...to  control 
blood  pressure  with  the  fewest  drugs  at  their  lowest  dose...."' 


FOR  INITIAL  SINGLE-AGENT  THERAPY 
. IN  MILD  TO  MODERATE  HYPERTENSION. . . 

INTRODUCING 

180-mg  CALAN  SR 

(verapamil  HCI) 


HIGH  SINGLE-AGENT  EFFICACY^ 


180mg-EFFICACY 
DEMONSTRATED 
COMPARABLE  TO 240 mg 


feisf:.;/' 


Dose- response  relationship' 
(sustained-release  verapamil) 


(n) 


(46) 


(48) 


+P<0.05  VS.  placebo 


180 


240 


placebo 


Verapamil  SR  (mg/day) 


Mean  supine  diastolic  blood  pressure  at  peak  (6  hours  postdose)  versus  verapamil  SR  once  daily. 

180  mg... 

-24-HOUR  control' 

—AN  ECONOMICAL  CHOICE 
-WELL-TOLERATED*  LOW-DOSE  THERAPY 

When  you  want  the  single-agent  safety  and  efficacy 
of  verapamil  SR  therapy. . . 

NEW 


180  mg 

@ian3^ 

^■(\/ornnnmil  HPII 


§■ 


SUSTAINED-RELEASE  CAPLETS 


A BRIGHT  NEW  IDEA 

in  verapamil  SR  therapy 


*80%  single-agent  efficacy  demonstrated  in  six  clinical  studies  of  more  than  4,000  adult  paCents  with  vaned  titratioh  schedules  of  up  to  360  mg  or  480  mg  per  day  ih  divided  doses. 
♦Constipatioh,  the  most  commohly  reported  side  effect  of  Calah  SR,  is  easily  managed  in  most  paOents.  „ ^ _ , , , _ 

Please  see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  informabon.  ■ 


PATIENT  PLUS^  PROGRAM 

NOW  GIVE  PATIENTS  CALAN  SR  180  mg 

FREE  FOR  3 MONTHS 


(1-8004-CALAN-4I 

Patients  must  be  enrolled  before  October  15, 1990. 


The  Patient  Plus  program  for  Calan  SR  180  mg  is  avaiiabie  for  ali  patients  for  a limited  time  oniy.  As  with  other  Searle 
cardiovascuiar  products,  Caian  SR  180  mg  wiii  be  avaiiabie  on  an  ongoing  basis  through  the  Patients  in  Need  program. 
Piease  see  your  Searle  Representative  for  full  program  details 


SUSTAINED-RELEASE  CAPLETS 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings;  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  pmdent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  L(jL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne’s  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility:  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolanzing);  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  doig  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed. 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions;  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hypeqilasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence. 


References; 
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Address  medical  inquiries  to: 
G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 

G D Searle  & Co  4901  Searle  Parkway 

Box  5110,  Chicago,  IL  60660  Skokie,  IL  60077 
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Oct  30  - Nov  3,  1 990 
Capitol  Plaza  Holiday  Inn 
Sacramento,  CA 

If  you’ve  made  the 
decision  to  move  up,  our 
four-day  interactional 
career  enhancement 
program  for  physicians  will 
help  you  make  the  trans- 
ition to  administrative 
medicine.  Adapt  practical 
approaches  to  organiza- 
tional challenges  to  fit  your 
personal  leadership  style. 
Learn  techniques  that  will 
help  you  control  a meeting 
so  goals  are  accomplished, 
and  how  to  meet  QA  and 
Joint  Commission  require- 
ments. Prepare  to  negotiate 
successfully  and  respond 
effectively  to  confronta- 
tion. Career  counseling  is 
available  upon  completion 
of  the  program.  Class  is 
limited  to  24  partici- 
pants, so  call  today  for 
more  information. 

Medical  Directors 
Advancement  Council 

An  Educotion  and  ExecuMve 
Search  Service 
Two  Shannon  Court 
Chico.  California  95928 


Call  our  toll-free  number 
for  more  information. 
1-800-762-2595. 

C M E.  credits  applied  for. 


MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 

SEPTEMBER  1990 
AROUND  THE  STATE 


BRONX 

Sept  26.  Forensic  Aspects  of  Fire  Inves- 
tigation. Lehman  College  campus. 
Contact:  Mark  L.  Taff,  MD,  President, 
New  York  Society  of  Forensic  Sci- 
ences, 511  Hempstead  Ave,  Suite  2, 
West  Hempstead,  NY  11552.  Tel: 
(516)  292-2300. 

COOPERSTOWN 

Sept  12.  Geriatrics.  3 Cat  I Credits. 
Bassett  Hall  Conference  Center.  Con- 
tact: Charlotte  L.  Hoag,  Medical  Edu- 
cation Coordinator,  Office  of  Medical 
Education,  The  Mary  Imogene  Bassett 
Hospital,  One  Atwell  Rd,  Cooper- 
stown,  NY  13326.  Tel:  (607)  547-3926. 

MANHATTAN 

Sept  5-Dec  21 . Basic  Science  Course  in 
Ophthalmology.  154  Cat  I Credits. 
Bellevue  Hospital,  New  York  City. 
Sept  15.  Seminar  on  Parkinson’s  Dis- 
ease & Related  Movement.  7 Cat  I 
Credits.  NYU  Medical  Center.  Con- 
tact: NYU  Medical  Center,  Post-Grad- 
uate Medical  School,  550  First  Ave, 
New  York,  NY  10016. 

Sept  6-7.  10th  Annual  Cosmetic  Der- 
matology Symposium:  New  Develop- 
ments in  Topical  & Surgical  Therapies. 
Podell  Auditorium,  Beth  Israel  Medi- 
cal Center.  Contact:  Beverley  R.  Bap- 
tiste, Medical  Education  Office,  Beth 
Israel  Medical  Center,  First  Ave  at 
16th  St,  New  York,  NY  10003.  Tel: 
(212)  420-2000. 


AROUND  THE  NATION 


CALIFORNIA 

Sept  6-8.  Sixth  Annual  Sonography 


Update  Conference  & Exhibit.  18 'A  Cat 
I Credits.  Sept  7-10.  Sixth  Annual  So- 
nography Update  for  Physicians  and 
Sonograpbers.  18  Cat  I Credits.  Sept  8- 
9.  Sonography  Registry  Review.  1 6 Cat 
I Credits.  Hotel  del  Coronado,  Corona- 
do (San  Diego).  Contact:  Dawne  Ryals, 
Ryals  & Associates,  PO  Box  1925, 
Roswell,  GA  30077.  Tel:  (404)  641- 
9773. 

Sept  14-16.  Uveitis  and  Retina  Fron- 
tiers. 12  Cat  I Credits.  Carmel  Valley 
Ranch  Resort,  Carmel  Valley.  Sept  17- 
18.  Blepharoplasty  Workshop:  Princi- 
ples and  Technique.  1 1 Cat  I Credits. 
University  of  California,  San  Francis- 
co. Contact:  Extended  Programs  in 
Medical  Education,  University  of  Cali- 
fornia, San  Francisco,  Room  C-124, 
San  Francisco,  CA  94143.  Tel:  (415) 
476-4251. 

FLORIDA 

Sept  12-15.  Third  Annual  Applied  Ul- 
trasound: Accent  on  Doppler.  18  Cat  I 
Credits.  Ritz  Carlton  Resort  Hotel, 
Naples.  Contact:  Dawne  Ryals,  Ryals 
& Associates,  PO  Box  1925,  Roswell, 
GA  30077-1925.  Tel:  (404)  641-9773. 

LOUISIANA 

Sept  21-22.  Pathology  Update.  7'/2  Cat 
I Credits.  Westin  Canal  Place  Hotel, 
New  Orleans.  Contact:  Linda  T. 
Reeves,  Program  Coordinator,  Office 
of  Continuing  Education,  Tulane  Med- 
ical Center,  1430  Tulane  Ave,  New  Or- 
leans, LA  70112.  Tel:  (504)  588-5466. 

NEBRASKA 

Sept  24-29.  Emergency  Medicine  Re- 
view. Lincoln.  Contact:  Continuing 
Education,  University  of  Nebraska 
Medical  Center,  42nd  and  Dewey  Ave, 
Omaha,  NE  68105.  Tel:  (402)  559- 
4152. 

PENNSYLVANIA 

Sept  15.  6th  Special  Regional  Sympo- 
sium on  the  Modern  Treatment  of  Vari- 
cose Veins.  Sheraton  Society  Hill,  Phil- 
adelphia, Pennsylvania.  Contact: 
North  American  Society  of  Phlebology, 
204  North  El  Camino  Real  ^E234, 
Encinitas,  CA  92024.  Tel:  (619)  942- 
8380. 
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SERVE  WITH 
PHYSICIANS  LIKE 
THE  ONE  WHO 
INTRODUCED 
CERAMICS  TO 
HIP  REPLACEMENT 
IN  THE  U.S. 

Join  the  Army  Reserve  and  you  could  work 
with  Dr.  Edward  Miller,  a leading  orthopaedist 
who  performed  the  first  ceramic  hip  operation 
in  the  U.  S. ; or  Dr.  John  McLellan  Tew,  a pioneer 
in  new  laser  applications  of  vascular  malforma^ 
tions  and  brain  tumors;  or  even  Dr.  Christopt^^ 
Michelsen,  Co-Director  of  the  Combined  W 
Orthopaedic  and  Neurosurgical  Spine  Cer^fer 
at  Columbia  Presbyterian  Medical  Cent^t. 

Of  course  the  caliber  of  the  physicians  you 
meet  is  only  one  of  the  many  benefits  youll 
receive  in  the  Alritry  fteserve. 

We  also  offer  programs  to  help  you  continue 
your  medical  education,  attend  civilian  medical 
conferences,  even  repay  your  student  loans. 

And  we’ll  also  be  flexible  about  the  hours 
you  work.  You  can  serve  as  few  as  14  days  a year 
which  need  not  be  consecutive. 

If  you  would  like  more  information  or 
would  like  to  be  contacted  by  an  Army  Reserve 
physician,  call  l-SOO-USA'ARMY,  and  join 
an  elite  group  of  physicians. 

ARMY  RESERVE  MEDICINE. 

BE  ALL  YOU  CAN  BE. 


“Ididtet 

acquire 

emphy>setna, 

I inhertted  it” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha^ -antitrypsin  (AAT)."'  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.^ 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-1. 


1 Branlly  ML,  Paul  LD.  Miller  BH,  et  al  Clinical  features  and  history  otthe  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms. 
Am  Rev  Respir  Dis  1988;138:327-336 

2 Wewers  MD,  Casolaro  MA.  Sellers  SE,  et  al:  Replacement  therapy  for  alpha, -antitrypsin 

®1990  Miles  Inc  deficiency  associated  with  emphysema  N EnglJ  Med  1987;316:1055-1062 


Miles  Inc. 

Cutter  Biological 
400  Morgan  Lane 
West  Haven,  CT  06516 

Cutter  I 


8A  VOL.  90  NO.  8/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


New  M state 
Jounial  Of  Nfetfeine 


Contents 


COMMENTARIES 

393 

Life,  liberty,  and  the  pursuit  of  happiness 

JOHN  T.  FLYNN,  MD 

394 

Organ  donation 

FREDERICK  K.  MERKEL,  MD 

RESEARCH  PAPERS 

396 

The  pattern  of  organ  donation  in  a large  urban  center 

NABIL  SUMRANI,  MD;  VERA  DELANEY,  MD;  KHALID  M.  H.  BUTT,  MD; 
JOON  H.  HONG,  MD 

REVIEW  ARTICLE 

400 

A history  of  infectious  waste  legislation  and  regulation  and  their  impact  on  hospitals  in 
New  York  City 

MICHAEL  T.  TRONCONE,  MPH 

HISTORY 

406 

A history  of  the  Ray  Brook  State  Tuberculosis  Hospital 

KENNETH  W.  WRIGHT,  MD;  JAMES  MONROE,  MD;  FREDERICK  BECK,  MD 

SPECIAL  REPORT 

414 

Magazines  that  do  not  accept  tobacco  advertising 

CASE  REPORTS 

415 

Infected  aortitis  masquerading  as  bronchogenic  carcinoma 

LINDA  J.  PARADOWSKI,  MD;  IVAN  HAJDU,  MD,  PhD;  LORRAINE  COLI,  MD; 
GREGORY  LOEWEN,  DO 

{continued  on  p.  11  A) 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minima!  potentiai  for 
drug  interactions 

Unlike  cimetidine  and  ranitidinej 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 . USP  D!  Update.  September/ October  1988,  p 120. 

2.  BrJ  Clin  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987:22fsuppl  136):61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  l.  Active  duodenal  ulcer-for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -toi  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  Genera/- 1.  Symptomatic  response  to  nizahdine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  pahents  with  normal  renal  function  and  uncomplicated  hepatic 
dysfuncbon,  the  disposibon  of  nizabdine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tes/s-False-posIbve  tests  tor  urobilinogen  with  Mulbsbx' 
may  occur  during  bierapy. 

Drug  Interactions -No  interacbons  have  been  observed  with  theophyl- 
line. chlordiazepoxide.  lorazepam,  lidocaine.  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  theretore,  drug 
interacbons  mediated  by  inhibibon  ot  hepabc  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  ot  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d.,  was  administered  concurrenby. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  ot  a carcinogenic  eflecl  There  was  a dose-related  increase  in 
the  density  ot  enterochromatbn-like  (ECL)  cells  in  the  gastric  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  ot  a 
carcinogenic  eftect  in  male  mice,  although  hyperplasbc  nodules  ot  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  ot  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  signiticant 
increases  in  hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  ot 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
conbd  limits  seen  tor  the  strain  ot  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  ot  mild  liver  injury  (bansaminase  elevabons).  The 
occurrence  ot  a marginal  tinding  at  high  dose  only  in  animals  given 
Axid’  (nizabdine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ot  a 
carcinogenic  ettect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic 
potential  tor  Axid. 

Axid  was  not  mutagenic  in  a babery  ot  tests  performed  to  evaluate  its 
potenbal  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
ONA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferblity  study  in  rats,  doses 
ot  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  ettects  on  the 
reproductive  pertormance  ot  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  ot  impaired  fertility  or  teratogenic  ettecb  buL  at  a dose 
equivalent  to  300  bmes  the  human  dose,  heated  rabbits  had  aborbons, 
decreased  number  ot  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargemenL  coarctabon  ot  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bitida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-conholled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  attect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  it  the  potential  benetit  justities  the  potential  risk  to 
the  fetus. 

Nursing  Mothers-Studies  in  lactating  women  have  shown  that 
0.1%  ot  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  ot  growth  depression  in  pups  reared  by  heated 
lactabng  rats,  a decision  should  be  made  whebier  to  discohbnue  nursiog 
or  the  drug,  taking  into  account  the  importance  ot  bie  drug  to  the  mother. 

Pediatric  Use-Safety  and  eftecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Ftatrents-Healing  rates  in  elderly  pabents  were  similar 
to  biose  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizabdine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  In  domesbc 
placebo-conholled  hials  of  over  1,900  nizabdine  pabents  and  over  1,300 
on  placebo,  sweabng  (1%  vs  O.W),  utbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine,  Lilly) 


/fepabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  horn  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  venbicular  tachycardia  occurred  in  two  individuals 
administered  /txid  and  in  biree  unbeated  subjects. 

C/VS -Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Omcal  pharmacology  studies  and  conbolled  clinical  dials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

/femafo/oj/c- Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizabdine  and  another  Hj-receptor  antagonist  This  pabent 
had  previously  experienced  thromboc^openia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/ntegumenfa/- Sweating  and  urbcaria  were  reported  significanby 
more  frequently  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  biis  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  biese  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg.  bronchospasm,  laryngeal  edema  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  wibi  gout  or  nephrolithiasis  was 
reported.  Eosinophilia  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  ot  Axid  have  been  reported  rarely,  b overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  consktered  along 
with  clinical  monboring  and  supportive  bierapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
maipractice  insurance.  Benefit  package  avaii- 
able  to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
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pursuit  of  happiness 


Life,  liberty,  and  the 


“We  hold  these  truths  to  be  self-evident,  that  all  men  . . . are 
endowed  by  their  Creator  with  certain  unalienable  Rights,  that 
among  these  are  Life,  Liberty  and  the  pursuit  of  Happiness. — 
That  to  secure  these  rights.  Governments  are  instituted  among 
Men  . . . 

During  the  two  centuries  since  Thomas  Jefferson  com- 
posed these  words,  life  and  liberty  have  been  the  major 
foci  of  social  concern  in  Euro-American  societies.  In- 
spired by  the  Enlightenment,  from  Hutcheson  and  Mon- 
tesquieu to  Rousseau  and  later  to  Bentham,  societies  have 
slowly  reshaped  civil  laws  and  mores,  to  safeguard  the  per- 
sonal rights  and  liberties  of  individuals.  In  addition,  dur- 
ing these  two  hundred  years,  civilized  societies  have  en- 
couraged the  scientific  advancements  which  have  helped 
to  improve  human  life  through  better  functioning  of  the 
human  body  during  an  extended  life  span. 

In  the  20th  century,  these  societies  have  reached  a state 
in  which  the  third  of  these  inalienable  rights,  the  pursuit  of 
happiness,  has  gradually  moved  closer  to  center  stage  on  a 
broad  scale.  The  pursuit  of  happiness  is  the  driving  force 
behind  a countless  assembly  of  human  activities,  includ- 
ing the  ownership  of  one’s  own  home,  the  steady  stream  of 
fads  and  fashions,  personal  grooming,  social  events,  vaca- 
tioning, hobbies,  the  arts,  games,  sports,  and  sexual  activi- 
ties, to  mention  but  a handful.  The  latter  half  of  this  cen- 
tury has  witnessed  a host  of  effects,  both  good  and  ill, 
which  have  arisen  from  broader  opportunities  in  affluent 
societies  for  the  individual  to  pursue  happiness  in  his  or 
her  own  fashion. 

When  the  free  and  sometimes  misguided  pursuit  of  hap- 
piness suffers  distortions  or  is  inappropriately  directed  to- 
ward the  relief  of  unhappiness,  ill  effects  can  result  and 
now  present  a major  challenge  to  governments  and  to  the 
social  order,  placing  an  especially  heavy  burden  upon  both 
the  health  care  system  and  the  criminal  justice  system. 

The  pursuit  of  sexual  pleasure  can  generate  heterosex- 
ual and  homosexual  promiscuity,  prostitution,  sexual 
abuse,  and  the  transmission  of  disease,  including  AIDS. 
Permissiveness  toward  sexual  experience  has  encouraged 
teenage  pregnancy  and  in  turn  its  control,  in  part,  by  le- 
galized abortion.  The  pleasures  derived  from  food  can 


proceed  toward  gluttony,  obesity,  and  an  increase  in  the 
hazards  of  ill  health.  The  social  pleasures  derived  from 
alcohol  can  escalate  to  chronic  habits  of  alcohol  abuse, 
with  its  multitude  of  disastrous  complications  to  self  and 
others.  The  enjoyment  of  tobacco  can  lead  to  an  addiction, 
with  often  costly  damage  to  health.  Recreational  use  of 
chemical  substances,  centuries  old,  and  their  application 
to  the  relief  of  states  of  depression  or  unhappiness,  have 
precipitated  major  social  crises,  national  and  internation- 
al, and  have  further  strengthened  organized  crime. 

Other  activities  intended  to  procure  happiness  can  lead 
to  regrettable  consequences.  Betting  can  progress  to  a 
compulsion,  with  serious  personal,  family,  social,  and  fi- 
nancial consequences.  A natural  and  healthy  interest  in 
sports  may  evolve  into  a frantic  insistence  on  winning  at 
any  cost — an  urge  which  can  lead  to  the  unwise  use  of 
performance  enhancing  drugs,  in  addition  to  dishonesty 
on  the  playing  field  and  illicit  gambling.  The  urge  to  accu- 
mulate material  goods  as  a route  to  happiness  is  too  often 
reinforced  by  affluence  in  a society,  abetted  by  a cornuco- 
pia of  goods  available  for  the  satisfaction  of  every  whim 
and  taste,  and  fostered  by  media  promotions  which  insist 
that  more  is  better  and  happier. 

The  pursuit  of  individual  happiness  appears  to  be  most 
strongly  influenced  by  the  entertainment  industry,  the 
manufacturers  of  commercial  products  and  their  advertis- 
ing agencies,  and,  regrettably,  by  organized  crime 
through  the  control  of  prostitution,  gambling,  loan  shark- 
ing, and  illicit  drugs. 

The  public  happiness  factor  absorbs  the  attention  of 
elected  officials — a proper  awareness  on  their  part.  Too 
often,  however,  it  can  deter  such  officials  from  generating 
increased  taxes  for  social  necessities,  and  can  interfere 
with  needed  governmental  reforms  or  reallocation  of  re- 
sources or  the  provision  of  seriously  needed  government 
services. 

Thus  the  ill  effects  of  the  pursuit  of  happiness  impact 
upon  many  segments  of  an  organized  society. 

Confronted  with  these  difficulties,  governments  have 
chosen  in  many  instances  to  exert  coercive  force  to  fore- 
stall the  ill  effects  of  the  pursuit  of  happiness  through  re- 
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strictive  and  prohibitive  responses  by  lawmakers  and  the 
criminal  justice  system.  Their  successes  have  been  limited 
and  marred  by  a spectrum  of  failures,  the  signal  instance 
of  which  was  the  attempt  to  ban  the  manufacture,  sale, 
and  distribution  of  intoxicating  beverages  by  our  own  1 8th 
Amendment  to  the  Constitution.  Today,  governments  are 
still  groping  toward  more  positive  steps  in  the  appropriate 
support  of  individual  happiness. 

It  may  appear  unusual,  certainly  unexpected,  that  Jef- 
ferson should  have  selected  the  pursuit  of  happiness  for 
inclusion  in  the  Declaration  of  Independence,  instead  of  a 
number  of  other  inalienable  human  rights,  and  thus  in- 
volved governments  in  the  protection  of  such  a pursuit. 
One  can  argue  that  Jefferson  was  wrong  in  believing  that 
governments  should  give  more  than  peripheral  attention 
to  the  individual’s  pursuit  of  happiness.  Yet  governments 
are  expected  by  their  constituents  to  give  aid  and  to  pro- 
tect against  the  ill  effects  of  the  pursuit  of  happiness. 
When  government  fails,  it  is  blamed  and  held  account- 
able. 

In  fairness,  how  can  one  criticize  a government’s  failure 
to  deal  effectively  with  such  problems,  when  citizen  and 
government  have  not  begun  to  reach  a consensus  regard- 
ing their  mutual  responsibilities  in  these  matters? 

Jefferson  left  such  a dialogue  to  later  generations,  but 
in  the  Declaration  of  Independence  he  committed  our  gov- 
ernment, and  indeed  all  governments,  “To  secure  these 
rights.’’  He  could  not  have  intended  that  governments  as- 
sume the  impossible  task  of  determining  the  proper  pur- 
suit of  happiness  for  each  individual  citizen.  Nor  could  he 
have  expected  that  governments  would  ensure  the  indivi- 
dual’s right  to  pursue  happiness,  without  regard  to  the 
consequences  to  self  and  to  others,  and  no  matter  what  the 
cost  to  society  at  large. 

Major  questions  remain  unanswered.  Should  govern- 
ment coopt  and  control  some  aspects  of  the  pursuit  of  hap- 
piness, as  has  occurred  with  the  diversion  of  gambling 
moneys  into  the  public  coffers?  On  the  other  hand,  is  the 
role  of  government  in  these  matters  more  properly  an  edu- 
cational one?  To  what  extent  should  government  and  soci- 


Organ 


Organ  transplantation  is  now  a major  therapy  for  the 
treatment  of  a wide  range  of  human  ills.  Impressive  ad- 
vances in  transplantation  have  occurred  so  rapidly  during 
recent  years  that  now  almost  every  organ  can  be  trans- 
planted with  some  degree  of  success.  Transplants  are  per- 
formed in  university  and  community  hospitals  worldwide 
and  even  in  Third  World  countries. 

Cyclosporin  A,  the  “wonder  drug’’  of  the  1980s,  has  so 
increased  the  success  rate  with  transplants  of  the  heart, 
liver,  and  kidneys  that  the  availability  of  organs  has  not 
kept  pace  with  need.  Pharmacologic  immunosuppression 
with  newer  drugs  such  as  FK  506  will  result  in  equally 
impressive  improvement  in  results  so  that  the  demand  for 
organs  will  be  even  greater.  Since  this  organ  deficit  affects 


ety  offer  assistance  to  those  whose  pursuits  of  happiness 
have  contributed  to  destructive  outcomes,  both  to  self  and 
to  others? 

Poorly  structured  family  life,  inadequate  educational 
systems,  unrealistic  individual  expectations,  and  immod- 
eration in  personal  habits  and  activities  can  combine  to 
thwart  governmental  efforts  to  deal  effectively  with  the 
unfortunate  consequences  of  the  individual’s  pursuit  of 
happiness. 

A clear  set  of  agreements,  resulting  from  a dialogue  be- 
tween the  people  and  their  elected  representatives,  re- 
quires clearer  public  understanding  of  the  individual’s  re- 
sponsibility to  self  and  others  in  his  or  her  pursuit  of 
happiness. 

Such  a clearer  understanding  requires  carefully  struc- 
tured and  faithfully  completed  research  studies,  free  of 
rhetorical  biases,  in  certain  crucial  areas.  These  should 
include  the  influence  upon  personal  self-esteem  and  satis- 
faction of  the  individual’s  early  family  life,  educational 
experiences,  workplace,  career  satisfactions,  marital  fam- 
ily, and  child-bearing  and  child-rearing  experiences — the 
basic  ingredients  of  most  human  lives  and  experiences. 

We  must  pursue  research  into  the  neurophysiologic  and 
pathologic  bases  of  mental  depression,  which  often  stimu- 
lates the  individual’s  recourse  to  activities  and  agents 
which  can  offer  only  momentary  relief  from  depression 
and  unhappiness.  We  need  to  understand  more  completely 
the  influences  that  commit  certain  individuals  to  addic- 
tions that  are  patently  self-destructive,  as  well  as  those 
conditions  which  create  and  perpetuate  social  despair. 

These  serious  problems  will  not  be  resolved  in  our  soci- 
eties without  extensive  contributions  to  an  effective  public 
dialogue  along  these  lines. 

All  of  us  must  contribute. 

JOHN  T.  FLYNN,  MD 
Consulting  Editor 

1 . In  Congress,  July  4, 1 776,  A Declaration  by  the  Representatives  of  the  Unit- 
ed States  of  America,  in  General  Congress  assembled.  Williamsburg.  The  Virginia 
Gazelle,  July  26,  1776,  No.  78,  p 1. 


donation 


patients,  physicians  must  try  to  discover  the  reasons  for 
the  lack  of  needed  donors  and  find  remedies.  Because  so 
many  patients  have  received  transplants,  a large  number 
of  physicians  have  had  some  interest  or  patient  care  expe- 
rience in  this  field. 

The  reasons  for  the  gap  between  need  and  supply  are 
numerous  and  varied.  There  may  be  different  reasons  for 
a lack  of  donors  among  various  population  groups.  Indif- 
ference, lack  of  knowledge,  suspicion  of  the  ethics  or  mo- 
tives of  others,  and  religious  deterrents  may  affect  groups 
differently.  Physicians  caring  for  potential  donors  may 
not  wish  to  become  involved  in  the  process  for  legal  and 
psychological  reasons,  or  because  of  discomfort  in  ap- 
proaching the  family.  Further,  physicians  may  wish  to 
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avoid  the  extra  time  commitments  involved  in  the  donor 
process,  and  the  personnel  of  the  donor  hospital  may  be 
insufficiently  prepared  for  approaching  the  family  with  a 
request  for  organs.  Although  there  are  probably  enough 
potential  donors  available  to  provide  the  necessary  organs, 
for  a number  of  reasons,  some  poorly  understood,  only  a 
small  percentage  of  these  donors  are  obtained  in  any  ra- 
cial group  as  shown  by  Sumrani  et  al  in  this  issue  of  the 
Journal}  The  authors’  figures  demonstrate  that  the  rate 
of  organ  donation  by  the  black  and  Asian  populations  in 
New  York  continues  to  be  poor  (24%  and  21%,  respective- 
ly), the  rate  of  donation  by  whites  has  remained  at  a 
steady  but  unspectacular  level  (42%),  and  the  only  popu- 
lation group  whose  donation  rate  has  improved  has  been 
the  Hispanics  (17%  to  47%).  Nevertheless,  it  is  encourag- 
ing that  Hispanic  donation  has  improved  and  perhaps  les- 
sons learned  from  this  group  can  be  applied  to  the  others. 

The  consolidation  caused  by  the  recent  federal  regula- 
tions eliminating  competition  has  probably  had  a negative 
effect  on  the  growth  of  donor  programs.  I personally  be- 
lieve that  competition  is  an  essential  ingredient  of  the  pri- 
vate practice  of  medicine  and  its  elimination  from  organ 
retrieval  is  an  unfortunate  precedent  for  our  system  of 
medical  care.  The  law  also  places  the  responsibility  for 
donor  requests  on  the  donor  hospitals  rather  than  working 
through  donor  teams.  This  can  result  in  poorly  trained  or 
disinterested  personnel  making  the  requests,  hence  under- 
mining the  objective  of  the  legislation. 

Clearly,  these  recent  events  have  had  a serious  negative 
effect  on  the  success  rate  of  organ  retrieval.  In  my  opinion. 


and  as  clearly  stated  in  the  article  by  Sumrani  et  al,'  edu- 
cation is  the  key  to  success.  Above  all,  one  must  educate 
professional  colleagues.  Transplantation  should  be  an  im- 
portant part  of  nursing  and  medical  school  curriculae  and 
should  be  part  of  board  and  specialty  examinations.  Medi- 
cal and  nursing  schools  should  not  only  teach  students 
about  transplants,  but  should  also  teach  them  how  to 
speak  with  the  families  of  the  deceased  in  requesting  do- 
nations. Articles  such  as  the  one  by  Sumrani  et  al'  should 
regularly  appear  in  medical  journals  as  they  serve  an  im- 
portant educative  function.  As  noted  by  the  authors,  the 
media  should  be  educated  as  well,  and  then  enlisted  to 
educate  the  general  public  and  public  officials.  Finally, 
patients  should  be  educated  as  to  how  to  obtain  transplan- 
tation when  needed  and  to  lessen  fears  and  concerns  re- 
garding both  transplants  and  organ  donation.  The  general 
public  must  also  be  enlisted  as  a major  participant  in  this 
type  of  program.  By  these  means,  I am  convinced  that  we 
will  be  able  to  care  for  the  rapidly  growing  population  re- 
quiring transplants. 

FREDERICK  K.  MERKEL,  MD 
President 

Chicago  Regional  Organ  and  Tissue  Bank 
Associate  Professor  of  Surgery,  Immunology, 

and  Medicine 

Rush-Presbyterian-St  Luke’s  Medical  Center 
1725  W Harrison  St 
Chicago,  IL  60612 

1 . Sumrani  N,  Delaney  V,  Butt  KM,  et  al:  The  pattern  of  organ  donation  in  a 
large  urban  center.  NY  State  J Med  1990;  90:396-399. 
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The  pattern  of  organ  donation  in  a large  urban  center 

Nabil  Sumrani,  md;  Vera  Delaney,  md;  Khalid  M.  Butt,  md;  Joon  H.  Hong,  md 


ABSTRACT.  Despite  Increasing  referrals  for  organ  dona- 
tion In  metropolitan  New  York,  procurement  has  remained 
essentially  unchanged  from  1983  through  1988  at  9 to  13  per 
million  population,  falling  far  short  of  Increasing  demand. 
This  Is  not  due  to  delay  In  the  diagnosis  of  brain  death,  higher 
discard  rates,  or  Increased  medical  unsuitability,  although 
exclusion  because  of  human  Immunodeficiency  virus  (HIV) 
disease,  or  risk  thereof,  has  Increased  and  now  accounts  for 
38  % of  exclusions.  Consent  for  organ  donation  remains  con- 
sistently low  among  blacks  (24%),  has  Increased  among 
HIspanIcs  from  17%  In  1984  to  47%  In  1988,  and  remains 
the  highest,  but  without  Improvement,  among  whites.  Causes 
for  the  observed  stagnation  and  potential  corrective  factors 
Include  poorly  focused  educational  efforts,  lack  of  sensitivity 
to  the  grieving  family  by  hospital  personnel,  physician  frus- 
tration at  the  Increasingly  prominent  role  of  government  and 
Its  regulations  In  the  practice  of  medicine,  and  eradication  of 
competition  between  local  organ  procurement  agencies. 

(NY  State  J Med  1990;  90:000-000) 

Major  progress  in  immunosuppressive  therapies,  surgical 
techniques,  and  management  of  complications  during  the 
past  30  years  has  led  to  a new  era  in  solid  organ  transplan- 
tation. Currently,  one-year  patient  and  graft  survival 
rates  approach  95%  and  85%,  respectively,  for  primary 
cadaveric  renal  transplants;  88%  and  55%,  respectively, 
for  pancreas  transplants;  80%  for  heart  transplants,  and 
60%  for  liver  transplants.'  These  improving  statistics  have 
led  to  a massive  increase  in  the  demand  for  organs.  Data 
obtained  from  the  United  Network  for  Organ  Sharing 
show  that  as  of  July  31,  1989,  there  were  15,271  patients 
in  the  United  States  awaiting  renal  transplantation,  1,199 
awaiting  cardiac  transplantation,  and  758  and  273  await- 
ing liver  and  pancreas  transplants,  respectively.  Yet  the 
number  of  kidneys  procured  in  the  United  States  has  lev- 
elled off  or  decreased  slightly  from  1987  through  the  early 
part  of  1989.^  Speculation  that  only  15%  to  20%  of  suit- 
able organ  donors  are  employed  led  to  the  introduction 
over  the  past  five  years  of  several  federal  and  state  laws 
aimed  at  promoting  donation  and  effective  utilization  of 
organs. 

In  an  attempt  to  assess  the  effect  of  these  regulations  on 
the  pattern  of  organ  donation  in  metropolitan  New  York, 
we  reviewed  our  experience  with  organ  procurement  from 
1983,  the  year  cyclosporine  was  introduced  into  general 
use,  through  1988. 

From  the  Department  of  Surgery,  State  University  of  New  York  Health  Science 
Center  at  Brooklyn,  Brooklyn,  NY. 

Address  correspondence  to  Dr  Sumrani,  Division  of  Transplantation,  Depart- 
ment of  Surgery,  State  University  of  New  York  Health  Science  Center  at  Brook- 
lyn, 450  Clarkson  Ave,  Brooklyn,  NY  1 1203. 


Methods 

Details  of  solid  organ  donor  referrals  and  organ  procurement 
were  obtained  from  records  derived  from  1983  through  April 
1988  from  the  local  organ  procurement  agency,  named  the  “Gift 
of  Life  Program.”  This  agency  is  located  in  metropolitan  New 
York  and  serves  a population  of  three  million,  with  referrals  from 
26  hospitals.  In  April  1988,  in  response  to  federal  demands  for 
consolidation  of  organ  procurement  organizations,  this  agency 
became  part  of  the  Regional  Transplant  Procurement  Program 
(RTP)  which  serves  the  entire  metropolitan  New  York  area  with 
a population  of  13  million  and  186  hospitals.  The  procurement 
area  serviced  by  our  transplant  team,  however,  diminished  with 
this  reorganization  to  2.5  million  and  23  hospitals.  Donor  refer- 
ral and  organ  procurement  data  for  the  period  April-December 
1 988  were  obtained  from  the  RTP  and  included  in  the  1988  data. 

Donor  screening  and  preliminary  discussion  with  the  donor 
family  were  performed,  for  the  most  part,  by  transplant  coordi- 
nators, specialists  trained  in  all  aspects  of  organ  procurement. 
The  Required  Request  Law  was  implemented  in  January  1986. 
This  law  requires  hospitals  to  request  consent  for  organ/tissue 
donation  from  family  members  if  the  deceased  is  medically  suit- 
able. Medical  suitability  was  determined  by  one  of  two  trans- 
plant surgeons  and  was  based  on  donor  age,  life  style,  concomi- 
tant systemic  disease,  absence  of  organ  dysfunction,  and  lack  of 
evidence  of  any  transmissible  disease.  Brain  death  was  estab- 
lished by  the  presence  of  coma  and  absence  of  brain  stem  reflexes 
without  intoxication,  primary  hypothermia,  metabolic  or  endo- 
crine disturbances,  or  documentation  of  apnea,  and/or  electro- 
cerebral silence  by  one  or  more  electroencephalograms  (EEG) 
and/or  absence  of  cerebral  perfusion  by  angiography.  Individual 
neurologists,  in  conjunction  with  hospital  policies,  dictated 
which  of  these  objective  tests  were  used.  The  time  period  re- 
quired to  establish  brain  death  ranged  from  12  hours  to  seven 
days. 

Results 

Referrals  of  potential  donors  increased  from  1983  to  1987,  peak- 
ing at  180  in  1987.  Irrespective  of  the  number  of  referrals,  the  actual 
number  of  utilized  donors  remained  relatively  constant  at  28-39  per 
year,  or  9 to  13  per  million  population,  with  discard  rates  of  7-16% 
(Fig  1).  Prospective  donors  excluded  because  of  medical  reasons  re- 
mained approximately  the  same  over  the  years  of  the  study  at  7-23% 
of  referrals  (Fig  2).  Sepsis  was  the  most  common  reason  for  exclu- 
sion, but  HIV  disease,  carrier  state,  or  life  style  associated  with  the 
risk  of  viral  infection  assumed  greater  importance  in  the  last  three 
years  of  the  study,  accounting  for  as  many  as  38%  of  exclusions  in 
1988.  Other  reasons  for  exclusion  were  donor  age  (donors  less  than 
two  years  old  were  not  used  throughout  the  entire  study  period)  and 
renal  disease,  defined  as  an  abnormally  low  creatinine  clearance 
rate,  often  in  association  with  abnormal  urinary  findings  or  anatom- 
ical defects  of  the  urinary  tract. 

Potential  donors  who  died  prior  to  completion  of  a brain  death 
work-up  exceeded  those  whose  organs  were  utilized  in  the  first  half 
of  the  study,  with  reversal  of  this  trend  in  1 986  through  1 988  (Fig  3). 
The  major  cause  of  death  in  prospective  donors  whose  families  con- 
sented to  organ  donation  was  intracranial  hemorrhage,  either  spon- 
taneous or  traumatic  (Fig  4),  with  no  significant  change  over  the 
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• DONOR  REFERRALS 
^ ORGANS  UTILIZED 
□ ORGANS  DISCARDED 


■ OTHERS 

^ SPOKTANEOUS  INTRACRANIAL  HEMORRHAGE 

■ HEAD  TRAUMA 


FIGURE  1.  Donor  referrals  and  organs  procured,  Gift  of  Life  Program,  FIGURE  4.  Causes  of  brain  death  among  organ  donors.  Gift  of  Life  Pro- 

New  York  City,  1983-1988  (smaller  referral  base;  see  methods).  gram.  New  York  City,  1983-1988. 


■ OTHERS 

[Q  HIGH  RISK  FOR  HIV  INFECTION  ^ RENAL  DISEASE 

■ DONOR  AGE  ■ SEPSIS 


FIGURE  2.  Causes  of  medical  unsuitability  for  organ  procurement,  Gift 
of  Life  Program,  New  York  City,  1983-1988. 


■ POTENTIAL  DONORS  WHO  EXPIRED  PRIOR  TO 
COMPLETION  OF  BRAIN  DEATH  WORK  UP 

^ UTILIZED  ORGANS 

FIGURE  3.  Comparison  of  numbers  of  potential  donors  who  died  prior  to 
diagnosis  of  brain  death  with  those  utilized.  Gift  of  Life  Program,  New  York 
City,  1983-1988. 

course  of  the  study,  but  some  variability  in  the  approximately  equal 
distribution  within  these  two  subcategories. 

Whites  remain  the  largest  donor  referral  group,  with  about  50% 
consistently  consenting  to  organ  donation,  compared  with  approxi- 


mately 30%  of  blacks.  In  contrast,  the  percentage  of  Hispanics 
agreeing  to  organ  donation  increased  from  17%  in  1984  to  47%  in 
1988  (Fig  5).  The  Asian  subgroup  was  too  small  for  analysis.  Uti- 
lized organs  were  predominantly  from  whites  (50-75%),  with  an  in- 
crease in  the  relative  black  and  Hispanic  contributions  over  the  last 
two  years  (Fig  6).  Cumulative  data  for  the  entire  study  period 
showed  that,  of  the  referrals  received,  42%  of  whites  consented  to 
organ  donation  compared  with  32%  of  Hispanics,  24%  of  blacks,  and 
21%  of  Asians  (Table  I). 


Discussion 

Referrals  for  organ  donation  increased  following  pas- 
sage of  the  Required  Request  Law  in  1986,  yet  the  num- 
ber of  actual  donors  has  remained  unchanged  despite  in- 
creasing demand  (Fig  1).  For  example,  18  kidneys  per 
million  population  were  procured  in  New  York  City  in 
1988,  far  removed  from  the  annual  incidence  of  end-stage 
renal  disease,  which  now  approaches  1 50  patients  per  mil- 
lion. This  unfortunately  reflects  the  general  trend  in  the 
United  States  over  the  last  three  years,^  which  is  in  con- 
trast to  Norway  and  Denmark,  where  yearly  kidney  pro- 
curement keeps  pace  with  demand  at  50  per  million  popu- 
lation.^ 

Progress  has  apparently  been  made  in  the  rate  of  pro- 
curement of  organs  from  patients  dying  of  cardiovascular 


FIGURE  5.  Influence  of  race  on  organ  donation.  Gift  of  Life  Program, 
New  York  City,  1983-1988. 
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{]]  ASIAN  ^ BLACK 

Q HISPANIC  g CAUCASIAN 

FIGURE  6.  Racial  distribution  of  procured  donors,  Gift  of  Life  Program, 
New  York  City.  1983-1988. 

or  respiratory  complications  prior  to  declaration  of  brain 
death  (Fig  3).  This  increase  may  be  attributable  to  recent 
state  laws  (in  36  states)  and  local,  hospital-based  proto- 
cols that  simplify  and  clarify  the  criteria  necessary  for  es- 
tablishment of  brain  death. In  seven  states,  including 
New  York,  the  brain  death  standard  was  adopted  by  judi- 
cial decision.  In  the  case  of  New  York,  a task  force  was  set 
up  specifically  to  examine  and  clarify  the  legal  criteria  to 
be  used  for  the  determination  of  death.  Its  report,  entitled 
“The  Determination  of  Death,”  was  published  in  July 
1986.“^ 

Exclusion  of  prospective  donors  because  of  medical  un- 
suitability has  remained  relatively  stable  over  the  past  five 
years.  The  increasing  contribution  of  HIV  disease  to  med- 
ical unsuitability  is  apparent  in  this  study  (Fig  2)  and  re- 
flects the  inner  city  population  with  its  large  percentage  of 
high  risk  groups.^  Obviously,  further  attempts  at  increas- 
ing organ  donation  at  the  risk  of  harm  to  the  potential 
recipient  is  untenable. 

More  stringently  enforced  seat  belt  and  drunken  driv- 
ing laws  in  recent  years  may  have  diminished  the  number 
of  donors  who  die  as  a result  of  head  trauma,  an  effect 
masked,  perhaps,  by  the  increasing  number  of  “gun-shot 
wounds  to  the  head,”  also  included  in  this  category  (Fig 
4).  This  reflects  the  escalating  violence  in  the  inner 
cities. 

Whites  are  more  likely  to  consent  to  donation  than  is 
any  other  racial  group  (Fig  5),  with  Hispanics  being  the 
only  subgroup  to  show  improving  trends  in  organ  donation 
(Fig  6).  This  may  be  attributed  to  the  willingness  of  His- 
panics (70%)  to  discuss  disposal  of  organs  after  death  with 
their  families.  This  number  is  in  sharp  contrast  to  the  25% 
figure  among  the  black  population,  as  shown  by  opinion 


TABLE  I.  Percentage  of  Referrals  who  Consented  to 
Organ  Donation  According  to  Race,  1983-1988,  Gift  of  Life 
Program,  New  York  City 


Race 

Referrals 

Percentage  Consented 

White 

310 

42% 

Black 

253 

24% 

Hispanic 

101 

32% 

Asian 

16 

21% 

surveys  undertaken  by  the  Gallup  organization  in  1984, 

1986,  and  1987.  Lack  of  knowledge  about  transplanta- 
tion, donation,  and  the  need  for  kidneys  among  blacks  in 
view  of  their  higher  incidence  of  renal  failure,  as  well  as 
religious  concerns  that  the  body  must  be  kept  intact  for 
life  after  death,  insecurity  about  the  diagnosis  of  brain 
death,  and  distrust  of  medical  personnel  are  other  causes 
contributing  to  the  observed  stagnation  in  organ  donation 
rates  among  blacks. 

According  to  the  Task  Force  on  Organ  Transplanta- 
tion, which  submitted  its  report  to  Congress  in  August 

1987,  educational  efforts  have  thus  far  been  poorly  fo- 
cused and  essentially  ineffective.  There  has  been  no  dis- 
cernible change  in  the  percentage  (27%-30%)  of  Ameri- 
cans who  consider  themselves  likely  to  donate  during  the 
years  1985  through  1987,^  despite  increased  funding  by 
both  public  and  private  concerns.  Lack  of  specific,  opera- 
tionally defined  goals  and  objectives,  and  the  absence  of 
efforts  to  evaluate  the  effectiveness  of  education  pro- 
grams, were  serious  shortcomings  cited  by  the  Task  Force 
on  Organ  Transplantation  in  1986.^ 

Corrective  measures  and  increased  funding  have  now 
been  initiated,  with  more  intensive  and  repeated  exposure 
of  the  public  to  the  concept  of  organ  donation  by  use  of  the 
media,  particularly  television.  Specific  attention  must  be 
given  to  the  fact  that  although  94%  of  Americans  have 
heard  about  organ  and  tissue  transplants,  only  20%  carry 
donor  cards,  and  of  the  latter  group,  approximately  half 
did  not  know  that  family  consent  is  usually  necessary.  Pri- 
or discussion  with  family  members  as  to  the  desire  to  do- 
nate is  known  to  facilitate  the  subsequent  decision  by  the 
grieving  family^  and  should  be  encouraged.  Education  of 
religious  teachers  as  to  the  benefits  of  transplantation 
with  modification,  if  possible,  of  ancient,  deeply  held  tra- 
ditions would  undoubtedly  aid  organ  procurement.  This 
has  been  achieved  in  some  Muslim  countries,  where  ca- 
daveric transplantation  is  now  taking  place  despite  initial 
outrage  at  the  concept.^  Jewish  religious  leaders  are  still, 
unfortunately,  reticent  to  accept  the  concept  of  brain 
death,  essentially  precluding  organ  retrieval,  as  evident 
from  the  proceedings  of  the  1985-1986  New  York  State 
Task  Force  on  Life  and  Law,  at  which  the  determination 
of  death  was  discussed  in  detail. 

Fostering  a more  sensitive  approach  to  the  bereaved 
family  by  requesting  personnel,  be  it  physician,  surgeon, 
nurse,  coordinator,  or  administrator,  is  imperative.  At- 
tending physicians  are  in  a unique  position  to  obtain  per- 
mission for  organ  donation,  having  developed  a close  and 
often  trusting  relationship  with  family  members  through- 
out their  ordeal.  Unfortunately,  these  same  physicians  of- 
ten do  not  feel  that  their  duty  extends  beyond  preservation 
of  the  life  of  the  deceased.  With  the  expansion  of  trans- 
plant programs  throughout  the  US,  most  young  doctors 
now  gain  experience  in  the  field  as  part  of  their  residency 
training  and  learn  of  the  wonderful  new  leases  on  life  ex- 
tended to  patients  by  organ  donation.  This  added  advan- 
tage may,  unfortunately,  be  offset  by  the  mounting  frus- 
tration of  doctors  with  the  relentless  increase  in 
regulations  imposed  on  them  by  federal,  state,  and  other 
agencies.*  The  Required  Request  Law  may  become  just 
another  form  to  get  signed  quickly  with  as  little  explana- 
tion as  possible.  In  this  regard,  transplant  coordinators 
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are,  perhaps,  better  equipped  at  requesting  organ  dona- 
tion. Unfortunately,  state  and  federal  regulations  have 
also  altered  organ  procurement  by  amalgamation  of  local 
programs  into  regional  centers,  with  the  consequent  re- 
moval of  competition  and  incentives,  both  of  which  may 
be  essential  to  further  growth  of  organ  procurement.^ 

In  conclusion,  organ  procurement  within  the  United 
States,  and  particularly  in  New  York  City,  is  falling  far 
short  of  demand.  Goal  oriented  public  education,  designed 
to  reach  all  socioeconomic  groups,  races,  and  religious 
creeds,  is  necessary  for  further  growth.  Additionally,  phy- 
sicians and  hospital  personnel  must  develop  the  right  mix 
of  compassion  and  enthusiasm  necessary  to  encourage  or- 
gan donation  from  grieving  families. 
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THE  MEDICAL  EDUCATION  OF  THE  FUTURE 

. . .The  progress  of  preventive  medicine  has  imposed  on  physicians  a new  class  of  duties  for  the 
discharge  of  which  a high  degree  of  disciplined  intelligence  is  required.  They  are  the  only  persons  in  the 
community  who  can  thoroughly  understand  and  explain  the  established  principles  and  well-proved 
practices  of  preventive  medicine;  and  they  are,  therefore,  the  most  effective  teachers  of  these  principles 
and  practices.  The  family  physician  should  be  responsible  for  the  care  of  health  even  more  than  for  the 
treatment  of  disease.  It  should  be  his  function  to  give  advice  about  the  ways  and  means  of  healthy  family 
life — about  diet,  sleep,  fresh  air,  exercise,  and  habits  of  quietness  and  serene  cheerfulness.  Physicians 
must  instruct  the  community  in  the  new  methods  by  which  good  public  water-supplies  are  provided, 
tested,  and  preserved;  and  they  must  be  equally  familiar  with  the  right  methods  of  disposing  of  sewage, 
for  the  disposal  of  sewage  is  really  a problem  of  pure  water-supply.  They  must  understand  the  restora- 
tion of  polluted  waters  to  a safe  condition,  through  filtration,  aeration,  and  dilution.  Their  judgment 
should  be  the  final  one  in  families  concerning  the  safety  of  any  given  water-supply,  and  that  judgment 
should  be  well  founded  on  a general  acquaintance  with  the  subject  and  on  all  relevant  local  information. 
Physicians  should  also  understand  the  general  principles  and  most  approved  practices  in  ventilation;  for 
ventilation  is  not  only  a means  of  promoting  health,  but  also  a means  of  defense,  through  dilution, 
against  contagion  and  other  noxious  influences.  Now,  ventilation  in  both  public  and  private  buildings  is 
in  itself  a very  difficult  subject,  and  one  but  recently  developed  in  a practical  way.  As  the  mechanical 
construction  of  our  buildings  improves,  they  become  tighter,  and  as  heating  contrivances  become  more 
economical  as  regards  the  proportion  of  utilized  heat  to  wasted  heat,  they  become  less  valuable  as 
means  of  ventilation.  The  roaring  fire  in  the  wide  chimney  of  our  grandfathers,  made  a great  draught; 
the  quiet  but  effectual  coal-stove  is  an  inferior  means  of  ventilation.  The  more  indoor  the  life  of  the 
population,  the  more  important  ventilation  becomes  to  the  public  health.  Who  but  the  physician  and 
surgeon  can  teach  disinfection  and  cleanliness  in  the  treatment  of  contagious  diseases,  or  impress  the 
population  with  the  need  of  separating  healthy  children  or  adults  from  those  afflicted  with  tuberculosis 
or  other  chronic  contagion?  Who  else  is  to  object  to  damp  cellars  filled  with  organic  rubbish,  to  bad 
cooking  and  ill-chosen  diet,  and  to  all  the  manifold  interior  decorations  with  which  houses  are  made 
more  unsanitary?  Who  else  can  instruct  the  community  in  school  hygiene,  in  the  imperative  need  of 
thorough  cleanliness  throughout  school  buildings,  of  effective  ventilation,  of  good  privies,  clean  books, 
strong  light,  and  furniture  adapted  to  the  sizes  of  the  pupils?  Who  else  is  to  teach  inexperienced  mothers 
that  nothing  but  the  most  painstaking  cleanliness  can  prevent  the  nursing-bottle  from  becoming  a 
regular  culture-apparatus  for  micro-organisms? 

There  is  an  infinite  amount  of  teaching  to  be  done  in  regard  to  all  these  subjects,  and  the  medical 
profession  are  in  many  communities  the  only  available  teachers.  In  order  to  teach  effectively,  the  pro- 
fession needs  to  be  better  trained  than  it  now  is  in  the  ordinary  methods  of  influence — trained,  that  is,  to 
a better  power  of  persuasive  writing  and  speaking,  and  to  the  habitual  exercise  of  that  authority  which 
should  accompany  recognized  knowledge  and  disinterestedness. . . . 

CHARLES  W.  ELIOT,  LLD 

{Trans  Med  Soc  State  of  NY  1896;  87-104) 
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A history  of  infectious  waste  legislation  and  regulation  and 
their  impact  on  hospitals  in  New  York  City 

Michael  T.  Troncone,  mph 


The  Medical  Waste  Tracking  Act  of  1988  has  mandated 
the  federal  Environmental  Protection  Agency  (EPA)  to 
establish  a pilot  program  for  medical  waste  tracking.  Par- 
ticipants in  the  program  are  New  York,  New  Jersey,  Con- 
necticut, Rhode  Island,  and  Puerto  Rico.  The  program 
will  be  evaluated  in  1991,  and  the  EPA  may  recommend 
that  it  be  modified,  allowed  to  expire,  or  extended  to  the 
entire  nation  at  that  time. 

The  impact  of  the  changing  requirements  for  handling 
medical  waste  on  the  nation’s  health  care  system  can  be 
judged  from  the  experience  of  New  York  City’s  hospitals. 
The  way  in  which  these  institutions  have  coped  with  the 
stringent  requirements  of  New  York  City  and  New  York 
State  as  well  as  the  federal  requirements  is  a signal  mea- 
sure that  will  help  shape  the  EPA’s  recommendations  to 
Congress. 

Pre-1980  Perspective 

Specific,  formal  authority  for  the  regulation  of  infec- 
tious waste  at  the  federal  level  was  given  to  the  EPA  with 
the  passage  of  the  Resource  Conservation  and  Recovery 
Act  of  1976  (RCRA).  It  required  the  EPA  to  assess  “haz- 
ardous waste”  in  order  to  determine  the  impact  of  such 
waste  on  health  and  the  environment.  Regulations  for 
hazardous  waste  control  were  to  be  promulgated  and  en- 
forced by  the  EPA  if  and  when  there  was  a need.  Infec- 
tious waste  was  included  as  a single  facet  of  hazardous 
waste. 

In  1978,  the  EPA  proposed  regulations  under  RCRA 
that  were  to  regulate  the  disposal  of  infectious  waste  as  a 
hazardous  waste,'  but  deleted  them  from  the  regulations 
promulgated  in  final  form  in  1980.^  The  EPA  based  this 
action  on  its  assessment  that  there  was  no  evidence  to 
show  that  infectious  waste  had  the  potential  to  “cause 
harm  to  human  health  or  the  environment.”^  Without 
that  evidence,  the  EPA  held  that  it  was  not  authorized  to 
act  under  the  RCRA  statute,  and  left  the  regulation  of 
infectious  waste  to  individual  states. 

The  lack  of  a perceived  hazard  is  evident  by  the  vague 
regulations  governing  infectious  waste  disposal  at  all  lev- 
els of  government  before  1980.  Hill-Burton  construction 
standards,  the  Centers  for  Disease  Control,  and  the  Joint 
Commission  on  the  Accreditation  of  Hospitals  (JCAH) 
all  provided  brief  statements  requiring  only  that  hospital 
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waste,  infectious  or  not,  should  be  disposed  of  “proper- 
ly.”^ 

The  New  York  City  Health  Code  required  the  incinera- 
tion or  burial  by  a licensed  mortician  of  human  remains  or 
body  parts  and  the  “proper”  disposal  of  waste  from  infec- 
tious cases.  More  guidelines  existed  for  the  sterilization  of 
instruments  and  equipment  used  in  infectious  cases  than 
for  the  waste  generated  in  treatment. 

At  the  state  level,  since  1966  Title  X of  the  New  York 
Code  Rules  and  Regulations  (NYCRR)  chapter  5,  Medi- 
cal Facilities  Code,  section  702.2,  paragraph  (e),  has  stat- 
ed in  part,  “dressings,  surgical,  biological  and  obstetrical 
wastes,  infectious  materials  and  disposable  syringes  and 
needles  shall  be  destroyed  on  the  premises  by  incineration, 
or  as  approved  by  the  department.”  New  York  City  health 
facilities  were  thus  required  to  operate  a hospital-based 
incinerator  or  find  an  alternate  method  for  the  disposal  of 
infectious  waste  that  was  acceptable  to  the  state  depart- 
ment of  health. 

As  air  pollution  control  laws  made  it  more  difficult  to 
operate  an  incinerator,  the  most  common  method  of  infec- 
tious waste  disposal  resorted  to  by  hospitals  became  con- 
tracting with  private  carting  companies.  The  carting  com- 
pany simply  assured  the  hospital  that  its  infectious 
materials  were  disposed  of  in  accordance  with  the  prevail- 
ing regulations.  No  record  of  generation  and  disposal  was 
required,  and  no  mechanism  existed  for  ensuring  that  in- 
fectious materials  were  in  fact  disposed  of  properly  after 
pickup. 

1980-1985  Developments 

In  1982,  the  EPA  published  its  guidance  document. 
Draft  Manual  for  Infectious  Waste  Management  (US 
Environmental  Protection  Agency,  SW  957,  Sept  1982). 
It  designated  1 3 categories  of  potentially  infectious  waste, 
based  on  specific  waste  types  rather  than  source  of  the 
waste.  These  waste  types  were  designated  as  infectious 
due  to  their  likelihood  of  containing  pathogens  that  “be- 
cause of  their  type,  concentration  and  quantity  may  cause 
disease  in  persons  exposed  to  the  waste.”^ 

The  draft  was  to  be  used  by  the  states  to  develop  local 
regulations  for  waste  management  and  by  individual  insti- 
tutions to  develop  in-house  procedures.  Rather  than  vague 
admonitions  to  “handle  waste  properly,”  a foundation  for 
a uniform  definition  of  infectious  waste  and  appropriate 
handling  techniques  was  developing.  No  formal  regula- 
tions were  planned  by  the  EPA,  as  no  solid  evidence  of 
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harm  to  human  health  or  the  environment  had  been  linked 
to  infectious  waste  disposal.^ 

The  State  of  New  York  Department  of  Health  Memo- 
randum series  84-12  of  March  15,  1984,  sought  to  clarify 
exactly  what  was  defined  as  infectious  waste,  in  order  to 
ensure  uniform  handling  and  disposal  practices  under  10 
NYCRR  405.3(b).  Surgical  waste,  sharps,  obstetrical 
waste,  pathological  waste,  biological  waste,  isolation 
waste,  blood  and  blood  product  waste,  renal  dialysis 
waste,  laboratory  waste,  serums  and  vaccines,  and  body 
parts  (all  as  defined  in  the  memorandum)  were  required 
to  be  incinerated.  Alternate  means  of  disposal  were  al- 
lowable if  approved  in  writing  by  the  Department  of 
Health  after  an  application  process. 

This  natural  evolution  of  infectious  waste  regulation 
was  interrupted  by  a number  of  factors.  Throughout  the 
1970s  and  early  1980s,  the  number  of  disposable  items  in 
use  in  patient  care  areas  steadily  increased,  thus  increas- 
ing the  volume  of  potentially  infectious  waste  generated  in 
patient  care.^ 

Handling  of  infectious  waste  became  a major  concern 
of  sanitation  workers  in  New  York  City,  and  the  mayoral 
campaign  of  1985  focused  on  the  issue.  The  result.  Local 
Law  No.  57,  established  harsh  fines  to  force  changes  in 
New  York  City  hospitals’  waste  disposal  practices. 

Local  Law  No.  57  was  simple:  all  waste  emanating 
from  surgical  procedures,  patients  in  isolation,  research 
and  pathological  laboratories,  and  the  infectious  patients 
of  doctors  and  dentists  would  be  barred  from  municipal 
landfills  and  incinerators.  In  addition,  hospitals  were  to  be 
charged  by  the  City  of  New  York  for  the  routine  collec- 
tion of  “regular”  waste,  all  of  which  was  to  be  incinerated. 

Private  haulers  possessing  a New  York  State  Depart- 
ment of  Conservation  Waste  Transporter  permit,  as  re- 
quired by  the  Environmental  Conservation  Law,  Article 
27,  Title  6 NYCRR  part  364,  could  transport  infectious 
waste  not  burned  on  site  to  an  appropriate  treatment  facil- 
ity. The  penalty  for  noncompliance  was  up  to  a $10,000 
fine  for  each  violation,  and  suspension  of  pickup  of  “regu- 
lar” trash  for  up  to  six  months.  Since  a “violation”  was 
defined  as  “each  container  or  bag  of  waste  with  a capacity 
of  not  greater  than  one  cubic  yard,”  the  penalty  amounts 
could  escalate  to  the  point  of  bankruptcy  with  one  gross 
violation. 

The  result  of  the  city’s  action  was  a radical  decrease  in 
the  amount  of  improperly  disposed  of  waste.  Hospitals  not 
equipped  with  incinerators  capable  of  burning  biological 
waste  contracted  with  infectious  waste  haulers,  which 
agreed  to  haul  the  hospitals’  infectious  waste  to  an  ap- 
proved incinerator  for  a fee  of  up  to  $0,335  per  pound  of 
waste.  The  members  of  the  Joint  Purchasing  Corporation 
of  New  York  expected  to  spend  between  $20  million  and 
$30  million  for  such  services  in  1986.* 

1986-1987  Developments 

While  New  York  City  hospitals  were  adapting  to  the 
new  local  regulations,  the  EPA  released  its  EPA  Guide  to 
Infectious  Waste  Management  (US  Dept  of  Commerce 
National  Technical  Information  Service  EPA/530-SW- 
86-014,  May  1986)  in  a finalized  form  in  May  1986.  Its 
purpose,  as  in  1982,  was  simply  to  “provide  guidance  on 
the  subject  of  infectious  waste  management”  to  health  fa- 


cilities and  state  regulatory  agencies.^ 

Although  the  EPA  had  once  again  declined  to  promul- 
gate federal  regulations,  the  guidance  document  provided 
a solid  foundation  for  the  future  regulation,  handling,  and 
disposal  of  infectious  waste.  First,  the  EPA  defined  infec- 
tious waste  as  “a  waste  capable  of  producing  an  infectious 
disease,”  and  noted  that  four  factors  are  important  in  de- 
termining if  a waste  is  in  fact  infectious:  presence  of  a 
pathogen  of  sufficient  virulence  to  cause  a disease;  dose; 
portal  of  entry;  and  resistance  of  the  host.  Health  officials 
may  make  rational  judgments  as  to  what  is  to  be  segregat- 
ed out  of  the  routine  waste  stream  as  infectious  based  on 
the  presence  or  absence  of  these  factors. 

The  EPA  recomended  that  six  categories  be  designated 
as  infectious:  isolation  wastes;  cultures  and  stocks  of  infec- 
tious agents;  human  blood  and  blood  products;  pathologi- 
cal waste;  contaminated  sharps;  contaminated  animal 
carcasses,  body  parts,  and  animal  bedding.  Optional  cate- 
gories for  evaluation  by  responsible  persons  in  each  insti- 
tution included  contaminated  equipment,  wastes  from 
surgery  and  autopsy,  laboratory  wastes,  and  dialysis  unit 
wastes. 

The  comprehensive  recommendations  made  by  the 
EPA  also  included  the  recommendation  that  each  health 
care  facility  prepare  an  infectious  waste  management 
plan  that  would  include  the  following:  designation  of  in- 
fectious waste;  segregation  of  infectious  materials  at  the 
point  of  generation;  packaging  of  infectious  waste;  storage 
of  infectious  waste  prior  to  transport  or  destruction;  on- 
and  off-site  transport;  monitoring  of  treatment  technol- 
ogies; compliance  with  state  and  local  regulations. 

The  EPA  guidelines  provided  the  tools  that  New  York 
City  hospitals  needed  to  devise  an  effective  program  to 
cope  with  Local  Law  No.  57.  In-house  handling,  contain- 
ment, and  storage  of  infectious  waste  was  safe  and  effec- 
tive using  the  guidelines  provided. 

At  the  hospital’s  doors,  control  of  its  infectious  waste 
was  consigned  to  a waste  hauler  licensed  by  the  New  York 
State  Department  of  Environmental  Conservation  (NYS- 
DEC).  While  the  hauler  was  entrusted  with  the  responsi- 
bility for  proper  disposal  of  the  waste,  under  both  RCRA 
and  the  Comprehensive  Environmental  Response,  Com- 
pensation and  Liability  Act  of  1980 — the  “Superfund 
Amendment” — the  hospital  retained  its  liability  for  the 
appropriate  handling  and  disposal  of  the  waste.^ 

The  importance  of  this  concept  of  “cradle  to  grave”  li- 
ability cannot  be  overemphasized.  Until  absolute  proof  of 
the  destruction  of  the  infectious  waste  consigned  to  trans- 
port was  received,  the  hospital  remained  fully  responsible 
for  its  whereabouts.  While  the  transporter  could  be  held 
liable  for  its  transport  practices,  the  hospital  was  more 
easily  targeted  and  penalized  than  the  transporter. 

Since  only  one  commercial  incinerator  was  licensed  to 
burn  biohazardous  waste  in  New  York  State,  most  infec- 
tious hospital  waste  was  being  transported  across  state 
lines  to  be  destroyed.  The  expense  of  long  distance  trans- 
portation gave  incentive  to  a few  unscrupulous  fly-by- 
night  companies  to  cut  corners.  The  resultant  mishandling 
gave  hospital  administrators  nightmares,  as  illegally 
dumped  medical  waste  made  the  headlines  in  many  parts 
of  the  country,  but  most  frequently  in  the  Northeast. 

The  horror  stories  were  caused  by  a very  few  members 
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of  the  transporter  industry.  Most  were  responsible  corpo- 
rations providing  a necessary  service  to  the  hospitals.  Li- 
censed by  the  NYSDEC,  these  transporters  hauled  waste 
to  biohazardous  incinerator  facilities  in  places  as  diverse 
as  Quebec,  Virginia,  Pennsylvania,  North  Carolina,  and 
South  Carolina. 

One  important  aspect  of  their  service  included  the  vol- 
untary adoption  of  a four-part  manifest  system  for  the 
tracking  of  the  client  hospital’s  waste,  and  liability  insur- 
ance policies  for  amounts  of  $1  million  or  more  main- 
tained by  the  transporters,  so  that  funds  would  be  avail- 
able for  cleanup  in  the  event  of  injury,  mishandling,  or 
illegal  dumping  of  infectious  waste.  These  measures  at 
least  partially  protected  the  client  hospitals  from  trans- 
porter negligence. 

The  regulations  subsequently  promulgated  in  New 
York  State  adopted  these  features.  In  1987,  amendments 
to  the  State  Public  Health  Law  were  passed  governing  the 
storage,  treatment,  and  disposal  of  inflections  waste  gener- 
ated in  Article  28  facilities  and  clinical  laboratories,"  as 
well  as  amendments  to  the  State  Environmental  Conser- 
vation Law  governing  treatment,  storage,  and  disposal  of 
infectious  waste  after  it  had  left  the  generator’s  facility.'^ 
Both  amendments  were  to  take  effect  on  April  1,  1988,  as 
part  of  the  regulations  established  by  the  New  York 
State  Department  of  Health  and  NYSDEC,  respec- 
tively. 

State  Regulation:  1988 

The  implementation  of  the  1987  legislation  amending 
New  York  State’s  Health  and  Environmental  Laws  took 
place  in  1988.  Chapter  446  of  the  Laws  of  1987,  Article 
13,  Title  XIII,  Public  Health  Law  of  New  York  State, 
addressed  the  handling,  storage,  and  treatment  of  infec- 
tious waste  on  site;  Chapter  43 1 of  the  Laws  of  1 987,  Title 
15,  Environmental  Conservation  Law  of  New  York  State, 
addressed  the  issue  of  infectious  waste  transporter  re- 
quirements. New  York  City  hospitals,  coping  with  Local 
Law  No.  57  since  1986,  needed  to  make  only  minor 
changes  to  their  waste  handling  procedures  to  comply 
with  the  new  legislation,  if  they  had  in  fact  been  in  compli- 
ance with  the  local  law. 

But  while  these  rules  were  being  implemented  by  the 
health  care  industry,  the  infamous  beach  washups  of  1988 
had  begun.  By  August  1988,  more  stringent  emergency 
Part  70  and  Part  364  regulations  were  promulgated  as  a 
direct  response  to  the  intense  public  pressure  precipitated 
by  the  beach  washups.’^ 

Changes  to  the  Part  70  and  Part  364  emergency  regula- 
tions directly  affected  the  disposal  procedures  used  by  the 
city’s  hospitals.  Labeling  of  transport  containers,  floata- 
ble tags  in  each  red  bag  consigned  to  transport,  and  strin- 
gent requirements  for  timely  completion  of  official 
NYSDEC  manifests  were  included. 

At  the  city  level,  Brendon  Sexton,  Commissioner  of 
Sanitation,  issued  a Notice  of  Adoption  of  Emergency 
Regulations,  effective  July  13,  1988,  which  required  all 
hospital  waste  collected  by  the  New  York  City  Sanitation 
Department,  red  and  black  bags  alike,  to  display  genera- 
tor identification.  Noncompliance  would  result  in  the  loss 
of  collection  services.  Hospitals  using  New  York  City 
Sanitation  Services  rather  than  a private  carter  for  its  “re- 


gular” black  bag  waste  were  thus  required  to  identify  even 
routine  trash. 

At  both  the  state  and  local  level,  city  hospitals  were 
faced  with  new  regulations  prompted  by  the  public  outcry. 
Ironically,  after  investigation  by  state  and  federal  authori- 
ties, it  was  found  that  hospitals  were  not  a significant 
source  of  the  medical  items  washing  ashore. 

From  the  operations  standpoint,  the  state  regulations 
were  certainly  a success.  Infectious  waste  was  clearly  de- 
fined by  category,  and  straightforward  rules  existed  for 
disposal  practices.  The  stringent  regulations  faced  by  the 
transporters  virtually  eliminated  the  risk  of  illegal  dump- 
ing if  the  hospital  prudently  checked  the  transporters’  per- 
mits, etc. 

Unfortunately,  the  cost  of  infectious  waste  disposal  as 
defined  by  state  and  local  laws  is  approximately  $.40-$. 60 
per  pound. Supplies  for  the  preparation  of  infectious 
waste  for  transport  and  administration  and  labor  costs  are 
additional.  These  costs  are  not  reimbursable  under 
present  payment  mechanisms,  and  must  be  considered  a 
serious  drawback  of  the  regulations:  New  York  City  hos- 
pitals lost  more  than  $120  million  in  1988. 

Interestingly,  while  administrative  costs  have  increased 
with  the  more  stringent  regulations,  disposal  costs  re- 
mained static  in  1988,  or  actually  decreased  slightly.  The 
competition  among  transporters  and  the  increasing  effi- 
ciency of  those  corporations  surviving  that  competition 
contributed  to  this  phenomenon.  Since  most  reputable 
transporters  had  been  meeting  the  major  cost  require- 
ments of  the  new  regulations  before  their  implementation, 
simply  to  remain  competitive  (ie,  liability  insurance), 
there  was  little  additional  expense  to  pass  on  to  the  gener- 
ator. 

The  Medical  Waste  Tracking  Act  of  1988 

The  nonpartisan  nature  of  the  Medical  Waste  Tracking 
Act  and  its  overwhelming  passage  signaled  the  first  step  in 
the  development  of  uniform  national  regulations  for  the 
handling  and  disposal  of  infectious  waste.  Its  purpose 
was  to  establish  a tracking  program  under  the  aegis  of  the 
federal  EPA  to  “immediately  address  and  correct . . . im- 
proper disposal  of  medical  waste.”" 

Significantly,  Congress  has  found  that  “improper  dis- 
posal of  medical  waste  is  presenting  an  imminent  and  sub- 
stantial endangerment  to  public  health  and  the  environ- 
ment in  certain  coastal  areas.”"  Under  RCRA,  a new 
subtitle  J was  added,  which  required  the  EPA  to  regulate 
medical  waste  due  to  this  imminent  hazard. 

The  act  directed  the  EPA  to  establish  a two-year  dem- 
onstration tracking  program  to  gather  information  on  the 
infectious  waste  issue  while  administering  regulations  to 
control  the  disposal  of  infectious  waste. 

Within  three  months  of  the  expiration  of  the  demon- 
stration program,  the  EPA  is  to  submit  a comprehensive 
report  to  Congress  indicating  the  number  and  types  of 
generators  of  infectious  waste  in  the  United  States,  the 
types  and  amounts  of  waste  generated,  the  “present  or  po- 
tential threat  to  human  health  and  the  environment” 
posed  by  infectious  waste,  the  cost  impact  of  infectious 
waste  management,  and  the  success/ failure  of  the  demon- 
stration program.  The  EPA  will  also  report  on  alternate 
methods  for  disposing  of  infectious  waste,  the  effective- 
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ness  of  state  law,  and  the  impact  of  the  demonstration  pro- 
ject on  the  handling,  storage,  and  disposal  practices.  Inter- 
im reports  due  in  nine  months  from  the  start  of  the  project 
and  in  June  1990  are  to  serve  as  “progress  reports”  on  the 
EPA’s  activities  during  the  project. 

The  act  included  a list  of  ten  types  of  medical  waste,  five 
mandatory  categories  to  be  included  in  the  tracking  pro- 
gram, and  five  optional  categories  that  could  be  included 
if  it  was  determined  to  be  necessary  by  the  EPA  (due  to 
the  presence  of  a potential  hazard  to  human  health  or  the 
environment).  The  creation  of  a manifest  system  similar 
to  the  hazardous  waste  manifests  already  in  use  was  to 
serve  as  the  vehicle  for  the  tracking  of  the  waste  from 
“cradle  to  grave.” 

The  EPA  is  authorized  to  issue  injunctions  and  to  im- 
pose civil  and  criminal  penalties  from  $50,000  per  day  and 
two  years’  imprisonment  for  knowing  violations  of  the 
EPA’s  regulations,  to  $250,000  per  day  and  1 5 years’  im- 
prisonment for  a knowing  violation  that  places  another 
individual  at  risk  of  serious  injury  or  death.  Authority  to 
perform  site  inspections,  examine  records,  and  to  collect 
and  sample  medical  waste  in  order  to  obtain  necessary 
data  for  EPA  reports  was  also  included. 

EPA  Regulations:  June  22, 1989 

On  March  24,  1989,  the  EPA  published  Standards  for 
the  Tracking  and  Management  of  Medical  Waste  (40 
Code  of  Federal  Regulations  (CFR)  Part  259)  in  response 
to  the  congressional  mandate  imposed  by  the  Medical 
Waste  Tracking  Act  of  1988.’*  Effective  June  22,  1989, 
these  regulations  set  forth  a program  of  medical  waste 
tracking  and  control  in  a small  number  of  states  in  order  to 
gather  the  necessary  information  to  establish  a nationwide 
medical  waste  disposal  program,  if  it  is  determined  to  be 
necessary.'^ 

Under  the  Part  259  regulations,  the  EPA  has  defined 
medical  waste  as 

any  solid  waste  generated  in  the  diagnosis,  treatment  (e.g.,  provi- 
sion of  medical  services),  or  immunization  of  human  beings  or 
animals,  in  research  pertaining  thereto,  or  in  the  production  or 
testing  of  biologicals.  The  term  does  not  include  any  hazardous 
waste  identified  or  listed  under  part  261  of  this  chapter,  or  any 
household  waste.'* 

A comprehensive  definition  of  the  waste  to  be  regulat- 
ed, by  waste  category,  was  included  in  the  EPA  regula- 
tions as  “regulated  medical  waste.”  This  term  is  used 
rather  than  the  term  “infectious  waste,”  as  the  EPA  itself 
notes  that  “Most  medical  experts  and  public  health  offi- 
cials, including  those  from  the  Centers  for  Disease  Con- 
trol, believe  that  medical  waste  does  not  pose  a public 
health  threat,  especially  after  it  has  been  exposed  to  air 
and  water. 

“Regulated  medical  wastes”  include  the  following:  cul- 
tures and  stocks;  pathological  waste;  human  blood  and 
blood  products  (in  addition  to  bulk  blood  as  defined  at  the 
state  level,  the  EPA  definition  includes  “items  saturated 
with  human  blood,  or  items  that  were  saturated  and  are 
now  caked  with  dried  blood,”  as  well  as  intravenous  bags); 
sharps;  animal  waste;  isolation  waste;  and  unused  sharps. 

These  seven  categories  of  regulated  medical  waste  en- 
compass those  items  that  had  been  considered  to  be  infec- 
tious by  New  York  State,  with  one  notable  exception.  The 


blood  and  blood  products  category  has  been  greatly  ex- 
panded, causing  consternation  among  the  state’s  hospi- 
tals. 

The  inclusion  of  blood-caked  and  blood-soaked  items  in 
this  category  creates  a gray  area  in  which  a “judgment 
call”  becomes  necessary.  In  its  comments  on  CFR  Parts 
22  and  259,  the  Greater  New  York  Hospital  Association 
(GNYHA)  has  noted  that  “Trying  to  discriminate  be- 
tween blood  soaked,  blood  stained,  and  blood  tinged  can 
only  result  in  massive  oversorting  in  favor  of  ‘blood 
soaked’  to  ensure  compliance  and  avoid  penalties. Fa- 
cilities laboring  under  tremendous  amounts  of  adverse 
publicity  will  naturally  err  on  the  conservative  side.  New 
York  City  hospitals,  faced  with  a Department  of  Sanita- 
tion compliance  force  assigned  specifically  to  find  viola- 
tions, face  tremendous  difficulty  in  complying  with  this 
generalized  definition. 

It  is  easy  to  conceive  the  tremendous  increase  in  the 
costs  incurred  for  disposal  when  items  previously  disposed 
of  at  a cost  of  $.02  per  pound  now  cost  up  to  30  times  that 
amount.  Compliance  is  expected  to  cost  New  York  hospi- 
tals $60  million  a year  according  to  the  GNYHA. ^2 

It  is  also  disconcerting  to  note  that  in  addition  to  blood- 
caked  items,  intravenous  bags  are  also  to  be  regulated,  as 
the  EPA  states  in  its  preamble  to  the  legislation,  merely 
for  aesthetic  reasons. 22  The  cost  of  disposal  of  intravenous 
bags  alone  will  amount  to  more  than  $12,000  per  year  in  a 
200-bed  facility. 

As  a study  to  determine  overall  infectious  waste  dispos- 
al practices  in  the  United  States,  the  EPA  regulations  may 
be  fully  supported.  The  EPA  itself  notes  in  its  preamble  to 
the  regulations,  however,  that  the  aim  of  the  Congress  to 
control  the  washup  of  medically  related  waste  on  our 
shores  may  not  be  accomplished.’*  In  fact,  the  EPA  notes, 
“EPA  has  collected  marine  debris  from  harbors  in  Boston, 
New  York,  New  Jersey,  Baltimore,  Miami,  Seattle,  and 
San  Francisco.  Preliminary  information  indicates  that 
less  than  one  per  cent  is  medical  waste  or  drug  related. ”2° 

The  EPA  has  estimated  that  compliance  with  the  pro- 
gram would  cost  no  more  than  $31  million  per  year  if  all 
ten  states  originally  named  in  the  Medical  Waste  Track- 
ing Act  had  been  included  in  the  program.  An  individual 
hospital’s  cost  was  estimated  to  be  $3,750.  This  is  simply 
not  the  case.  First  year  costs  at  a small  facility  will  run 
closer  to  $20,000  including  administrative  costs.  These 
costs  are  not  reimbursable  under  present  payment  meth- 
odology, and  must  therefore  have  a direct  negative  effect 
on  the  quality  of  patient  care.  While  this  two-year  demon- 
stration program  is  to  provide  information  to  the  Congress 
for  permanent  action  on  the  infectious  waste  issue,  the 
cost  for  this  information  is  being  borne  by  the  hospital 
patient. 

Conclusions 

New  York  City  hospitals  are  operating  under  a three- 
tiered system  for  infectious  waste  disposal.  Local  Law  No. 
57  and  the  “watchful  eyes”  of  the  New  York  City  Sanita- 
tion Department  are  the  first  tier  of  the  system.  Next,  the 
NYSDEC  enforces  the  Health  and  Environmental  Regu- 
lations included  in  Part  70  and  Part  364  of  their  respective 
state  codes.  Finally,  the  EPA’s  Standards  for  the  Tracking 
of  Medical  Waste,  CFR  259,  mandate  specific  disposal 
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TABLE  I.  A Comparison  of  Requirements — The  Three- 
tiered System 


New  York 

New  York 

Federal 

Requirement 

City 

State 

Government 

Regulated  category — definitions 

Animal  waste/animal  carcasses 
(from  laboratory  animals) 
Blood/blood  products 

Yes 

Yes 

Yes 

(from  patients  in  isolation) 
(including  items  caked  with 
dried  blood  and  intravenous 

Yes 

Yes 

Yes 

bags) 

No 

Yes 

Yes 

Cultures  and  stocks 

Yes 

Yes 

Yes 

Isolation  waste 
Laboratory  waste 

Yes 

Yes 

Yes 

(“including  all  disposable 
matter  eminating  from  lab- 
oratory areas”) 

Yes 

No 

No 

(“that  were  in  contact  with 
infectious  agents”) 

Yes 

Yes 

Yes 

Pathological  waste 

Yes 

Yes 

Yes 

Sharps 

Surgical  waste 

Yes 

Yes 

Yes 

(“including  all  items 
emanating  from  OR,  ie,  gowns, 
shoe  covers,  masks”) 

Yes 

No 

No 

Packaging  and  handling  requirements 

In-house 

Red  bags 

Yes 

Yes 

No 

Sharps  containers 

Yes 

Yes 

Yes 

Labelling  of  inner  containers 

Yes 

Yes 

No 

Labelling  of  sharps  containers 

Yes 

Yes 

Yes 

Floatable  tags 
Rigid,  waterproof  outer 

No 

No 

No 

containers 

Yes 

Yes 

Yes 

Outer  containers 
Date  of  pickup 

No 

Yes 

Yes 

Generator’s  name  and  address 

Yes 

Yes 

Yes 

Transporter’s  name  and  address 

No 

Yes 

Yes 

Infectious  or  biohazard  symbol 

Transport  requirements — facility 

Record  keeping 

Yes 

Yes 

Yes 

(four-part  manifest) 
Transport  by  licensed 

No 

Yes 

Yes 

transporters  only 

No 

Yes 

Yes 

Transport  requirements — transporter 

Record  keeping 

(four-part  manifest) 

No 

Yes 

Yes 

(log) 

No 

Yes 

Yes 

Liability  insurance 

No 

Yes 

Yes 

“Dedicated”  vehieles  for 

waste  transport 

No 

Yes 

Yes 

State  and  federal  permits 

No 

Yes 

Yes 

practices  at  the  federal  level. 

On  June  5,  1989,  the  New  York  State  Senate  enacted 
S.6188-A,  a bill  that  directed  the  State  Department  of 
Health  and  NYSDEC  to  amend  the  existing  regulations 
to  better  conform  to  the  Medical  Waste  Tracking  Act. 

In  response  to  this  legislation,  the  NYSDEC  issued  re- 
vised Part  364  regulations  on  July  1 0, 1 989.  The  term  “po- 
tentially infectious  waste”  has  been  deleted  from  the  state 
regulations,  and  “regulated  medical  waste”  has  taken  its 
place.  The  state  definitions  of  “medical  waste”  and  “regu- 
lated medical  waste”  have  been  made  to  conform  to  the 


EPA  definitions.  Of  special  concern,  the  state’s  blood  and 
blood  products  category  has  also  been  expanded  to  include 
“blood  saturated  items”  and  intravenous  bags. 

In  addition  to  the  EPA’s  categories,  the  state  includes 
surgical  and  autopsy  wastes  from  patients  in  isolation  and 
dialysis  wastes  as  regulated  medical  wastes.  The  use  of 
floatable  tags  was  required  at  the  state  level  as  well,  but 
this  provision  was  deleted  from  the  regulations  on  January 
12,  1990.2’ 

While  these  revisions  were  issued  on  an  emergency  ba- 
sis and  are  effective  immediately,  a public  comment  peri- 
od is  planned,  as  are  public  hearings.  This  initial  step  to- 
ward conformity  is  a welcome  movement  toward  the 
simplification  of  administration  of  an  infectious  waste  dis- 
posal program.  An  important  part  of  the  present  EPA  pro- 
gram is  to  determine  if  infectious  waste  does  in  fact  war- 
rant specialized  (and  costly)  disposal  practices.  It  has  not 
been  proved  that  infectious  waste  poses  a hazard  to  health 
or  the  environment.  The  recent  change  in  terminology  to 
the  more  correct  terms  “medical  waste”  and  “regulated 
medical  waste”  rather  than  the  term  “infectious”  is  a re- 
flection of  the  learning  process  of  our  legislators,  who  are 
becoming  aware  of  the  questionable  nature  of  the  infec- 
tious waste  threat. 

Despite  the  lack  of  concrete  evidence  of  a hazard  to  the 
public,  special  handling  and  disposal  procedures  are  a ne- 
cessity to  protect  those  handling  the  waste.  These  proce- 
dures must  be  based  on  sound  scientific  evidence  as  to 
safety,  efficiency,  and  cost-effectiveness.  Public  hysteria 
cannot  be  allowed  to  dictate  disposal  practices  in  light  of 
the  limited  funding  available. 

A national  program  for  medical  waste  disposal  will  be 
welcomed  by  New  York  City  hospitals  as  an  end  to  the 
ever  increasing  regulatory  net  surrounding  waste  disposal. 
An  immediate  result  will  be  the  stabilization  of  disposal 
costs. 

Currently,  New  York  City  generates  300  million 
pounds  of  medical  waste  each  year.  Almost  55  million 
pounds  of  this  waste  was  consigned  to  infectious  waste 
transporters  in  1988,  at  a cost  of  approximately  $.50  per 
pound. 22  Transporter  costs  amounted  to  almost  $27.5  mil- 
lion in  1988. 

In-house  costs  have  also  increased  as  handling  proce- 

TABLE  II.  An  Outline  of  Possible  Recommendations  for 
Effective  Medical  Waste  Disposal 

I.  Creation  of  a national  solid  waste  disposal  program  containing  uni- 
form requirements  for  medical  waste  disposal.  Requirements  must 
include  the  following: 

definition  of  infectious  waste  by  category  based  on  current  epide- 
miologic evidence 

handling  and  packaging  requirements 
manifesting  requirements  for  off-site  disposal 
transporter  licensing  requirements 
disposal  facility  requirements 
requirements  for  small  quantity  generators 

II.  Creation  of  a mechanism  for  reimbursement  of  disposal  costs 

III.  Continued  public  education  regarding  the  lack  of  a public  health 
threat  by  hospital  waste 

IV.  Capital  investment  in  regionalized  incinerator  sites  to  handle  medi- 
cal waste  from  all  generators 

V.  Funding  for  research  for  alternate  disposal  options 


404  VOL.  90  NO.  8/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


dures  and  administration  of  the  compliance  program  have 
grown  more  complex.  These  costs  include  supplies  (red 
bags,  disposable  gloves,  carts,  storage  area,  etc);  labor 
(segregation  and  collection);  and  administration  (track- 
ing forms,  surveys,  confirmation  of  procedures  in  light  of 
changing  regulations). 

In-house  costs  are  more  difficult  to  estimate,  as  they 
may  vary  from  institution  to  institution.  A good  estimate 
is  approximately  25%  of  the  cost  for  transporter  services 
at  the  institution.  Using  this  amount,  1988  disposal  costs 
for  regulated  medical  waste  disposal  were  almost  $34.5 
million  in  New  York  City  alone. 

The  next  two  years  will  decide  the  future  of  regulated 
waste  disposal  in  the  United  States.  A concise  description 
of  regulated  medical  waste  must  be  devised.  The  blood 
and  blood  products  category  must  be  altered  to  reflect  the 
need  for  regulation  rather  than  including  a broad  array  of 
items  for  aesthetic  reasons.  This  alteration  alone  will  save 
millions  of  dollars  for  patient  care.  In  addition,  epidemio- 
logic evidence  proving  the  need  for  regulating  any  part  of 
the  waste  stream  is  a necessity  for  cost  effective  operation. 
Payment  methodology  must  take  into  account  new  opera- 
tions requirements  and  technologies  in  order  to  avoid 
short  changing  patient  care. 

For  the  foreseeable  future,  incineration  is  the  most  cost 
effective  and  complete  method  of  infectious  waste  dispos- 
al. Volume  reduction  is  a major  advantage  over  autoclav- 
ing and  other  treatment  methods,  all  of  which  require  the 
landfilling  of  treated  medical  waste. Incinerators  reduce 
the  volume  of  material  to  be  landfilled  by  up  to  8 to  1 . 
Incinerators  may  also  be  equipped  as  co-generation  facili- 
ties, where  electricity  and  steam  are  generated  and  sold  to 
a public  utility,  partially  offsetting  operating  costs.  Re- 
gional incinerators  have  gained  support  as  a cost  effective 
method  of  waste  disposal,  reducing  the  investment  neces- 
sary for  any  one  facility  and  encouraging  shared  opera- 
tions costs.  A regional  incinerator  can  be  manned  by  high- 
ly trained  personnel  and  equipped  with  computerized  pol- 
lution control  and  monitoring  systems  that  a single  facility 
simply  cannot  afford.  Transportation  costs  are  also  de- 
creased as  waste  is  no  longer  trucked  across  state  lines  for 
disposal. 

The  problem  of  regulated  medical  waste  disposal  is  a 
part  of  the  larger  solid  waste  disposal  dilemma.  A national 
effort  is  needed  to  develop  an  effective  waste  disposal  sys- 


tem for  all  types  of  solid  waste.  As  the  public  begins  to 
perceive  medical  waste  disposal  as  part  of  the  broader  dis- 
posal issue,  regulation  of  a sound  nature,  based  on  scien- 
tific evidence,  may  take  place. 
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HISTORY 


A history  of  the  Ray  Brook  State  Tuberculosis  Hospital 


Kenneth  W.  Wright,  md;  James  Monroe,  md;  Frederick  Beck,  md 


In  1889,  Biggs,  Prudden,  and  Loomis  prepared  a paper  in 
New  York  City  entitled,  “Report  of  the  Prevention  of  Pul- 
monary Tuberculosis.”'  Under  a regulation  passed  in 
New  York  City  in  1893,  the  medical  institutions  were  re- 
quired to  report  tuberculosis.  Four  years  later,  Biggs  se- 
cured passage  by  the  New  York  City  Board  of  Health  of 
an  ordinance  declaring  tuberculosis  to  be  infectious  and 
communicable  and  instituting  mandatory  reporting  by 
physicians.^  As  is  often  the  case  in  innovations  of  this  kind, 
conservative  members  of  the  medical  profession  and  of  the 
public  opposed  an  attempt  to  register  consumptives  for 
fear  it  would  add  to  their  hardship. 

Governor  Theodore  Roosevelt  signed  chapter  416  of  the 
New  York  State  Laws  of  1900  that  established  authority 
for  a State  Hospital  for  the  Treatment  of  Incipient  Pulmo- 
nary Tuberculosis  and  appointed  a board  of  trustees  to 
carry  out  recommendations  of  the  legislature.  The  first 
meeting  of  the  board  was  held  in  Albany  on  May  31,1 900. 
Present  were  Frank  E.  Kendall,  John  H.  Pryor,  and  How- 
ard Townsend;  W.  G.  MacDonald  and  Walter  Jennings 
were  absent.^ 

In  the  ensuing  months,  22  sites  were  evaluated  by  Pry- 
or, Kendall,  and  Edward  Baldwin  of  Saranac  Lake.  All 
but  Lake  Clear,  Dannemora,  Lake  Kushaqua,  and  Ray 
Brook  were  rejected.  On  September  6,  1900,  at  a public 
hearing,  citizens  from  Saranac  Lake  and  Lake  Placid 
were  divided  in  opinion  over  the  question  of  appropriation 
of  land  by  the  state  in  general,  and  for  building  a state 
hospital  in  particular.  It  was  less  than  a decade  since  en- 
actment of  chapter  707  of  the  Laws  of  1 892,  and  the  state 
constitution.  Article  XIV  of  1894,  which  established  the 
2.8-million-acre  Adirondack  Park;  many  citizens  within 
the  area  were  fearful  of  state  takeover.  The  outcome  of  the 
hearing  was  not  recorded,  but  an  announcement  was 
forthcoming  on  January  21,  1902,  that  516  acres  of  prop- 
erty at  Ray  Brook  were  to  be  used  for  the  construction  of  a 
new  hospitaL* 

In  1903,  a state  appropriation  was  made  for  dormitory 
pavilions,  connecting  corridors  and  solaria,  furnishings, 
and  laundry  and  kitchen  equipment  totalling  $115,000, 
and  architects  were  authorized  to  prepare  the  necessary 
drawings.  Gallo^  reviewed  the  development  of  architec- 
tural styles  that  prevailed  in  the  Saranac  Lake  communi- 
ty. William  Scopes  and  Maurice  Feustmann  influenced 
styles  in  building  cure  cottages  and  sanatoria. 

During  67  years  of  operation,  Ray  Brook  had  nine  di- 


Address correspondence  to  Dr  Wright,  4896  South  Ave,  Syracuse.  NY  13215- 
2259. 


rectors:  John  H.  Pryor,  1904-1905;  Melvin  P.  Burnham, 
1905-1907;  Albert  H.  Garvin,  1907-1917;  Harry  A. 
Bray,  1917-1950;  Frederick  Beck,  1950-1959;  James 
Monroe,  1959-1965;  F.  Clark  White,  1965-1968;  and 
Bela  O.  Duboczy,  1968-1971. 

Pryor’s  tenure  was  brief,  but  he  was  a significant  figure 
in  the  early  days  of  the  hospital,  as  he  was  a member  of  its 
board  of  trustees  and  a member  of  the  site  selection  com- 
mittee. He  also  superintended  the  initial  construction  and 
admitted  the  first  patient  on  July  1,  1904.  Pryor  wrote  on 
empyema  and  on  immobility  of  the  diaghragm.^-*  He  stat- 
ed in  the  first  annual  report,  “the  number  of  patients  ad- 
mitted the  first  three  months  was  limited  to  44  because 
only  the  tent  camp  could  be  utilized.  The  pavilions  con- 
structed ....  are  still  not  completed”^  (Fig  1).  Examin- 
ing physicians  for  applicants  for  admission  to  Ray  Brook 
were  H.  M.  Biggs  for  New  York  City,  S.  B.  Ward  for 
Albany,  H.  L.  Eisner  for  Syracuse,  and  H.  R.  Hopkins  for 
Buffalo.  During  the  first  six  months,  82  patients  were  ad- 
mitted. The  following  year  the  capacity  was  listed  as  150. 

Melvin  P.  Burnham  succeeded  Pryor.  During  this  time, 
the  payroll  listed  monthly  salaries  as  follows:  director, 
$200;  domestics  and  waitresses,  $14-$  16;  laborers,  $20- 
$30;  coachman,  $35;  three  nurses,  each  $35.  Albert  H. 
Garvin  followed  Burnham  on  July  1, 1907,  and  was  joined 
by  a young  Canadian,  Harry  A.  Bray,  and  by  Harry  J. 
Brayton  of  Syracuse;  in  1909,  John  M.  Wise  of  Buffalo 
joined  them.  In  1917,  Garvin  went  to  France  with  a civil- 
ian tuberculosis  commission,  and  Bray  (Fig  2)  became 
acting  director  until  appointed  director  in  1 9 1 9 when  Gar- 
vin entered  practice  in  Buffalo. 


FIGURE  1.  “The  tent  colonies  reappeared  on  the  hill  each  summer  until 
1920"  (Kurung  JM:  Ray  Brook  1904-1954,  unpublished  manuscript,  pho- 
tograph in  a coiiection  presented  to  James  Monroe,  md,  by  Joseph  M. 
Kurung). 
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FIGURE  2.  Harry  A.  Bray,  md.  Director  of  Ray  Brook,  1917-1950  (photo- 
graphed by  Joseph  M.  Kurung,  Collection  of  James  Monroe,  md). 


Of  all  the  directors,  Bray  served  the  longest,  more  than 
30  years.  Born  in  the  Province  of  Ontario,  Canada,  into  a 
physician’s  family,  he  received  his  medical  education  at 
Trinity  College  in  Toronto  and  did  postgraduate  work  at 
the  University  of  Edinburgh.  He  trained  at  Lakeside  Hos- 
pital in  Cleveland,  Ohio.  Bray  suffered  from  a recurring 
affliction  of  his  eyes,  and  in  later  years  was  assisted  by 
Miss  Schubel,  secretary,  and  Miss  Magdalene  Nemeth,  a 
nurse  originally  from  Cleveland,  who  read  to  him  when  he 
had  to  protect  his  eyes  (Nemeth  M,  Saranac  Lake,  NY, 
private  correspondence,  1988). 

Under  his  tenure,  forest  and  swamp  surrounding  the 
hospital  gave  way  to  attractive  parks  with  woodland 
brooks  and  ponds,  retaining  walls  and  steps,  walks,  and 
lawns  (Fig  3).  By  1928,  Bray  arranged  to  build  a new  lab- 
oratory. In  1937,  he  managed  construction  of  a nine-hole 
miniature  golf  course  for  use  by  the  patients.  In  1939,  a 
99-bed  infirmary  was  constructed  with  a surgical  unit, 
new  x-ray  department,  laboratory  facilities,  pharmacy, 
outpatient  clinic  facilities,  and  new  classrooms  for  adult 
education. 

According  to  Kurung,'^  the  homelike  atmosphere  of 
Ray  Brook  in  large  part  resulted  from  planning  done  by 
Bray,  who  sought  the  advice  and  help  of  friends  of  the 
hospital.  The  furnishings  were  attractive,  and  the  dining 
area  was  conducive  to  congeniality. 


FIGURE  3.  Aerial  view  of  Ray  Brook  ca.  1926  (photograph  in  a collec- 
tion presented  to  James  Monroe,  md,  by  Joseph  M.  Kurung). 


Ray  Brook  became  a self-contained  community  with  a 
post  office,  and  a railroad  station  served  by  the  New  York 
Central  and  Delaware  and  Hudson  spur  from  Lake  Clear. 
Patient  Henry  Levy’s  memoirs  of  1931  recorded  the  fol- 
lowing: 

After  an  eleven  hours  train  trip,  my  glimpse  of  a small  cubicle  of 
a station  buried  in  heavy  snow,  stuck  seemingly  in  a cold  wilder- 
ness, was  far  from  comforting.  ...  I was  ushered  in  and  instead 
of  cold  foreboding  walls,  was  amazed  at  the  warm  reception.'® 

Ray  Brook  had  a “piggery”  and  butcher  shop  dating  to 
1908,  an  orchard,  store  rooms,  a bakery,  and  a laundry;  a 
coal  burning  steam  plant  provided  heat  and  generated  DC 
current  until  the  1950s,  when  an  electric  power  line  con- 
nected the  hospital  to  the  Paul  Smith  hydroelectric  plant. 
Many  employees  lived  on  the  grounds.  The  “village”  had 
its  own  chlorinated  water  supply  and  sewer  system.  In  the 
early  days,  ice  was  harvested  from  a nearby  pond.  Fire 
control  measures  were  enforced  by  the  hospital’s  own 
marshall;  except  for  exterior  walls,  the  hospital  was  built 
of  wood  and  was  considered  a fire  trap.  Said  one  who  re- 
called the  stringent  fire  rules,  “Smoking  was  verboten  ev- 
erywhere but  in  ‘rest  rooms’  under  careful  supervision.” 
The  same  patient  recalled  Pullman  Porter,  PhD:  “Dr.  Por- 
ter was  Professor  of  Ornamental  Floral  culture  (generally 
known  as  landscape  architecture)  at  Cornell.  He  came  to 
Ray  Brook  summers  and  gave  Dr  Bray  and  Clyde  Perry 
directions  for  plantings.  Cornell  students  were  assigned 
summers’  jobs  with  pay  to  work  with  the  grounds 
crew.” 

The  White  Plague 

The  situation  in  1904,  when  the  New  York  State  Hospi- 
tal for  Treatment  of  Incipient  Tuberculosis  officially 
opened,  was  graphically  described  by  Rene  J.  Dubos:" 

The  cough  of  the  tubercular  was  heard  every  where  in  our  com- 
munities. A feverish  glow  betrayed  the  advanced  stage  of  con- 
sumption in  two  out  of  every  one  hundred  persons  and  foretold  of 
death  within  a few  years.  Tuberculosis  was  the  White 
Plague.  . . . 

There  had  been  little  if  any  change  since  Austin  Flint 
( 1 8 1 2- 1 886),  in  his  first  edition  of  A Treatise  on  the  Prin- 
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ciples  and  Practice  of  Medicine, stated,  “of  the  diseases 
which  afflict  the  human  family,  this  (tuberculosis)  is  one 
of  the  most  important,  prevailing,  more  or  less,  in  almost 
every  quarter  of  the  globe,  and  occasioning,  exclusive  of 
those  which  prevail  epidemically  or  endemically,  larger 
proportion  of  deaths,  than  any  other  disease.”  In  a further 
passage  he  went  on  to  ask,  “Is  the  tuberculous  cachexia 
removable  by  any  known  remedy?  The  question  is  to  be 
answered  distinctly  in  the  negative.” 

Osier’s  biographer  tells  of  Johns  Hopkins  students  and 
house  officers  who  developed  tuberculosis.'^  “In  the  class 
of  1899  alone  four  (of  nineteen)  developed  consumption”; 
a fifth  member,  “possibly  the  most  brilliant”  died.  The 
death  rate  from  tuberculosis  then  exceeded  250/ 
100,000,'“^  compared  with  1.2/100,000  today. 

Monroe'^  (Johns  Hopkins  class  of  1934)  detailed  his 
experiences: 

It  was  accepted  that  ten  to  fifteen  percent  of  medical  students 
developed  active  tuberculosis.  Seven  of  the  seventy  in  my  class 
developed  active  disease.  We  were  exposed  to  infection  during 
training  on  the  wards,  in  outpatient  clinics,  in  the  autopsy  room. 
As  a third  year  student  I was  assigned  to  examine  a man  who  had 
been  coming  to  the  clinic  for  “asthma”.  During  my  work-up  I 
collected  his  sputum,  made  a slide,  stained  it  with  Ziehl’s  carbol- 
fuchsin  solution.  This  unconcentrated  specimen  contained  so 
many  tubercle  bacilli  that  it  remained  visibly  red  even  after  ap- 
plying acid-alcohol.  The  man  died  before  a bed  became  available 
for  him  in  the  tuberculosis  hospital. 

Monroe’s  own  history  of  tuberculous  pleurisy  with  effu- 
sion is  not  atypical: 

I developed  pleurisy  with  effusion,  ‘cured’  one  year  at  Trudeau, 
and  returned  to  school  in  Baltimore.  After  finishing  my  fourth 
year  in  medical  school,  I had  a relapse  and  developed  cavitary 
disease,  so  instead  of  entering  pathology  training  at  the  Mallory 
Institute  in  Boston,  I had  to  return  to  Trudeau  as  a patient.  There 
I was  soon  allowed  to  work  with  the  staff,  but  my  disease  became 
progressive  and  I had  a “phrenic”  (temporary  phrenic  nerve  in- 
terruption). Pneumothorax  was  unsuccessful  because  of  pleural 
adhesions.  I was  transferred  to  Ray  Brook  and  after  some  time 
underwent  three-stages  of  10-rib  thoracoplasty  at  the  Saranac 
Lake  General  Hospital  by  Dr  Warriner  Woodruff.  I was  as- 
signed to  take  histories  and  do  sputum  examinations  as  soon  as 
deemed  ready  by  my  floor  physician  for  my  “cure  task.”  Patients 
arrived  from  metropolitan  New  York,  rural  villages  and  commu- 
nities, and  some  came  from  Trudeau.’^ 

Despite  an  almost  uniform  fear  of  tuberculosis,  there  was  a 
state  of  euphoria,  “spes  phthisica,”  in  the  patients  at  Ray  Brook 
and  around  Saranac  Lake.  Almost  everybody  at  Ray  Brook  had 
tuberculosis,  some  persistently  active,  others  inactive,  but  there 
was  rarely  an  expression  of  dread  or  caution.'* 

The  situation  of  tuberculosis  infection  among  medical 
students  was  studied  in  1938-1944  and  reported  by  Gor- 
don M.  Meade  in  1948.'*  The  medical  school  class  at  the 
University  of  Rochester  varied  in  size  from  40  to  60.  In 
1938,  among  newly  admitted  students,  42.6%  had  positive 
Mantoux  tests.  Intensive  follow-up  skin  testing  was  inau- 
gurated. By  the  end  of  the  first  year,  54.2%  were  positive 
reactors,  but  at  the  end  of  their  second  year,  92%  were 
positive  reactors.  Contact  with  tuberculosis  tissue  in  pa- 
thology and  in  the  autopsy  room  was  considered  the  most 
likely  source  of  infection  for  the  second  year  students.  Be- 
ginning in  1943  (class  of  1945),  attendance  by  students  in 
the  autopsy  room  at  Strong  Memorial  Hospital  for  known 


tuberculosis  patients  and  at  the  Monroe  County  Tubercu- 
losis Hospital  was  eliminated.  Immediately  the  rate  of 
second  year  students  testing  positive  at  the  end  of  the  year 
dropped  to  51.9%,  as  compared  with  94%  in  the  previous 
class. 

The  Ray  Brook  Cure  Task  System 
The  new  state  tuberculosis  hospital  was  located  in  the 
Adirondacks  in  an  environment  advocated  by  Dr  Brehmer 
(1826-1889)  in  Germany. William  Osier  (1849- 
1 9 1 9)  in  The  Principles  and  Practice  of  Medicine^^  noted. 

The  question  of  environment  is  of  first  importance  in  treatment 
of  tuberculosis.  It  is  illustrated  in  an  interesting  and  practical 
way  by  an  experiment  by  Trudeau,  showing  that  inoculated  rab- 
bits (with  tubercle  bacilli),  confined  in  a dark,  damp  place,  rapid- 
ly succumb,  while  others,  allowed  to  run  wild,  either  recover  or 
show  slight  lesions.  . . . 

In  the  first  annual  report  of  Ray  Brook,  Pryor  stated, 
“The  tent  camps  have  proved  a great  success  and  have 
won  many  words  of  approval  from  experts.”  By  the  1920s, 
there  was  a population  in  excess  of  4,000  patients  in  Sara- 
nac Lake.  A small  industry  grew  up  in  the  manufacture  of 
a “cure  chair”  modelled  after  one  designed  by  Dr 
Dietweiller.  This  was  produced  by  A.  Fortune  & Co,  un- 
dertaking and  furniture,  and  George  L.  Starks  & Co, 
hardware,  as  well  as  others  in  and  around  Saranac  Lake. 

A “cure”  industry  had  grown  up  around  Saranac  Lake. 
Besides  Trudeau  Sanatorium  there  were  “cure  cottages.” 
Stoney  Wold  Sanatorium  at  Lake  Kushaqua  was  estab- 
lished in  1903  for  the  treatment  of  working  women  and 
children  by  a group  of  philanthropic  women,  including 
Mrs  Herman  M.  Biggs.  Biggs  stated  the  following: 

In  general  the  cases  of  tuberculosis  in  the  laboring  classes  should 
be  divided  into  two  groups,  both  of  which  should  be  as  far  as 
possible  treated  in  institutions.  First,  the  incipient,  early  and 
moderately  advanced  but  hopeful  cases,  which  should  be  treated 
in  sanatoria  situated  in  favorable  locations  in  the  country;  and, 
second,  the  advanced  and  unfavorable  cases,  which  should  be 
treated  in  special  hospitals,  where  they  can  be  so  guarded  that 
they  will  not  communicate  the  disease. ...  It  does  not  seem  to 
me  desirable  that  the  advanced  cases  should  be  rendered  uncom- 
fortable by  being  forced  to  live  and  sleep  out-of-doors  at  all  sea- 
sons of  the  year. . . 

Harry  A.  Bray  advocated  the  “cure  task”  system.  His 
idea  of  “rest  cure”  incorporated  out-of-door  “curing”  and 
graduated  physical  activity.  Patients  slept  in  the  open  in 
tents  or  on  covered  unheated  porches  even  during  the  cold- 
est weather.  Patient  Levy’s  memoirs  of  1931  state,  “You 
piled  on  sweaters  over  long  undies  and  donned  a long  over- 
coat assigned  to  each  patient,  and  armed  with  mittens  and 
skating  cap  covering  the  ears,  you  ventured  forth.”  Anoth- 
er patient  remembers  from  1936,  “We  got  cold  from  be- 
low up  through  the  mattress,  so  we  used  6"  layers  of  news- 
paper for  insulation  underneath  the  mattress,  soap  stone 
or  crockery  filled  with  hot  water  at  our  feet,  so  hot  when 
we  crawled  in  that  it  had  to  be  wrapped  in  a blanket  or 
two.  The  latter  was  advertised  in  The  Journal  of  Outdoor 
Life  as  ‘pigs’.” 

Dr  William  Halstead,  a Johns  Hopkins  surgeon,  was  an 
advocate  of  sunlight  and  open  air  therapy  and  read  a pa- 
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per  before  the  first  annual  meeting  of  the  National  Associ- 
ation for  Study  and  Prevention  of  Tuberculosis. Dr  Vin- 
cent Y.  Bowditch,  not  to  be  confused  with  his  uncle  Henry 
I.  Bowditch,  both  prominent  physicians  in  Boston,  advo- 
cated life  in  the  open.^' 

A graduate  of  the  cure  task  system  reported  that  “those 
able  for  assignment  were  checked  daily  by  doctor  and 
nurse.  Patients  entered  into  this  system  enthusiastically 
because  of  its  manifest  results.  I never  saw  nor  heard  of 
any  complaints  from  them.”  One  young  woman  went  to 
Ray  Brook  because  of  a tuberculous  pleurisy  with  effusion 
and  later  developed  a parasternal  draining  tuberculous  si- 
nus. Under  this  cure  program,  she  regained  her  health  and 
remained  to  work  with  Dr  Bray,  serving  as  superintendent 
of  nurses,  head  of  housekeeping,  and  dietician. 

Walter  L.  Rathbun  (Yale,  1903),  former  Ray  Brook 
patient,  and  author  of  the  first  article  published  in  the 
American  Review  of  Tuberculosis,  which  was  entitled 
“Classification  of  Pulmonary  Tuberculosis,”^^  said,  “the 
‘cure  task’  worked  well  at  Otisville  New  York  City  Mu- 
nicipal Sanatorium  as  long  as  we  were  supplied  with  the 
type  of  patient,  i.e.,  [those]  with  ‘incipient’  tuberculosis.” 

Rest  as  a part  of  the  “cure”  program  was  evaluated  in 
one  of  Bray’s  last  published  articles  entitled  “Bed  Rest 
Appraised.”'^ 

Tuberculosis  Enters  the  Scientific  Era 

Until  the  microscope  was  invented,  diagnosis  had  de- 
pended on  what  could  be  seen,  felt,  heard,  and  smelled. 
With  the  coming  of  the  age  of  bacteriologic  discovery  and 
modern  tools  for  examining  the  living  body,  the  era  of  clin- 
ical medicine,  as  we  know  it  today,  was  ushered  in.  When 
Herman  M.  Biggs  returned  in  March  1885  from  an  ap- 
prenticeship in  Germany  to  become  instructor  at  the  Car- 
negie Laboratory,  he  found  William  H.  Welch  already 
staining  the  tubercle  bacilli.  The  first  health  department 
laboratory  in  this  country  resulted  from  the  efforts  of 
Biggs  and  his  colleagues.  Soon  the  new  methods  of  stain- 
ing bacteria  with  aniline  dyes  and  techniques  for  culture 
and  animal  inoculation  became  standardized. 

Bray  developed  the  laboratory  at  Ray  Brook  to  perform 
work  for  the  district  covered  by  the  outpatient  clinics  as 
well  as  the  hospital.  Kurung^'  described  the  new  laborato- 
ry as  “a  separate  building  on  the  hill  in  the  rear  of  the 
main  building,  dedicated  in  1928  to  Dr  Frank  Erdwurm, 
who  was  a member  of  the  Board  of  Trustees  and  its  chair- 
man for  many  years”  (Fig  4). 

David  T.  Smith,  director  of  the  laboratory  before  going 
to  Duke  as  Professor  of  Bacteriology  and  Medicine,  pub- 
lished his  work  done  there  with  fuso-spirochaetal  lung  dis- 
ease.^^  He  told  Monroe  that  his  attention  was  first  attract- 
ed by  patients  at  Ray  Brook  who  had  pulmonary  cavities 
but  were  sputum  negative  for  tubercle  bacilli.  Monroe 
stated  that  “This  was  common  enough  a problem  that  on 
my  ward  there  might  be  6 or  8 such  patients  with  pulmo- 
nary cavities  but  ‘negative  sputum’.  This  got  us  all  inter- 
ested in  non-tuberculous  cavitary  disease.” 

Hugh  E.  Burke,  a former  director  of  the  laboratory, 
published  several  papers  about  work  done  there  on  silico- 
sis and  involving  animal  experiments. (Another  of  the 
Ray  Brook  staff,  Harry  E.  Rose,  went  on  to  Columbia  as 
Chairman  of  the  Department  of  Microbiology.)  Yegian 


FIGURE  4.  Joseph  M.  Kurung  (left)  and  Diran  Yegian  (right)  at  an  exhibit 
demonstrating  sputum  examination  methods  and  techniques  (photograph 
is  one  of  the  collection  presented  to  James  Monroe,  md,  by  Joseph  M. 
Kurung.) 

and  Kurung  published  articles  concerning  the  Ray  Brook 
laboratory  work  (Fig  4). 30-36 
Since  there  was  no  morgue  at  Ray  Brook,  autopsies 
were  performed  by  Ray  Brook  physicians  in  undertakers’ 
rooms.  A special  metal  box  fitted  into  a suitcase  and  con- 
taining necropsy  instruments  and  jars  was  in  readiness  for 
Joseph  Kurung’s  preparation  for  pathologic  study.  Bray 
taught  a healthy  skepticism  and  quoted  Morgagni  (1682- 
1771)  from  the  Five  Books  on  the  Seats  and  Causes  of 
Diseases  Investigated  by  Anatomy  (trans.  London  by  A. 
Miller  & T.  Cadell  1769):  “Those  who  dissected  or  in- 
spected many  (autopsies)  have  at  least  learned  to  doubt 
when  others,  who  are  ignorant  of  anatomy  and  do  not  take 
the  trouble  to  attend  to  it,  are  in  no  doubt  at  all.” 

One  staff  member  recalled  the  frequent  visits  of  Rene  J. 
Dubos,  PhD,  of  Rockefeller  Institute,  when  his  first  wife, 
Marie  Bonnet  Dubos,  was  a Ray  Brook  patient: 

Dr  Dubos  spent  many  hours  in  the  laboratory  and  evenings  after 
supper  talking  about  his  work.  He  was  a fluent  speaker  with  a 
slight  French  accent.  He  had  been  with  Waksman  at  Rutgers  in 
the  1930’s,  and  he  verified  the  theory  that  soil  bacteria  were  a 
source  for  therapeutic  agents.  He  isolated  Bacillus  brevis  from 
which  he  derived  Tyrothricin. 

Mrs  Dubos  never  recovered  from  tuberculosis.  Dr  Du- 
bos took  her  home,  and  she  died  shortly  afterwards,  in 
April  1942.  (He  and  his  second  wife,  the  former  Letha 
Porter,  wrote  the  non-technical  account  of  tuberculosis 
entitled  “White  Plague.”) 

Kurung"*  stated  that  x-ray  equipment  at  Ray  Brook  was 
not  installed  until  1914.  With  the  original  Crooks  tube, 
voltage  was  measured  by  length  of  spark  gap.  Recalling  a 
conversation  with  the  x-ray  technician,  Ann  Sanlow, 
Monroe'^  reports  the  following: 

The  old  tube  was  around  for  many  years.  Miss  Sanlow  showed  it 
to  me  and  told  how  frightening  to  see  the  spark  gap  jump  12"- 
20",  smell  the  ozone  and  hear  the  crackling  noise.  Ann  Sanlow 
came  from  the  Ukraine  and  had  been  a patient.  Dr  Bray  observed 
her  fine  handiwork,  her  knitting  and  crocheting  and  tatting,  eval- 
uated her  personality  and  chose  her  to  become  the  x-ray  techni- 
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dan.  She  took  English  lessons  of  a former  high  school  teacher 

and  spoke  fluently. 

By  World  War  I,  the  original  glass  plates  were  super- 
seded by  nitrocellulose  film,  which  turned  out  to  be  highly 
flammable  and  gave  off  nitrous  oxide  gases — highly  toxic 
fumes  that  can  cause  pulmonary  edema.  This  was  not  gen- 
erally realized  until  a tragic  fire  at  Cleveland  Clinic  on 
May  15,  1929.^^  The  code  for  storing  old  film  was  revised, 
and  safety  film  was  introduced. 

Fluoroscopy  and  radiographs  taken  in  different  projec- 
tions to  supplement  posterior-anterior  views  and  grids  to 
produce  better  detail  all  enhanced  the  study  of  thoracic 
shadows.  Bray’s  review  of  “shadow  mutations  on  the  chest 
roentgenogram  in  tuberculosis  when  x-ray  exposures  were 
made  on  the  same  patient,  first  at  the  height  of  costal  then 
at  the  height  of  diaphragmatic  inspiration”  was  accompa- 
nied by  12  plates.^*  His  study  of  the  etiology  of  pleural 
pain^^  is  referred  to  in  MacCallum’s  A Textbook  of  Pa- 
thology Stereoscopic  roentgenography  had  been  intro- 
duced by  1919.  Principles  of  sectional  radiography, 
known  as  planigraphy,  were  outlined  in  Europe  and  soon 
adopted  here.'^' 

In  1938,  at  Plattsburg,  NY,  where  Ray  Brook  held  one 
of  its  monthly  field  clinics,  a Works  Project  Administra- 
tion (WPA)  force  of  23  men  was  engaged  in  clearing  an 
old  school  house  belfry  of  pigeon  droppings.  The  laborers 
became  ill  with  flu-like  symptoms.  This  “epidemic”  was 
reported  in  1944  at  the  annual  meeting  of  the  American 
Public  Health  Association  by  Nauen  of  the  Ray  Brook 
staff  and  Korn  of  the  New  York  State  Health  Department 
as  “A  localized  epidemic  of  acute  miliary  pneumonitis  as- 
sociated with  handling  pigeon  manure.”  A decade  after 
the  episode,  when  ten  of  the  23  were  questioned,  eight 
stated  that  they  still  had  pulmonary  symptoms.  Repeat 
chest  films  revealed  calcification  not  unlike  that  which 
was  generally  interpreted  as  post-tuberculous.  A follow- 
up was  presented  by  the  Ray  Brook  group  in  1 949,  includ- 
ing x-rays  and  laboratory  analyses  of  sera  saved  from  the 
time  of  the  “Plattsburg  epidemic. In  1953,  Furcolow 
and  Grayson'^^  included  the  “epidemic”  in  their  report  en- 
titled “Occurrence  of  histoplasmosis  in  epidemics.”  Mon- 
roe and  Kurung'*'*  reported  the  case  of  a 56-year-old  man, 
a life-long  resident  of  northern  New  York  State,  who  was 
admitted  with  bilateral  apical  pulmonary  infiltration  and 
cavities.  His  sputum  contained  Histoplasma  capsulatum. 
Unpublished  reports  of  other  fungal  diseases  of  the  lungs 
included  actinomycosis,  aspergillosis,  blastomycosis,  coc- 
cidioidomycosis, and  cryptococcosis,  in  addition  to  histo- 
plasmosis. 

Within  a radius  of  40  miles  from  Ray  Brook  were  iron 
mines  at  Crown  Point,  Lyon  Mountain,  Mineville,  and 
Witherbee.  The  ore  known  as  magnetite  was  in  a matrix 
of  granite.  At  Graphite  near  Ticonderoga,  graphite  was 
mined  for  use  in  the  pencil-making  industry.  To  make  the 
“lead”  for  lead  pencils  of  certain  hardness,  fine  sand 
crushed  into  fine  powder  in  a ball  mill  was  mixed  with 
graphite.  Before  industrial  hygiene  regulations  took  ef- 
fect, there  was  no  cover  or  dust-removing  equipment  for 
protection  against  exposure  to  the  fine  sand  dust,  silicon 
dioxide.  Cases  of  silicosis  came  from  the  iron  mines  and 
the  graphite  industry.  Studies  were  reported  by  staff 
members.'*^'^^ 


George  W.  Thorn  (Buffalo,  1929)  as  a medical  student 
had  elected  a semester  at  Ray  Brook.  In  the  summer  of 
1940,  he  returned.  Monroe’^  recalled  the  following: 

When  I was  first  on  the  Ray  Brook  staff,  Dr.  Thorn  and  wife 
and  son,  along  with  R.  Palmer  Howard,  a nurse  and  dietician  and 
laboratory  technician,  spent  two  months  with  us,  living  on  the 
hospital  grounds.  Dr.  Thorn  made  clinical  rounds  with  us.  With 
one  of  our  staff  members,  Howard  Dayman  [Buffalo,  1934], 
they  did  some  work  on  electrolytes  with  the  tuberculosis  patients. 
That  summer  Ray  Brook  became  a mecca  for  patients  with  Ad- 
dison’s Disease  because  of  the  presence  of  Dr.  Thorn  and  his 
group.  Alec  T.,  an  outpatient,  was  one  being  treated  with  im- 
planted desoxycorticosterone  acetate  (DOCA),  the  first  synthet- 
ic adrenal  cortical  hormone,  which  we  received  from  Dr.  Thorn 
and  his  group.'*^  [George  W.  Thorn,  R.  Palmer  Howard,  and 
Warfield  M.  Firor  had  worked  out  the  principles  of  DOCA  pellet 
implants  at  Johns  Hopkins  University.'**  '*'^] 

Monroe’s  notes  continue: 

Addison’s  disease  in  the  days  when  I was  in  medical  school  was 
almost  always  associated  with  tuberculosis.  Before  DOCA  was 
available,  Addison’s  disease  was  fatal,  life  expectancy  limited  to 
one-and-one  half  years.  With  DOCA  it  was  expanded  to  five  or 
ten  years.  When  cortisone  and  other  steroids  came  along,  these 
patients  had  a normal  life. 

Monroe  also  preserved  the  following  note: 

Mary  G.,  an  Irish  national  who  was  a patient  at  Ray  Brook, 
had  Addison’s  disease.  She  became  one  of  my  best  teachers.  (I 
stood  up  with  her  when  she  became  an  American  citizen  at  cere- 
monies at  the  County  Seat  of  Essex  County  at  Elizabethtown.) 
With  George  Thorn’s  teaching,  and  our  patients,  that  bit  of  tis- 
sue, the  Adrenal  gland,  became  of  no  little  importance  to  us  at 
Ray  Brook  and  endocrinology  became  a fascination. 

The  Ray  Brook  Cocktail 

Before  the  discovery  of  a specific  anti-tuberculosis 
drug,  there  were  alleged  palliative  procedures  and  mea- 
sures. Cod  liver  oil  was  an  old  remedy  going  back  as  far  as 
the  1770s  to  Brompton  Hospital  in  London.  In  America, 
Austin  Flint'^  espoused  it  in  his  A Treatise  on  the  Princi- 
ples and  Practice  of  Medicine.  William  Osier  wrote. 

In  glandular  and  bone  tuberculosis  this  remedy  [cod  liver  oil]  is 
undoubtedly  beneficial  in  improving  the  nutrition.  In  pulmonary 
tuberculosis  its  action  is  less  certain ....  For  the  diarrhea  [from 
intestinal  tuberculosis]  large  doses  of  bismuth  combined  with 
Dover’s  powder  [Thomas  Dover,  1742,  powder  of  ipecac  and  opi- 
um] and  small  starch  enemata,  with  or  without  opium,  may  be 
given.  The  acetate  of  lead  and  opium  pill  often  acts  promptly, 
and  the  acid  diarrhea  mixture,  dilute  acid,  morphia  and  acetate 
of  lead  may  be  tried. 

Mack  McConkey  (Fig  5)  (Harvard,  1925)  developed 
what  became  known  as  the  “Ray  Brook  cocktail”:  cod  liv- 
er oil  (CLO)  floated  on  tomato  juice  (TJ).  He  reported  50 
cases  treated  with  this  cocktail,  50  with  heliotherapy,  and 
28  controls. Other  articles  record  his  experience  in  the 
treatment  of  laryngeal  and  intestinal  tuberculosis.^ 
Flint  advocated  judicious  use  of  alcohol  as  well  as  cod  liver 
oil,  but  use  of  alcohol  at  Ray  Brook  was  restricted  as  re- 
ported by  a former  staff  member:  “Miss  Cleland  told  me 
of  her  early  days  as  a nurse.  She  was  placed  in  charge  of 
the  whiskey  supply  and  kept  it  locked  up.  Sometimes 
whiskey  was  used  as  an  ‘appetizer’,  ‘stimulant’,  and 
‘cough  remedy’.  I never  once  ordered  it.”  Reporting  on  the 
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FIGURE  5.  Mack  McConkey,  md,  assistant  director  of  Ray  Brook  (photo- 
graphed by  Joseph  M.  Kurung,  collection  of  James  Monroe,  md.) 

effectiveness  of  cod  liver  oil,  one  former  patient  stated,  “I 
had  a Gaffkey  X (the  highest  rating  for  positive  sputum). 
I never  missed  talcing  C L O and  T J.  It  was  the  old  fashion 
C L O,  horrible  testing,  with  tomato  juice  to  help  it  go 
down,  served  in  a wine  glass  inscribed  with  my  initials, 
placed  in  a pantry  next  the  dining  room,  and  records  kept. 
I’m  still  thanking  Mack  McConkey.” 

McConkey^^  studied  bronchial  stenosis,  for  which  he 
coined  the  aphorism,  “all  that  wheezes  is  not  asthma.”  At 
least  one  Ray  Brook  patient  with  tuberculous  bronchial 
stenosis  is  still  living. 

Part  of  McConkey’s  work  was  done  at  Ray  Brook 
House,  a “cure  cottage”  half  a mile  away.  Patients  with 
advanced  tuberculosis  could  be  admitted,  and  their  care 
was  paid  for  by  their  county  of  residence.  Some  of  the 
patients  had  intestinal  tuberculosis.  Ulcerative  ileocecal 
tuberculosis  seldom  occurred  except  in  a patient  with  a 
highly  positive  sputum.  There  was  as  yet  no  effective 
treatment  for  anyone  suffering  with  the  severe  cramps, 
painful  diarrhea,  and  anorexia  except  palliative  morphine, 
Dover’s  powders,  warm  compresses,  and  soothing  enema- 
ta.  Here  McConkey  found  his  cocktail  helpful  for  some 
patients  with  laryngeal  and  intestinal  tuberculosis.  (Even- 
tually, McConkey’s  health  failed  due  to  recurrent  pulmo- 
nary tuberculosis.) 

Surgery  and  Specific  Anti-Tuberculosis 
Therapy 

The  first  Ray  Brook  budget  with  specific  allocations  for 
surgery  was  in  1937.  Saranac  Lake  surgeons  were  consul- 


tants at  Ray  Brook  beginning  in  1926,  according  to  the 
annual  report  of  that  year.  When  J.  Maxwell  Chamber- 
lain,  who  had  trained  under  John  Alexander  of  Ann  Ar- 
bor, Michigan,  joined  the  staff  in  1 937  as  the  first  resident 
surgeon,  he  divided  his  time  between  Ray  Brook  and 
Homer  Folks  Tuberculosis  hospitals.  Ethan  Flag  Butler 
was  the  thoracic  surgeon  for  Biggs  Memorial  and  Mt 
Morris  tuberculosis  hospitals.  Joseph  Gordon  and  David 
Pecora  followed  Chamberlain  at  Ray  Brook.  Anesthesia 
was  administered  by  physicians  from  Saranac  Lake  or 
Sunmount  Veterans  Hospital  at  Tupper  Lake,  unless  a re- 
cuperating doctor  at  Ray  Brook  was  capable. 

Bronchoscopy  done  to  determine  sites  of  bronchial  ste- 
nosis was  reported  by  McConkey  and  Gordon. Bron- 
choscopy done  to  localize  sources  of  positive  sputum  was 
reported  by  Pecora  and  Yegian.^^  Differential  broncho- 
spirometry  was  done  prior  to  resectional  pulmonary  sur- 
gery. White,  Beck,  and  Pecora^^  reported  15  cases  with 
coexisting  lung  cancer  and  tuberculosis. 

The  long  search  for  an  effective  anti-tuberculosis  drug 
culminated  in  1944  with  the  discovery  of  streptomycin. 
The  capacity  of  certain  saprophytic  organisms  to  inhibit 
growth  of  Mycobacterium  tuberculosis  had  long  been  rec- 
ognized. Experiments  with  numerous  chemicals  and  bio- 
logical extracts  had  been  reported,  among  which  was  sodi- 
um-gold-thiosulfate  (Sancrysin).^^’^*  Wallace  and  Bray^^ 
at  Ray  Brook  experimented  with  Lactobacillus  pentaceti- 
cus  and  Bacillus  macerans  and  found  the  free  and  com- 
bined carbohydrates  of  virulent  tubercle  bacilli  (strain  H 
37)  to  be  destroyed  by  a product  obtained  from  these  nat- 
urally occurring  bacteria.  Sulfapyridine,^°  sulfanil- 
amide,^’ and  promizole,  the  latter  used  by  Edith  Lincoln 
at  Bellevue  Hospital  on  the  pediatrics  service  for  tubercu- 
lous meningitis,^^  were  studied. 

In  April  1944,  Feldman  and  Hinshaw  in  Minnesota 
were  furnished  with  a small  supply  of  streptomycin  by  Sel- 
man  A.  Waksman  of  Rutgers  University. Collabora- 
tive studies  by  Yegian  (Ray  Brook)  and  Middlebrook 
(Rockefeller  Institute)  and  reported  jointly  by  them,  con- 
firmed the  bacteriostatic  effect  of  streptomycin.^^  Resis- 
tance studies  were  done  by  Yegian  and  Vanderlinde  at 
Ray  Brook.^^  The  next  anti-tuberculosis  drug  was  dihy- 
drostreptomycin.The  five-year  follow-up  was  reported 
by  the  New  York  State  Tuberculosis  Hospitals  in  1955.^* 
One  Ray  Brook  patient  included  in  the  study  suffered 
“marked  dysphagia  due  to  pharyngeal  tuberculosis  com- 
plicating far  advanced  pulmonary  disease.  Less  than  24 
hours  after  the  first  dose  of  streptomycin  injection  he  stat- 
ed he  ‘could  swallow  without  the  marked  pain.’  He  made  a 
successful  recovery.”  Monroe,  senior  author  of  the  five- 
year  follow-up  report,  achieved  almost  100%  follow-up  for 
Ray  Brook  patients. 

Ray  Brook  State  Tuberculosis  Hospital 
Closes 

On  June  30, 1971,67  years  after  its  opening,  Ray  Brook 
Hospital  closed  and  was  partly  turned  into  a noncriminal 
women’s  drug  rehabilitation  center.  The  task  of  discharg- 
ing the  last  patients  to  their  homes  or  transferring  them  to 
Homer  Folks  or  Mt  Morris  State  Tuberculosis  hospital  or 
to  general  hospitals  fell  to  Dr  Bela  O.  Duboczy  and  the 
remaining  staff.  Field  clinics  for  Clinton,  Essex,  Franklin, 
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Hamilton,  and  St  Lawrence  counties  were  continued.  Du- 
boczy  established  the  central  clinic  at  New  York  State 
Sunmount  Developmental  Center,  formerly  the  Sun- 
mount  Veterans  Hospital  at  Tapper  Lake,  and  he  and  the 
staff  operated  field  clinics  at  Ausable  Forks,  Canton, 
Gouverneur,  Indian  Lake,  Keeseville,  Malone,  Massena, 
Ogdensburg,  Plattsburg,  Potsdam,  Port  Henry,  Saranac 
Lake,  Star  Lake,  and  Ticonderoga. 

It  became  possible  for  the  New  York  State  Health  De- 
partment to  set  in  motion  a program  to  close  the  remain- 
ing state  tuberculosis  clinics,  and  to  shift  the  tuberculosis 
control  program  to  county  health  departments.  This  was 
not  to  say  that  tuberculosis  had  been  entirely  eradicated. 
During  1974,  in  the  Tupper  Lake  area,  30  new  cases  were 
found,  among  them  three  school  teachers  and  eight  stu- 
dents with  active  tuberculosis.  During  the  same  year, 
more  than  300  patients  were  being  treated  in  the  field  clin- 
ics. The  last  clinic  session  was  held  June  20,  and  the  offi- 
cial closing  date  was  June  30,  1975,  71  years  after  the 
opening  of  the  New  York  Hospital  for  the  Treatment  of 
Incipient  Tuberculosis.^^ 
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FROM  THE  LIBRARY 


OBSERVATIONS  ON  AMERICAN  CLIMATES  AND  LOCALITIES  IN  THE  TREATMENT  OF 

PULMONARY  TUBERCULOSIS 

There  is  reason  to  believe  that  the  scourge  of  pulmonary  tuberculosis  will  eventually  be  mastered  by 
the  science  of  man.  Being  a specific  infectious  disease,  the  nature  and  causes  of  which  are  adequately 
understood,  it  requires  no  great  strain  of  the  imagination  to  foresee  a time  not  many  generations  hence 
when  this  most  virulent  enemy  to  human  life,  will  to  a great  extent,  be  eliminated  as  an  important  factor 
in  mortality  statistics.  It  is  well  known  that  the  disease  is  preventable,  and  morbidity  tables,  in  not  a few 
localities,  have  already  been  perceptibly  influenced  by  the  sanitary  measures  put  in  operation  as  a result 
of  knowledge  acquired  within  a few  years.  For  a very  considerable  period  yet  to  come,  however,  con- 
sumption will  continue  to  rank  as  the  most  effectual  weapon  of  the  Grim  Destroyer,  and  the  ratio  of 
about  one  death  from  this  disease  to  seven  who  are  removed  from  earthly  joys  and  sorrows  by  all  causes 
will  not  be  materially  altered  until  we  can  bring  entire  batteries  to  bear  where  as  yet  only  occasional 
random  shots  are  heard.  If  it  became  known  that  we  were  about  to  engage  in  a war  with  a great  foreign 
enemy  which  would  probably  result  in  the  sacrifice  of  the  lives  of  100,000, 50,000,  or  even  25,000,  of  our 
fellow-citizens,  how  quickly  would  our  country  spring  to  the  call  to  arms.  The  great  patriotic  breast  of 
America  would  thrill  with  heroic  determination  and  resolve,  and  not  a hamlet  in  our  broad  land  that 
would  not  yield  up  its  best  and  bravest  in  the  national  defense.  Yet  we  are  engaged  in  a perpetual  war 
with  an  enemy  far  more  deadly  and  implacable  than  any  foe  which  may  come  against  us  with  ships  and 
soldiers  and  guns.  At  the  current  death-rate  from  pulmonary  consumption,  more  than  10,500,000  of  the 
present  population  of  the  United  States  must  succumb  to  that  disease.  The  paramount  importance  of 
this  subject  is,  therefore,  apparent  to  all.  We  know  the  enemy.  We  are  acquainted  with  his  origin,  with 
his  methods,  and  with  his  manifestations,  and  we  are  also  fully  cognizant  of  a well-tested  and  successful, 
yet  withal,  expensive  means  of  operating  against  him.  The  important  question  is,  do  we  possess  suffi- 
cient good  sense,  and  sufficient  love  for  our  fellow  creatures  to  employ  our  knowledge  to  the  best 
advantage?  Prevention  is  our  chief  reliance  for  the  future,  but  let  us  here  consider  the  great  problem; 
How  can  we  best  combat  the  progress  of  consumption  after  it  has  actually  manifested  its  symptoms  and 
signs  in  the  patient’s  economy? 

It  is  the  writer’s  absolute  conviction  that  some  form  of  climatic  treatment,  with  its  accessory  circum- 
stances, offers  far  more  hope  than  all  other  methods  of  treatment  combined.  In  an  experience  of  more 
than  twenty  years  the  writer  has  not  known  of  a single  recovery  from  undoubted  tuberculosis  in  which  a 
change  of  surroundings  did  not  constitute  an  important  factor.  The  patient  should,  as  speedily  as  possi- 
ble, be  removed  from  the  locality  in  which  the  disease  was  inaugurated.  The  appearance  of  phthisis  is  in 
itself  an  evidence  that  there  is  something  wrong  about  that  particular  atmosphere  for  the  patient  in 
question,  and  if  he  remains  under  the  same  environment  he  is  almost  sure  to  get  worse.  . . . 

JAMES  K.  CROOK,  MD 
{Trans  Med  Soc  State  o/A^r  1903;  173-183) 
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SPECIAL  REPORT 


Magazines  that  do  not  accept  tobacco  advertising 


In  December  1983,  the  Journal  published  a listing  of  magazines  that  did  not 
accept  cigarette  advertising  (Richards  JW  Jr:  A positive  health  strategy  for  the 
office  waiting  room.  NY  State  J Med  1983;  83:1358-1360).  At  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of  New  York  in  March  1990,  a 
resolution  (90-24)  was  passed  requesting  that  a list  of  magazines  that  have 
voluntarily  chosen  to  decline  tobacco  ads  be  published  in  the  Journal.  The  resolution 
also  encouraged  physicians  to  substitute  magazines  without  tobacco  ads  in  their 
office  reception  areas.  The  following  list  was  compiled  by  the  American  Medical 
Association  and  published  in  JAMA  (1989;  262:1290-1291, 1295),  and  is  reprinted 
with  permission  of  the  AM  A. 


Adirondack  Life 

Historic  Preservation 

Petersen’s  Hunting 

Air  & Space 

Horticulture 

Popular  Communications 

Alaska  Magazine 

Humpty  Dumpty’s  Magazine 

Prevention 

American  Baby 

International  Travel  News 

Railfan  and  Railroad 

American  Health 

Isaac  Asimov’s  Science  Fiction 

Ranger  Rick 

American  Heritage 

Jack  and  Jill 

Reader’s  Digest 

American  History  Illustrated 

MAD  Magazine 

Runner’s  World 

Animal  Kingdom 

Maine  Fish  & Wildlife 

Sail 

Arizona  Highways 

Maine  Life  Magazine 

Saturday  Evening  Post 

Audubon 

Mayo  Clinic  Health  Letter 

Science 

Aviation  Week  & Space  Technology 

Model  Railroader 

Science  News 

Backpacker 

Modern  Maturity 

The  Sciences 

Bicycling 

Montana  Magazine 

Scientific  American 

Boy’s  Life 

Mother  Earth  News 

Sesame  Street 

Business  Week 

Mother  Jones 

Seventeen 

Consumer  Reports 

Nation 

Sierra 

Cyclist 

National  Geographic 

Smithsonian 

Dance  Magazine 

National  Parks  Journal 

Sports  Afield 

Down  East  Magazine 

Nation’s  Business 

Stork 

Farm  Journal 

Natural  History 

Sunset  Magazine 

Fishing  Facts 

The  New  Yorker 

Theatre  Crafts 

The  Futurist 

North  American  Review 

Travel  Holiday 

Golf  Illustrated 

Nutrition  Action  Healthletter 

Utah  Holiday 

Good  Housekeeping 

Oceans 

Vegetarian  Times 

Hadassah  Magazine 

Old  House  Journal 

Venture  Magazine 

Harvard  Business  Review 

Organic  Gardening 

Vermont  Life 

Harvard  Medical  School  Health  Letter 

Parenting 

The  Washington  Monthly 

Health 

Parents  Magazine 

Western  Outdoors 

Highlights  for  Children 

Personal  Computing 

Writer’s  Digest 
Yankee 
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CASE  REPORTS 


Infected  aortitis  masquerading  as  bronchogenic  carcinoma 

Linda  J.  Paradowski,  md;  Ivan  Hajdu,  md,  phd;  Lorraine  Coli,  md;  Gregory  Loewen,  do 


Aortobronchial  fistula  is  an  uncommon 
and  usually  fatal  complication  of  tho- 
racic aortic  aneurysm,  often  diagnosed 
on  postmortem  examination.  A case  of 
an  infected  aortitis  with  thinning  of  the 
descending  thoracic  aorta  complicated 
by  aortobronchial  fistula  and  rupture  is 
described,  with  a brief  review  of  the  lit- 
erature. 

Case  Report 

A 72-year-old  man  was  admitted  to  the 
Buffalo  Veterans’  Administration  Medical 
Center  in  December  1987  with  nonspecific 
complaints  including  generalized  malaise 
and  occasional  night  sweats.  His  medical 
history  was  remarkable  for  a remote  right 
hemispheric  stroke.  He  was  a smoker.  On 
physical  examination,  the  patient  was  fe- 
brile (102°F/38.8°C)  and  was  normoten- 
sive.  He  produced  blood-streaked  sputum 
but  did  not  appear  to  be  in  respiratory  dis- 
tress. A mild  central  left  facial  droop  was 
present,  with  paresis  of  the  left  arm.  The 
lungs  revealed  diminished  breath  sounds  in 
the  left  base.  The  cardiac  examination  was 
normal  and  peripheral  pulses  were  not  di- 
minished. The  blood  pressure  was  equal  in 
both  arms.  The  rest  of  the  physical  examina- 
tion was  noncontributory. 

Laboratory  studies  disclosed  a leukocyte 
count  of  1 3K  without  a left  shift;  the  patient 
was  not  anemic.  A chest  radiograph  re- 
vealed a left  hilar  mass  with  volume  loss  of 
the  left  lower  lobe  (Fig  1).  The  electrocar- 
diogram (EKG)  was  normal. 

Bronchoscopy  revealed  a blunted  carina, 
patent  left  upper  lobe,  and  a large  amount  of 
blood  obscuring  the  left  lower  lobe.  No  biop- 
sies were  performed,  and  bronchial  washes 
revealed  scant  inflammatory  cells.  Gram 
stain  and  culture  of  the  washes  were  nega- 
tive for  bacterial  growth.  Subsequent  com- 
puted tomography  (CT)  of  the  chest  re- 
vealed a posterior  mediastinal  soft  tissue 
mass  contiguous  with  the  descending  tho- 
racic aorta.  Aortography  (Fig  2)  confirmed 
the  presence  of  a large  saccular  aneurysm  of 
the  descending  thoracic  aorta. 


From  the  Departments  of  Medicine  (Drs  Coli  and 
Loewen),  Pulmonary  Medicine  (Dr  Paradowski),  and 
Pathology  (Dr  Hajdu),  State  University  of  New  York 
at  Buffalo,  Buffalo,  NY. 

Address  correspondence  to  Dr  Paradowski,  6 1 4 Ar- 
lington Rd,  Chapel  Hill,  NC  27514. 


FIGURE  1 . Posteroanterior  chest  film  showing 
large  left  lingular  mass  with  volume  lost. 


The  patient  was  taken  to  the  operating 
room,  and  the  aneurysm  was  resected  under 
cardiac  bypass.  During  the  surgery,  the  an- 
eurysm was  found  to  have  eroded  into  the 
parenchyma  of  the  left  lower  lobe  of  the 
lung.  A left  lower  lobe  lobectomy  was  per- 
formed, and  a dacron  graft  was  interposi- 
tioned  in  the  line  of  resection. 

Histologic  studies  revealed  a focally 
thinned  aortic  wall  with  mild  to  moderate 
atherosclerosis  and  focal  acute  aortitis  with 
purulent  inflammation  of  overlying  plaques 
(Fig  3).  The  site  of  rupture  occurred  in  one 
of  these  areas,  with  hemorrhagic  necrosis  of 
adjacent  lung  tissue.  Small  aggregates  of 
gram-positive  cocci  were  scattered  through- 
out the  superficial  and  deep  media  (Fig  4). 
No  signs  of  cystic  medial  necrosis  or  luetic 
aortitis  were  identified.  Cultures  of  corre- 
sponding tissues  did  not  grow  any  bacteria. 

After  surgery,  the  patient’s  condition 
gradually  improved;  he  received  a 14-day 
course  of  broad-spectrum  antibiotics.  Even- 
tually he  was  discharged  from  the  hospital. 


FIGURE  2.  Aortography  demonstrating  a sac- 
cular aneurysm  of  the  thoracic  aorta. 


FIGURE  3.  Histologic  sections  of  the  aortic 
wall  demonstrating  focal  acute  aortitis  with  ath- 
erosclerotic plaques. 


He  returned  to  the  hospital  four  months  lat- 
er with  fever  and  hemoptysis.  He  suffered 
massive  hemoptysis  and  died  on  the  day  of 
admission.  Permission  for  a postmortem  ex- 
amination was  refused. 

Discussion 

Suppurative  infections  of  the  aorta 
may  arise  from  septic  microemboli  (eg, 
infectious  endocarditis),  local  spread  of 
adjacent  infected  structures  (eg,  verte- 
bral osteomyelitis),  hematogenous 
seeding  during  bacteremia,  and  from 
trauma  or  direct  iatrogenic  contamina- 
tion.' 

Worrell  et  aL  suggested  that  a sec- 
ondarily infected,  established  aneu- 
rysm, the  “mycotic  aneurysm,’’  should 
be  differentiated  from  an  infected  aor- 
titis which  may  subsequently  progress 
to  a pseudoaneurysm  with  eventual 
rupture.  In  the  latter  case,  a normal  or 
atherosclerotic  blood  vessel  is  infected 
during  bacteremia.  Interestingly,  Wor- 
rell et  aL  observed  that  the  aortic  media 
may  provide  protection  to  the  bacteria 
from  the  inflammatory  response.  We 
have  corroborated  this  finding  in  the 
pathologic  specimen  of  this  patient, 
which  showed  obvious  organisms  be- 
tween the  elastic  lamellae  and  a paucity 
of  neutrophils  (Fig  4).  Although  per- 
mission for  an  autopsy  was  refused,  we 
can  conclude  from  the  surgical  speci- 
men that  the  patient’s  aneurysm  arose 
from  an  infectious  aortitis  and  was  not 
a true  “mycotic”  aneurysm.  Unfortu- 
nately, most  of  the  literature  fails  to 
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FIGURE  4.  Aggregates  of  gram-positive  cocci 


make  this  pathologic  distinction. 

Most  patients  with  an  infected  aneu- 
rysm have  an  insidious  course  which  de- 
lays diagnosis  until  catastrophic  rup- 
ture of  the  aneurysm.^  Aneurysmal 
involvement  of  the  lung  is  not  particu- 
larly common.  In  two  reviews  of  a total 
of  20  thoracic  aneurysms  (infected  and 
bland  atherosclerotic)  with  aortobron- 
chial  fistula,  only  seven  patients  sur- 
vived the  operative  repair  of  this  com- 
plication. Two  of  these  patients  died  of 
massive  hemoptysis  following  aortic  re- 
section. The  aortobronchial  communi- 
cation almost  always  occurs  with  the 
left  lung  and  most  commonly  with  the 
left  lower  lobe.'*-^  It  is  not  clear  if  an  in- 
fected aneurysm  predisposes  more  to 
this  complication  than  does  a bland  ath- 
erosclerotic, thoracic  aortic  aneurysm. 
McNamara  and  Pressler*  do  mention 


were  scattered  throughout  the  aortic  media. 

the  low  incidence  of  airway  compres- 
sion in  their  review  of  patients  with  ath- 
erosclerotic thoracic  aneurysms  that 
arise  distal  to  the  left  subclavian  artery. 

The  bacterial  agents  that  cause  in- 
fected aortitis  differ  markedly  accord- 
ing to  the  cause  of  the  infection. 
Postoperative  survival  is  significantly 
improved  if  gram-positive  cocci  are 
found,  as  compared  to  gram-negative 
bacilli.'  * Patel  and  Johnston^  suggest 
that  infected  aneurysms  from  a variety 
of  sources  should  be  treated  with  preop- 
erative, intraoperative,  and  at  least  six 
weeks  of  postoperative  antibiotics.  This 
patient  received  antibiotics  for  two 
weeks  after  surgery,  and  his  initial  hos- 
pital course  suggested  that  this  treat- 
ment was  adequate.  However,  four 
months  later  he  died  of  massive  hemop- 
tysis, most  likely  from  a catastrophic 


rupture  of  an  aortic  suture  line  into  a 
bronchus. 

Successful  outcomes  in  cases  of  in- 
fected aortitis  are  predicated  on  both 
adequate  surgical  resection  of  all  aneu- 
rysmal inflammatory  tissue  and  steril- 
ization with  a prolonged  course  of  bac- 
terial antibiotics.*  Since  autopsy  was 
not  obtained,  it  is  impossible  to  com- 
ment on  the  viability  of  the  graft  site, 
but  we  must  consider  that  this  patient’s 
course  of  antibiotics  may  have  been  too 
brief. 

This  case  illustrates  the  high  index  of 
suspicion  necessary  to  make  the  diagno- 
sis of  infectious  aortitis,  since  the  pre- 
sentation can  be  quite  insidious.  It  also 
emphasizes  the  aggressive  surgical  and 
medical  treatment  necessary  to  avoid 
catastrophic  consequences. 
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Total  pancreatectomy  with  celiac  artery  occlusion 
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Interruption  of  the  hepatic  arterial 
blood  supply  during  the  course  of  pan- 
creatic resection  in  a jaundiced  patient 
with  hepatic  insufficiency  usually  re- 
sults in  fatal  hepatic  necrosis.  Hepatic 
arterial  anatomy  is  “normal”  in  only 
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55%  of  all  people'  -^  and  identification  of 
variant  vasculature  by  preoper- 
ative angiography  is  often  recommend- 
ed in  patients  for  whom  major 
pancreatic  resection  is  planned.^  Infor- 
mation concerning  hepatic  vascular 
anatomy  is  not,  however,  always  avail- 
able to  the  surgeon.  This  report  de- 
scribes a case  of  total  pancreatectomy 
for  carcinoma  of  the  pancreatic  head 
performed  with  no  knowledge  of  the  he- 


patic vascular  anatomy.  An  unantici- 
pated arteriosclerotic  occlusion  of  the 
eeliac  axis  was  identified  and  success- 
fully managed. 

Case  Report 

A 71 -year-old  man  was  transferred  to 
New  York  University  Hospital.  He  gave  a 
two-week  history  of  jaundice.  The  patient 
had  had  insulin  dependent  diabetes  for  14 
years  and  hypertension  for  ten  years.  The 
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only  significant  finding  on  physical  exami- 
nation was  the  presence  of  deep  jaundice. 

Computed  tomography  (CT)  of  the  abdo- 
men (Fig  1)  demonstrated  a large,  4-cm 
mass  in  the  head  of  the  pancreas  with  high 
grade  obstruction  of  the  common  bile  duct 
and  pancreatic  duct.  The  lesion  deviated  and 
distorted  adjacent  major  vascular  structures 
(superior  mesenteric  artery  and  portal  vein). 
Preoperative  visceral  angiography  was  not 
obtained,  because  it  was  thought  that,  on  the 
basis  of  the  CT  findings,  there  was  a low 
probability  that  the  lesion  was  resectable. 

At  laparotomy,  a 4-cm  mass  was  con- 
firmed in  the  head  of  the  pancreas  with  dila- 
tion of  the  biliary  and  pancreatic  ductal  sys- 
tems. There  was  no  evidence  of  nodal  or 
hepatic  metastatic  disease,  and  the  superior 
mesenteric  and  portal  veins  were  unin- 
volved. Several  smooth,  1-1.5-cm  cysts  were 
present  in  the  body  and  tail  of  the  pancreas. 
A decision  was  made  to  proceed  with  pan- 
creatic resection.  Because  of  the  cysts  in  the 
pancreatic  tail  and  the  preexisting  diabetes, 
a total  pancreatectomy  was  performed.  The 
splenic  vessels  and  spleen  were  sacrificed 
due  to  uncertainty  about  the  nature  of  the 
pancreatic  cysts. 

Since  a preoperative  angiogram  had  not 
been  obtained,  the  anatomy  of  the  hepatic 
artery  was  examined;  the  artery  appeared  to 
be  arising  “normally”  from  the  celiac  axis. 
Furthermore,  the  hepatic  artery  was  palpat- 
ed during  test  occlusion  of  the  gastroduode- 
nal artery,  and  there  was  no  apparent  dimi- 
nution of  the  bounding  hepatic  arterial 
pulse.  During  the  course  of  the  resection,  a 
large,  3-4-mm  artery  was  noted  entering  the 
body  of  the  pancreas  from  the  superior  mes- 
enteric artery.  On  completion  of  the  resec- 
tion, no  pulse  was  present  in  the  hepatic, 
splenic,  or  left  gastric  vessels.  Further  exam- 
ination revealed  an  arteriosclerotic  plaque 
in  the  celiac  axis.  A nonreversed,  saphenous 
vein  graft  with  valves  excised  was  placed 
from  the  infrarenal  aorta  to  the  common  he- 
patic artery.  Excellent  pulses  were  restored 
to  the  hepatic,  left  gastric,  and  splenic  arte- 
rial stump,  and  the  gastrointestinal  anasto- 
moses were  then  performed. 

The  patient’s  postoperative  course  was 
uncomplicated.  A postoperative  arterio- 
gram (Fig  2)  demonstrated  a patent  graft. 


Discussion 

Interruption  of  the  hepatic  arterial 


FIGURE  1.  Computerized  tomography  of  the 
abdomen  demonstrating  large  mass  (arrow)  in 
the  head  of  the  pancreas. 


FIGURE  2.  Postoperative  aortogram  demon- 
strating patent  aorto-hepatic  artery  bypass 
graft. 


inflow  is  a known  and  often  lethal  com- 
plication of  pancreatoduodenectomy. 
Two  factors  that  may  contribute  to  this 
complication  are  the  variability  of  the 
hepatic  arterial  anatomy  and  the  occur- 
rence of  occlusive  vascular  disease. 

The  entire  principal  hepatic  arterial 
supply  derives  from  a common  hepatic 
artery  that  arises  from  the  celiac  axis  in 
only  55%  of  people.^  In  several  varia- 
tions, such  as  a left  hepatic  artery  aris- 
ing from  the  left  gastric  artery,  there  is 
little  risk  of  hepatic  devascularization 
during  pancreatic  resection.  However, 
the  major  right  hepatic  artery  or  an  ac- 
cessory right  hepatic  artery  arises  from 
the  superior  mesenteric  artery  in  1 8%  of 
individuals,  and  the  common  hepatic 
artery  arises  from  the  superior  mesen- 
teric artery  in  4.5%.^  These  vessels  usu- 
ally run  posterior  to  the  pancreas  and 
they  can,  in  most  instances,  be  pre- 
served during  pancreatoduodenectomy. 
Unless  their  presence  is  recognized, 
however,  they  may  be  inadvertently  oc- 
cluded. 

The  frequency  of  arteriosclerotic  oc- 
clusive disease  affecting  the  hepatic  ar- 
terial supply  has  been  reviewed  via  an- 
giographic studies."^’^  Sclerotic  lesions 
of  the  celiac  vessels  were  found  in  1 2% 
to  44%  of  patients  examined,  with  0.7% 
having  celiac  occlusion. In  most  cases, 
collateral  blood  flow  to  the  celiac  ves- 
sels is  maintained  though  the  pancrea- 
toduodenal arcades  (Fig  3).  Clearly, 
these  vessels  are  sacrificed  during  pan- 
creatoduodenectomy, and  hepatic  ische- 
mia may  result.  Occasionally,  as  in  the 
present  patient,  arterial  inflow  to  the 
celiac  vessels  is  maintained  by  collater- 
al arteries  from  the  superior  mesenteric 
artery  to  the  splenic  artery.  Such  ves- 
sels include  the  transverse  pancreatic 
artery,  the  superior  pancreatic  artery, 
and  the  great  pancreatic  artery. 

When  major  pancreatic  resection  is 
anticipated,  preoperative  angiography 


FIGURE  3.  Diagramatic  Illustration  of  the  col- 
lateral blood  supply  between  the  superior  mes- 
enteric artery  and  the  splanchic  artery.  (ABr, 
anastomotic  branch;  DPA,  dorsal  pancreatic  ar- 
tery: GPA,  great  pancreatic  artery;  TPA,  trans- 
verse pancreatic  artery;  GDA,  gastroduodenal 
artery:  IPDA,  inferior  pancreaticoduodenal  ar- 
tery). 

to  identify  variations  in  arterial  anato- 
my facilitates  planning  of  the  operative 
procedure.  Knowledge  of  arterial  anat- 
omy is  not,  however,  always  available  in 
patients  undergoing  resection.  This 
may  be  because  resection  is  not  antici- 
pated, as  in  the  present  patient,  or  be- 
cause of  hypersensitivity  to  contrast 
media,  or  other  factors. 

When  pancreatic  resection  is  per- 
formed without  preoperative  angiogra- 
phy, the  anatomy  of  the  celiac  and  su- 
perior mesenteric  arterial  vessels  must 
be  determined.  Congenital  anatomic 
variants,  such  as  a right  hepatic  artery 
arising  from  the  superior  mesenteric  ar- 
tery, usually  are  easily  identified.  Ob- 
struction of  the  hepatic  or  celiac  vessels 
by  arteriosclerotic  disease  or  a median 
arcuate  ligament  may  be  more  difficult 
to  establish.^  Since  collateral  arterial 
flow  to  the  celiac  vessels  is  usually 
maintained  through  the  pancreatoduo- 
denal arcades  and  gastroduodenal  ar- 
tery, the  integrity  of  the  hepatic  arterial 
pulsation  should  be  evaluated  after 
temporary  occlusion  of  the  gastroduo- 
denal artery  and  before  deciding  on 
pancreatic  resection.  In  the  present  pa- 
tient, hepatic  arterial  pulsation  was 
well  maintained  during  gastroduodenal 
artery  occlusion.  During  pancreatic  re- 
section, a large  vessel  arising  from  the 
superior  mesenteric  artery  was  noted. 
This  was  probably  the  transverse  pan- 
creatic artery.  After  pancreatic  resec- 
tion, including  sacrifice  of  the  splenic 
artery,  pulsations  were  absent  in  the  he- 
patic, left  gastric,  and  celiac  vessels. 
Arterial  inflow  to  these  vessels  was  re- 
stored using  a vein  graft  from  the  aorta 
to  the  hepatic  artery.  The  patient’s  re- 
covery was  uncomplicated. 

A small  number  of  cases  have  been 
previously  reported  in  which  celiac  re- 
vascularization has  been  undertaken  in 
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conjunction  with  pancreatic  resection. 
In  these  cases,  the  need  for  vascular  re- 
construction was  always  identified  by 
preoperative  angiography. 

Miyata  et  aV  reported  on  a patient  in 
whom  celiac  occlusive  disease  was  asso- 
ciated with  collateral  flow  to  the  liver 
through  the  gastroduodenal  artery. 
Pancreatoduodenectomy  was  under- 
taken with  celiac  arterial  revasculariza- 
tion using  a vein  graft  from  the  aorta  to 
the  hepatic  artery.  Two  similar  cases 
were  reported  by  Thompson  et  al,*  who 
restored  celiac  arterial  inflow  by  im- 
planting the  proximal  splenic  artery 
into  the  superior  mesenteric  artery. 
Fortner  et  al^  described  two  patients  in 
whom  celiac  axis  occlusion  was  identi- 
fied by  preoperative  angiography  and 
relieved  by  division  of  the  median  arcu- 
ate ligament. 

The  present  report  differs  from  the 


previously  described  cases  in  that  angi- 
ography was  not  obtained  prior  to  sur- 
gery. In  this  circumstance,  if  arterial 
anatomy  appears  normal  and  celiac  oc- 
clusion is  suspected,  test  occlusion  of 
the  gastroduodenal  artery  and  splenic 
artery  will  identify  most  patients  in 
whom  celiac  axis  inflow  is  arising  by 
collateral  pathways  from  the  superior 
mesenteric  artery.  These  cases,  howev- 
er, clearly  emphasize  the  importance  of 
determining  the  integrity  of  hepatic 
and  other  arterial  flow  at  the  conclusion 
of  every  major  pancreatic  resection. 
Failure  to  identify  and  correct  interrup- 
tion of  arterial  flow  to  the  celiac  vessels 
may  result  in  postoperative  hepatic  ne- 
crosis. 
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Spontaneous  renal  hemorrhage  secondary  to 

choriocarcinoma 
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Spontaneous  renal  hemorrhage  (SRH) 
has  diverse  causes,  including  occult  ma- 
lignancy. Tumor  is  the  underlying 
cause  of  spontaneous  renal  hemorrhage 
in  about  60%  of  cases;  a malignant  neo- 
plasm is  the  cause  in  a third  of  all  pa- 
tients.’"^ Choriocarcinoma,  a manifes- 
tation of  gestational  trophoblastic 
disease,  is  well  recognized  by  its  hemor- 
rhagic complications  at  metastatic  sites 
(choriocarcinoma  syndrome).''  Renal 
metastasis  can  be  an  initial  presenta- 
tion of  the  disease.  A patient  with  SRH 
secondary  to  metastatic  trophoblastic 
disease  is  presented  with  a review  of 
treatment  options. 

Case  Report 

A 27-year-old  woman  presented  with  se- 
vere pain  in  the  left  flank,  gross  hematuria, 
and  diaphoresis  for  three  days.  Physical  ex- 
amination revealed  a tender,  boggy  mass  in 
the  left  flank  associated  with  guarding.  The 
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patient  became  hypotensive  and  was  given 
six  units  of  packed  cells.  A computed  tomo- 
graphic (CT)  scan  of  the  chest  and  abdomen 
revealed  a left  pulmonary  nodule  as  well  as  a 
large  left  perinephric  hemorrhage  (Fig  1). 

At  exploration,  there  was  a large  peri- 
nephric hematoma  and  a 3 X 4-cm  defect  in 
the  anterior  wall  of  the  left  kidney.  Left  ne- 
phrectomy was  performed  due  to  the  mas- 
sive amount  of  bleeding.  Histologic  exami- 
nation revealed  choriocarcinoma  (Fig  2). 
The  serum  beta  human  chorionic  gonado- 


FIGURE  1.  Computed  tomography  of  abdo- 
men reveals  a large  amount  of  irregular  heter- 
ogenous opacity  in  the  perinephric  space  con- 
sistent with  hemorrhage;  the  superior  pole  of 
the  left  kidney  is  ruptured — consistent  with  a 
ruptured  kidney  with  hemorrhage  and  dissection 
about  the  kidney  and  spleen. 


tropin  (HCG)  level  was  20,270  units  after 
surgery.  Uterine  curettage  revealed  an  old 
implantation  site  without  evidence  of  malig- 
nancy. Metastatic  evaluation  showed  multi- 
ple pulmonary  nodules  bilaterally  consistent 
with  disseminated  tumor.  The  patient  had 
an  excellent  response  to  chemotherapy,  with 
clearing  of  pulmonary  metastases  and  re- 
turn of  beta  HCG  titer  to  normal.  However, 
compliance  was  poor  and  the  disease  ulti- 
mately recurred;  two  and  a half  years  after 
the  diagnosis,  the  beta  HCG  titer  was  ele- 
vated and  the  patient  died,  despite  intensive 
chemotherapy,  thoracotomy  with  wedge  re- 
sections, and  hysterectomy. 


FIGURE  2.  Microscopic  section  of  kidney  re- 
vealing a focus  of  syncytotrophoblasts  and  cy- 
totrophoblasts  in  the  renal  parenchyma  sur- 
rounded by  several  sclerotic  glomeruli 
(hematoxylin-eosin  stain,  original  magnification 
X 200). 


418  VOL  90  NO.  8/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Discussion 

Renal  metastases  have  been  found  in 
up  to  48%  of  patients  with  choriocarci- 
noma at  autopsy.^  Since  the  develop- 
ment of  effective  chemotherapy,  the  ap- 
parent incidence  of  such  metastases  has 
declined  to  less  than  5%,  ranging  from 
1%  to  20%.  In  one  series,  renal  metasta- 
ses were  identified  in  1 .3%  of  1 54  wom- 
en presenting  for  primary  therapy  and 
14%  of  42  referred  for  salvage  treat- 
ment for  metastatic  gestational  dis- 
ease.^ 

Renal  manifestations  including  a 
mass,  flank  pain,  hematuria,  and  spon- 
taneous hemorrhage  have  been  ob- 
served in  patients  in  several  series. It 
is  important  to  note  that  all  cases  of  re- 
nal metastases  demonstrated  coexistent 
or  antecedent  radiographic  evidence  of 
pulmonary  metastases.^"^  Patients  with 
high  risk  gestational  trophoblastic  dis- 
ease require  aggressive  treatment  in- 
volving chemotherapy  with  multiple 
agents,  selective  surgery,  and  radio- 


therapy, since  approximately  60%  of 
these  patients  can  be  effectively  treat- 
ed. Accordingly,  nephrectomy  is  indi- 
cated in  patients  with  unilateral  renal 
involvement  and  limited  pulmonary 
metastases.  However,  it  may  not  affect 
survival  in  patients  with  extensive 
metastatic  disease.  The  role  of  radia- 
tion in  renal  metastasis  is  unclear,  but 
has  been  unsuccessful  in  combination 
with  chemotherapy  in  one  patient.^ 

In  summary,  female  patients  who 
present  with  spontaneous  renal  hemor- 
rhage and  pulmonary  nodules  may  have 
metastatic  gestational  trophoblastic 
disease.  Such  patients  require  careful 
evaluation  during  chemotherapy,  in- 
cluding computed  tomography  of  the 
abdomen  with  attention  directed  at  the 
kidneys  to  monitor  for  possible  severe 
hemorrhagic  complications  of  the  dis- 
ease. Patients  with  renal  metastases 
who  are  resistant  to  chemotherapy  may 
require  selective  use  of  surgery,  such  as 
nephrectomy,  to  achieve  remission. 
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The  need  for  medical  libraries  in 
hospitals 

TO  THE  EDITOR:  I was  somewhat  dis- 

tressed to  read  the  recent  commentary 
by  Dr  Peter  Farnsworth'  regarding  the 
state’s  recent  proposal  to  eliminate 
funding  for  library  services.  As  I under- 
stand it,  the  state’s  contention  is  that 
there  is  no  documented  evidence  that  li- 
brary services  have  a beneficial  effect 
on  the  care  of  patients.  I would,  there- 
fore, like  to  provide  some  documenta- 
tion from  my  personal  experience. 

Case  1:  Thrombotic  thrombocytope- 
nic purpura.  While  working  in  a rural 
hospital,  I had  the  opportunity  to  see  a 
patient  who  had  post-transfusion  pur- 
pura. In  reading  about  this  diagnosis 
through  the  assistance  of  the  library,  I 
obtained  articles  on  other  unusual 
causes  of  thrombocytopenia.  Among 
these  were  several  articles  on  thrombot- 
ic thrombocytopenic  purpura.  Four 
years  later,  while  at  a major  university 
hospital  in  another  state,  I saw  a patient 
on  hematology  rounds  with  the  classic 
symptoms  of  thrombocytopenic  purpu- 
ra. At  that  point,  knowing  that  this  was 
a fatal  disease,  I checked  my  diagnosis 
and  asked  the  librarian  to  do  an  emer- 
gency literature  search  for  me.  Articles 
and  abstracts  were  obtained  showing 
that  within  the  last  year  the  life  saving 
treatment  of  plasmapheresis  or  plasma 
infusion  had  been  described.  The  pa- 
tient was  given  plasma  infusions  and  six 
months  later  was  still  alive.  Subse- 
quently, several  other  patients  with  that 
syndrome  were  seen  at  that  same  insti- 
tution. 

Case  2:  Diagnosis  of  hemochroma- 
tosis. While  at  a major  university  medi- 
cal center,  I had  the  opportunity  to  see 
and  read  about  several  patients  with  he- 
machromatosis.  Five  years  later,  in  pri- 
vate practice  in  upstate  New  York,  I 
saw  a patient  with  continued  elevations 
of  liver  function  studies  without  any 
other  obvious  abnormality.  His  family 
history  was  significant  for  heart  failure 
and  diabetes.  Therefore,  serum  ferritin 
was  ordered  and  the  diagnosis  of  he- 
machromatosis  was  made.  Subsequent- 
ly, several  other  patients  in  our  town 


were  diagnosed  with  hemachromatosis, 
and  are  presently  receiving  appropriate 
therapy.  This  includes  routine  thera- 
peutic phlebotomies  which  should  de- 
crease their  risk  of  hepatoma,  heart 
failure,  and  diabetes. 

Case  3:  Diagnosis  of  pheochromocy- 
toma.  While  in  a university  hospital,  I 
had  the  opportunity  to  see  a patient 
with  pheochromocytoma.  After  read- 
ing several  articles  about  this,  I deter- 
mined that  patients  with  hypertension 
and  significant  postural  drops  were 
probably  at  increased  risk  for  pheo- 
chromocytoma. Approximately  three 
years  later,  I saw  a patient  in  my  private 
practice  who  had  hypertension  and  a 
significant  postural  drop,  as  well  as  a 
20-lb  weight  loss.  She  had  no  other 
symptoms;  no  night  sweats  or  tachycar- 
dia. However,  urine  catecholamines 
were  ordered.  A diagnosis  of  pheochro- 
mocytoma was  made  and  the  patient 
was  appropriately  treated  with  opera- 
tive intervention. 

Case  4:  Diagnosis  of  traumatic  inju- 
ry. Due  to  my  interest  in  automotive 
safety,  in  1985  I did  extensive  reading 
through  the  services  of  Auburn  Hospi- 
tal on  the  subject  of  seat  belts.  Follow- 
ing this,  I saw  a young  woman  in  my 
office  who  told  me  that  she  did  not  be- 
lieve in  seat  belts.  Using  the  evidence  I 
had  accrued  from  library  sources,  I 
convinced  this  young  woman  that  she 
should  wear  her  seat  belt.  One  week  lat- 
er, she  was  in  a car  accident  which  by 
verbal  report  exactly  duplicated  a car 
accident  which  had  occurred  to  another 
woman  one  week  prior  to  that  time.  In 
the  earlier  accident,  the  young  woman 
was  ejected  and  died.  My  patient  had 
decided  to  wear  her  seat  belt  and  suf- 
fered a broken  arm  but  was  otherwise 
unharmed. 

Case  5:  A problem  of  differential  di- 
agnosis. This  year,  while  taking  care  of 
a patient  with  a very  complicated,  undi- 
agnosed neurodegenerative  disorder, 
we  found  ourselves  having  great  diffi- 
culty controlling  her  seizures  due  to 
multiple  drug  side  effects  or  poor  effi- 
cacy of  several  other  agents,  including 
phenobarbital,  valproic  acid,  and  car- 
bamazepine.  The  patient’s  seizures 


were  finally  controlled  with  phenytoin 
(Dilantin).  However,  liver  function 
tests  were  abnormal,  and  there  was  a 
question  as  to  whether  or  not  the  pheny- 
toin had  caused  the  patient’s  hepatotox- 
icity.  A literature  search  was  per- 
formed, and  after  review  of  the 
appropriate  papers,  I concluded  that 
phenytoin  hepatotoxicity  was  unlikely. 
Therefore,  due  to  the  great  risk  which 
recurrent  grand  mal  seizures  caused  to 
this  patient,  she  was  placed  back  on 
phenytoin.  Liver  biopsy  has  been  de- 
layed due  to  coagulopathy,  but  an  ap- 
propriate workup  is  now  in  progress, 
and  the  patient  is  neurologically  stable. 

Case  6:  Diagnosis  of  phenylketon- 
uria (PKU)  in  pregnancy.  While  I was 
in  my  upstate  practice,  a patient  came 
in  as  one  of  the  first  patients  diagnosed 
with  PKU.  She  had  made  the  decision, 
based  on  her  diagnosis,  that  she  could 
not  have  children.  Through  a literature 
search,  we  were  able  to  determine  that 
with  proper  diet  she  would  be  able  to 
have  a child  safely  and  this  information 
was  relayed  to  her.  In  addition,  she  was 
referred  to  appropriate  agencies  for  fol- 
low-up. 

Other  literature  searches  which  have 
been  important  in  my  practice  and 
which  have  significantly  affected  pa- 
tient care  included  the  effects  of  high 
dose  vitamin  D,  the  side  effects  of  lithi- 
um, the  proper  treatment  of  panic  dis- 
order, the  diagnosis  and  treatment  of 
hypotension  secondary  to  right  ventric- 
ular myocardial  infarction,  the  use  of 
fats  during  hyperalimentation  in  a pa- 
tient with  acute  pancreatitis,  the  proper 
use  of  electrocardiograms  (EKGs)  pri- 
or to  surgery,  and  proper  treatment  of 
decubiti  ulcers. 

In  addition,  I find  that  physicians 
frequently  share  their  conclusions  from 
the  results  of  their  literature  searches 
with  one  another  and  with  other  health 
professionals.  I have  also  obtained 
copies  of  articles  from  other  health  pro- 
fessionals which  have  assisted  me  in  my 
practice.  For  instance,  recently  a respi- 
ratory therapist  gave  me  a copy  of  an 
article  describing  the  use  of  positive 
pressure  support  in  weaning  a patient 
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from  chronic  use  of  a ventilator. 

Other  services  which  the  library  has 
provided  include  access  to  books, 
through  inter-library  loan  as  well  as  our 
own  collections.  I have  used  these  books 
to  prepare  educational  EKG  confer- 
ences, to  review  issues  related  to  mal- 
practice, and  to  review  the  proper  eval- 
uation and  treatment  of  reno-vascular 
hypertension,  and  I am  presently  read- 
ing books  on  multiple  personality  disor- 
der. 

Several  conclusions  may  be  drawn. 
The  availability  of  library  services  has 
been  important  in  one  physician’s  care 
of  patients.  It  is  unlikely  that  my  expe- 
rience is  significantly  different  from 
that  of  other  physicians  and  health  per- 
sonnel who  make  use  of  library  facili- 
ties. If  a study  is  to  be  done  document- 
ing the  effect  of  library  services  on 
improvements  in  patient  care,  the  study 
would  have  to  evaluate  long  term  ef- 
fects. This  should  include  the  effects  of 
information  obtained  in  one  literature 
search  and  subsequently  used  to  make  a 
significant  diagnosis  in  another  patient, 
possibly  several  years  later. 

There  is  no  funding  mechanism  pres- 
ently available  for  providing  these  ser- 
vices. I do  not  charge  my  patients  for 
any  of  these  services,  including  use  of 
my  own  computer  time  in  some  in- 
stances, or  use  of  my  time  (which  may 
be  several  hours)  to  review  the  appro- 
priate literature.  The  total  cost  of  these 
services  for  each  patient  saved  from  a 
life  threatening  illness  seems  intuitively 
likely  to  be  within  range  of  other  medi- 
cal interventions  such  as  vaccines,  al- 
though this  hypothesis  could  be  tested. 

Given  the  very  obvious  improvement 
of  my  care  to  patients  and  the  decrease 
in  morbidity  due  to  the  availability  of 
library  services,  it  seems  likely  that  the 
services  could  be  documented  to  be  of 
importance  to  other  patients.  It  may  be 
worthwhile  for  individual  physicians  to 
report  their  experiences  to  provide  pre- 
liminary documentation  prior  to  the 
time  that  an  adequately  designed  and 
controlled  study  can  be  undertaken. 

LILLIAN  BURKE,  MD 
5 Hamilton  Ave 
Auburn,  NY  13021 
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Impotence:  A single  symptom 
with  different  causes 

TO  THE  EDITOR:  Although  Dr  Zorg- 

niotti’s  article,  “Vascular  insufficiency: 


A significant  factor  in  impotence,”' 
was  a clear  presentation  of  his  concep- 
tualization and  treatment  of  impotence, 
there  are  a few  points  that  need  to  be 
clarified  in  an  overall  approach  to  diag- 
nosis and  treatment. 

The  patient  population  described  in 
the  Zorgniotti  article  is  similar  to  the 
patient  population  45  years  of  age  and 
older  seen  at  the  Columbia  Presbyteri- 
an Medical  Center,  some  of  whom  were 
beginning  to  show  the  effects  of  the  ag- 
ing process,  ie,  vascular  complications, 
diabetes,  neuropathy,  etc.  However, 
more  than  60%  of  our  patients  were 
younger  and  after  a complete  medical 
workup  showed  no  evidence  of  physical 
impairment.^  Some  of  this  group  suf- 
fered from  stress-related  impotence  due 
to  divorce,  death,  financial  loss,  etc. 
These  patients  generally  recovered  with 
time  as  the  stressful  situation  resolved 
itself.  Another  separate  group  included 
males  who  had  a history  of  transitory 
impotence  or  premature  ejaculation. 
They  were  generally  referred  for  psy- 
chological treatment.^ 

It  is  doubtful  that  any  understanding 
of  psychogenic  impotence  was  ever  en- 
tirely based  on  the  “Oedipal  complex.” 
There  is  little  question  that  impotence 
and  anxiety  and  or  depression  occur  to- 
gether with  a great  degree  of  frequency 
in  all  age  groups.  The  concept  of  psy- 
chogenic symptoms  today  has  to  in- 
clude not  only  a previous  experience, 
which  can  be  symbolic,  but  also  the 
knowledge  of  central  and  peripheral 
neural  mechanisms  which  are  chemi- 
cally mediated.  The  role  of  an  intact  en- 
docrine system  in  both  sexual  develop- 
ment and  expression  is  universally 
accepted,  but  it  is  only  recently,  with  in- 
creased knowledge  and  more  precise 
measurements,  that  we  are  beginning  to 
understand  the  underlying  reactions. 
The  more  we  learn  about  these  factors, 
the  less  of  a need  to  speculate  on  causa- 
tion. 

In  1972  we  reported  on  the  effects  of 
psychotherapy  and  psychoanalysis  in 
the  treatment  of  sexual  disorders. The 
overall  improvement  rate  was  66%  and, 
in  impotency,  an  improvement  rate  of 
57%  was  seen.  The  short  term  behavior- 
al treatment  of  Masters  and  Johnson^ 
in  St  Louis  resulted  in  an  initial  failure 
rate  of  29%  and  40%  failure  rate  in  im- 
potency. Masters  and  Johnson  chose  to 
report  the  results  of  treatment  in  terms 
of  a failure  rate  rather  than  improve- 
ment or  success  rate  for  reasons  still  un- 
known. Other  investigators  in  the  field 
reported  the  results  of  treatment  as  ei- 
ther success  or  failure.  Columbia  Pres- 


byterian Medical  Center^  and  Johns 
Hopkins  University’  reported  improve- 
ment rates  between  60%  and  80%  in 
their  short  term  therapy  programs. 

In  the  male  population,  there  is  a 
gradual  increase  in  the  occurrence  of 
impotence  as  age  increases.  At  30  years 
there  is  a 0.8%  expectancy  of  impotence 
while  at  60  years  the  expectancy  rate 
rises  to  18.4%  of  the  population.*  Since 
the  study  was  demographic,  the  authors 
did  not  attempt  to  ascertain  etiologic 
factors. 

Most  of  the  articles  in  the  medical  lit- 
erature on  male  impotence  come  from 
clinical  specialty  settings  or  private 
practices  where  patients  previously 
cleared  by  generalists  or  internists  are 
referred  to  endocrinologists,  psychia- 
trists, or  urologists.  This  presents  us 
with  a screened  and  preselected  group. 
While  the  articles  are  important,  too  of- 
ten they  reflect  the  disciplines  of  the  au- 
thors, be  they  endocrinologists,  psychi- 
atrists, or  urologists.  With  this  in  mind. 
Dr  Zorgniotti’s  statement  that  “The 
etiology  of  impotence  long  thought  to 
be  psychogenic  is  now  believed  to  be 
mainly  vascular”'  is  no  more  valid  than 
to  say  it  is  “mainly  psychogenic.”  Suf- 
fice it  to  say  the  integrity  of  the  central 
and  peripheral  nervous  systems,  the  en- 
docrine and  vascular  systems  dictates 
function,  and  a failure  in  one  or  more  of 
these  systems  can  result  in  impotence. 

JOHN  F.  O'CONNOR.  MD 
Columbia  Presbyterian  Medical  Center 
622  West  168th  St,  Box  191 
New  York,  NY  10032 
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Great  Britain 
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In  reply.  Dr  O’Connor  makes  a point 
when  he  says  that  articles  “often  reflect 
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the  discipline  of  the  author.”  A review 
of  the  psychiatric  literature  in  the  20th 
century  and  conversations  with  psychi- 
atrists over  the  years  clearly  show  that 
the  prevailing  belief  has  been  that  im- 
potence is  mainly  a psychiatric  prob- 
lem. This  belief  persists  in  the  absence 
of  any  strong  evidence  to  the  contrary. 
My  article  was  intended  to  show  that, 
since  the  1970s,  evidence  has  accumu- 
lated, almost  geometrically,  that  impo- 
tence is  a vascular  problem  in  many  in- 
stances. 

The  current  vascular  treatment  for 
impotence  is  intended  to  restore  lost 
ability  for  vaginal  penetration  and  is 
frequently  successful.  As  a practitioner, 
I see  the  failures  of  psychiatric  therapy 
but  not  the  successes.  “Improvement” 
is  not  enough.  I can  only  reiterate  the 
complaint  that  many  of  these  patients 
are  usually  treated  without  physical  or 
laboratory  evaluation. 

The  concept  that  impotence  is  a vas- 
cular problem  has  been  gaining  accep- 
tance. Patients  can  have  both  vasculo- 
genic  and  psychogenic  impotence  and 
patient  treatment  on  a cooperative  ba- 
sis is  already  a reality. 

ADRIAN  W.  ZORGNlOm.  MD 
33  East  74th  St 
New  York,  NY  10021 


Melville’s  “Bartleby  the 
Scrivener” 

TO  THE  EDITOR:  It  is  always  gratify- 

ing when  medicine  can  and  does  make  a 
contribution  to  the  understanding  and 
appreciation  of  a literary  work  of  art.  It 
was  with  pleasure,  therefore,  that  I read 
the  paper  of  Drs  Whitehead,  Liese,  and 
O’Dell  on  Melville’s  Bartleby  the  Scriv- 
ener.' But  I must  take  issue  with  their 
diagnosis  and  interpretation  of  the  syn- 
drome described.  Their  opinion  is  that 
“it  can  be  concluded  that  Bartleby’s 
Axis  I diagnosis  was  major  depression.” 
However,  the  individual  with  major  de- 
pression does  not  retain  the  emotional 
drive  deliberately  and  calmly  to  take  a 
course  of  action  which  can  only  infuri- 
ate his  employer,  the  figure  of  author- 
ity. The  depressed  person  who  can  no 
longer  function  will  leave  his  work,  not 
remaining  in  a situation  which  he  is  still 
competent  to  know  will  lead  to  conflict. 
He  will  not  “prefer  not” — but  will  ei- 
ther admit  he  cannot  function  or  will 
leave  the  scene  of  his  failure,  not  having 
the  energy  openly  to  resist.  Bartleby’s 
behavior  can  only  be  interpreted  as  hos- 
tility. With  this  in  mind,  it  is  apparent 
how  successful  is  his  campaign.  He  is 


taking  vengeance  on  his  employer  as  a 
representation  of  society.  Subsequent- 
ly, when  he  is  in  prison,  he  starves  him- 
self, implying  that  society  is  now  perse- 
cuting him  to  the  point  of  death,  similar 
to  the  hunger  strikes  indulged  in  by 
some  political  prisoners,  not  because  of 
depression  but  to  publicize  the  world’s 
cruelty.  Ultimately  he  does  starve  to 
death,  but  at  the  end  he  has  assumed  a 
fetal  position,  a subconscious  last  pro- 
test against  having  been  forced  into  life, 
which  he  hates. 

The  description  of  Bartleby’s  illness 
is  a pure  culture  of  a passive-aggressive 
personality  disorder.  The  diagnostic 
manual  quoted  by  the  authors  of  the  pa- 
per describes  this  personality  disorder 
as  a “pervasive  pattern  of  passive  resis- 
tance to  demands  for  adequate  social 
and  occupational  performance.”^  What 
better  summary  is  there  to  describe 
Bartleby’s  character  and  behavior? 
That  depression  may  accompany  this 
disorder  does  not  negate  the  diagnosis, 
but  I doubt  Bartleby’s  major  emotional 
tone  was  depressive;  rather  it  was  hos- 
tility so  intense  that  it  dictated  death 
rather  than  to  permit  society  to  succeed 
in  integrating  him  into  the  accepted 
pattern  of  behavior  in  the  current  cul- 
ture. 

MILTON  TARLAU.  MD 
Department  of  Neurology 
New  York  University  Medical  Center 
560  First  Ave 
New  York,  NY  10016 

1.  Whitehead  FA,  Liese  BS,  O’Dell  ML:  Melville’s 
“Bartleby  the  Scrivener”:  A case  study.  NY  State  J 
Med  1990;  90:17-22. 

2.  Diagnostic  and  Statistical  Manual  of  Mental 
Disorders,  ed  3.  Washington,  DC,  American  Psychi- 
atric Association,  1987. 

TO  THE  EDITOR:  I read  with  interest 

“Melville’s  ‘Bartleby  the  Scrivener’;  A 
case  study”  by  Whitehead,  Liese,  and 
O’Dell  in  the  January  issue  of  the  Jour- 
nal} I was  especially  concerned  with 
the  section  pertaining  to  past  psycho- 
logical perspectives  on  the  story. 

Karl  Kahlbaum  (1828-1899)  de- 
scribed catatonia  in  his  monograph.  Die 
Katatonie  odor  das  Spannungsirresein, 
published  in  1 874.^-^  The  authors  of  the 
article  on  Melville  believe  the  diagnosis 
of  catatonia  would  not  be  tenable  in  the 
case  of  Bartleby.  They  say  that  while 
Bartleby  had  a number  of  symptoms  of 
catatonia  in  common  with  Kahlbaum’s 
original  description,  “he  shows  no  evi- 
dence of  delusions,  hallucinations,  or 
other  severe  thought  impairments 
which  are  practically  a sine  qua  non  of 
schizophrenia  today.”'  Apparently 


they  lump  together  all  the  subtypes  of 
schizophrenia  when  making  this  claim. 
Their  assertion  that  there  is  an  absence 
of  thought  impairment  is  open  to  ques- 
tion, and  is  not  discounted  by  their  brief 
reference  to  Bartleby’s  statements:  “I 
know  where  I am”  and  “I  know  who 
you  are.”  Furthermore,  delusions  and 
hallucinations  are  not  necessary  com- 
ponents of  catatonia,  especially  the 
state  of  catatonic  stupor. 

A description  and  diagnosis  of  cata- 
tonia, although  published  by  Kahlbaum 
more  than  a century  ago,  is  still  relevant 
today.  It  is  important  to  note  that  in 
their  discussion,  the  authors  stress 
DSM  III-R  criteria.''’^  Bartleby’s  ill- 
ness fits  the  diagnostic  description  of 
catatonia  in  the  earlier  DSM-III.  In 
view  of  ever  changing  classifications, 
who  can  predict  what  will  be  seen  in  the 
DSM  VIII  or  IX,  should  they  ever  be 
published?  Diagnoses  in  the  future  may 
revivify  diagnoses  of  the  past. 

Bartleby’s  illness,  as  described  by 
Melville,  is  an  excellent  representation 
of  catatonic  behavior  leading  to  stupor 
and,  in  this  case,  to  eventual  death.  This 
can  and  does  happen.  The  diagnosis  and 
occurrence  of  catatonia  are  apparently 
rare  now  in  Europe  and  North  America 
(DSM-III).^  The  authors  of  the  Bart- 
leby article  mention  a decrease  in  the 
frequency  with  which  schizophrenia  is 
diagnosed.  Changes  in  the  frequency 
of  occurrence  of  some  illnesses  and 
symptoms  are  not  unusual.  There  are 
also  decreasing  evidences  of  “La  belle 
indifference”  today,  as  compared 
with  the  era  of  Charcot.  At  the  time 
the  story  was  written,  catatonia  was 
common. 

Two  of  the  authors  of  the  Bartleby 
article  hold  PhD  degrees  and  one  is  a 
physician,  affiliated  not  with  a depart- 
ment of  psychiatry,  but  with  the  De- 
partment of  Family  Practice  at  the  Uni- 
versity of  Kansas  Medical  Center.  I 
mention  this  because  I have  the  impres- 
sion that  their  observations  are  not 
based  on  their  own  clinical  experience 
with  psychiatric  patients.  I am  remind- 
ed, consequently,  of  an  observation 
made  by  William  Osier  in  1901.  “To 
study  the  phenomena  of  disease  without 
books  is  to  sail  an  uncharted  sea,  while 
to  study  books  without  patients  is  not  to 
go  to  sea  at  all.”^ 

Whitehead,  Liese,  and  O’Dell 
present  Melville  and  his  literary  work 
well.  I believe  it  is  unfortunate  and  re- 
grettable that  their  opinions  and  con- 
jectures about  the  psychiatric  theme  in 
“Bartleby”  mar  their  otherwise  merito- 
rious contribution. 
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TO  THE  EDITOR:  The  fact  that  Melvil- 

le’s enigmatic  character  is  plainly 
pathological  has  always  driven  readers 
to  hunt  for  some  scientific  or  at  least 
logical  key  to  his  behavior.'  What  may 
be  forgotten  in  that  intriguing  exercise 
is  that  Bartleby  is  a purely  literary  cre- 
ation, not  intended  to  be  a case  study  or 
even  an  amateur  psychiatric  puzzle.  It 
was  in  the  nature  of  Melville’s  art,  like 
that  of  his  contemporary  and  friend 
Nathaniel  Hawthorne,  to  point  his 
reader  past  the  descriptive  markers  in 
his  story  to  some  ulterior  pattern  of  fig- 
urative meaning.  If  Bartleby  is  psychot- 
ic, it  is  a metaphoric  psychosis  intended 
to  speak,  not  of  mental  illness,  but  of 
the  spiritual  tragedy  of  alienation  and 
the  eternal  mystery  of  anomie.  Seen  in 
that  light,  the  author’s  point  is  precisely 
not  to  be  understood  in  any  analytical 
sense;  it  is  to  confront  the  reader  with 
unease  rather  than  disease. 

EDW  ARD  H.  ROSENBERRY.  PhD 
Emeritus  Professor  of  English 
University  of  Delaware 
94  Cokesbury  Village 
Hockessin,  DE  19707 

1 . Whitehead  FA.  Liese  BS.  O'Dell  ML:  Melville’s 
“Bartleby  the  Scrivener":  A case  study.  NY  State  J 
Med  1990;  90:17-22. 

In  reply.  We  are  delighted  to  respond 
to  the  letters  concerning  our  paper.' 

Dr  Tarlau  suggests  that  Bartleby  has 
a passive-aggressive  personality  disor- 
der. This  idea  is  paralleled  by  literary 
critics  who  have  suggested  that  he  is 
variously:  a pacifist^;  a Buddhist  con- 
templative^; a Christian  martyr'*;  based 
on  Henry  David  Thoreau,  the  well- 
known  advocate  of  passive  resistance  in 
Melville’s  own  era^;  or  even  a Taoist 
holy  man.^  These  critics  have  pointed 


out  that  several  of  Melville’s  other  fic- 
tional characters  such  as  Benito  Cereno 
and  Billy  Budd  similarly  exhibit  passive 
resistance  traits,  and  that  through  them 
Melville  may  have  favored  some  form 
of  passive  resistance  to  the  injustices  of 
established  society. 

Interestingly  enough,  it  is  Bartleby’s 
fellow  scriveners  who  at  once  become 
most  incensed  against  him  for  what 
they  consider  slacking,  which  is  indeed 
characteristic  of  passive-aggressive 
personalities.  In  the  early  part  of  the 
story,  the  attorney  is  equally  indignant, 
referring  to  his  “mulish  vagary. ’’’  Yet 
as  the  story  unfolds,  the  attorney  is 
forced  through  Bartleby’s  patient,  quiet 
refusals  to  confront  and  question  all  his 
own  fundamental  values,  and  thereby 
to  become  a more  compassionate  man. 

Bartleby  does  not  really  display  the 
aggressive  side  one  might  expect  if  he 
were  passive-aggressive.  He  does  not 
complain,  “forget”  where  he  put  as- 
signed work,  or  even  resort  to  a sardonic 
smile.  His  overall  emotional  tone  is  of 
pervasive  sadness,  or  as  the  narrator  de- 
scribes it,  “melancholy.” 

Rather  surprisingly,  the  passive-ag- 
gressive personality  disorder  has  at- 
tracted little  attention  in  the  recent 
medical  literature.  Small  et  al*  even 
subtitled  their  important  paper  “A 
Search  for  a Syndrome.”  Within  the 
last  few  years,  Perry^  has  tried  to  estab- 
lish a clinical  typology,  and  in  a current 
review,  Goulet'"  has  urged  a systematic 
study  of  the  disorder  and  its  diagnosis 
and  treatment. 

In  our  experience,  patients  with  this 
disorder  usually  have  a contentious  side 
to  their  personalities,  eventually  mani- 
festing itself  underneath  or  alongside 
the  passive  traits.  Furthermore,  while  it 
is  not  unknown  for  these  patients  to 
commit  suicide,  cachexia,  as  in  Bartle- 
by’s case,  is  quite  rare,  and  much  more 
common  in  depression. 

As  we  pointed  out  in  our  paper,  the 
story  well  demonstrates  the  intricate 
and  complex  interaction  between  envi- 
ronment and  character.  From  a medical 
standpoint,  we  are  faced  with  a similar 
choice:  Is  Bartleby’s  illness  exogenous 
or  endogenous?  Since  Leo  Marx,"  the 
literary  understanding  of  the  story  has 
tended  to  concentrate  on  the  environ- 
ment: the  dark  and  bleak  cistern-like 
office,  the  grim  walls  of  Wall  Street, 
etc.  The  other  two  scriveners  have  seri- 
ous health  problems.  Turkey  is  an  alco- 
holic, and  Nippers  has  chronic  indiges- 
tion. They  are  so  impaired  that  each  is 
functional  for  only  half  of  any  given 
working  day.  Would  we  say  it  just  so 


happens  that  each  of  the  three  brings 
his  sickness  to  the  office,  or  that  the  of- 
fice, with  its  unending,  dull,  and  te- 
dious copying,  has  caused  their  prob- 
lems? In  this  regard  the  story  remains 
problematic  and  challenging,  but  we 
think  that  those  who  incline  to  a purely 
endogenous  view  of  Bartleby  miss  the 
many  clues  that  Melville  has  given  us, 
that  the  environment  is  of  vital  impor- 
tance. 

In  response  to  our  paper.  Dr  Schneck 
basically  restates  the  argument  of  his 
1972  article,  that  Bartleby  suffers  from 
catatonic  schizophrenia.'^  On  the  sur- 
face, this  is  plausible,  and  has  long  been 
accepted  by  literary  scholars.  It  is  not 
utterly  impossible  that  Bartleby  is  a 
schizophrenic  as  we  pointed  out  in  our 
paper,  but  we  feel  it  is  unlikely. 
Schneck  cites  Kahlbaum’s  classic  study 
of  catatonia,'^  but  fails  to  note  that 
most  of  Kahlbaum’s  cases  evidenced 
hallucinations  and  delusions,  such  as 
that  the  Devil  was  attacking  them,  that 
their  bodies  were  machines,  and  the 
like.  We  find  evidence  of  these  gross 
cognitive  disorders  absent  in  the  de- 
scription of  Bartleby. 

We  have  reviewed  the  details  of 
Kahlbaum’s  25  case  histories,  and  find 
that  15  had  hallucinations  and  similar 
severe  thought  disorders.  Another 
group  were  victims  of  syphilis,  epilepsy, 
likely  meningitis,  and  an  episode  of  at- 
tempted suicide  by  hanging  which  re- 
sulted in  temporary  paralysis.  This  di- 
verse group,  which  included  patients 
suffering  from  organic  disease,  were 
obviously  neither  schizophrenic  nor  af- 
fective. Two  cases  were  megalomanics, 
and  for  one  Kahlbaum  gives  only  a brief 
autopsy  report  with  no  previous  clinical 
information.  The  three  remaining  cases 
(Kahlbaum’s  case  nos.  1,  18,  and  19) 
were  apathetic  and  melancholy  patients 
quite  like  Bartleby.  Using  current  diag- 
nostic criteria,  the  five  patients  with 
hallucinations  were  likely  or  at  least 
possible  schizophrenics,  while  the  three 
melancholics  were  probably  victims  of 
depression. 

As  early  as  1913,  Kirby''*  suggested 
that  some  psychotic  and  seriously  ill  pa- 
tients were  manic-depressive  rather 
than  schizophrenic.  A number  of  recent 
studies,  most  published  since  Schneck’s 
original  article  in  1972,  have  raised 
doubts  about  the  diagnostic  validity  of 
catatonia,  and  have  called  for  more  de- 
tailed clinical  analysis  and  evaluation 
of  the  term.'^'-"  Some  articles  have 
concentrated  on  organic  disease  mani- 
festing itself  as  catatonia  (a  possibility- 
acknowledged  by  Kahlbaum  himself,  as 


AUGUST  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  423 


we  have  seen).^'  '"*  Some  articles  par- 
ticularly suggested  that  many  patients 
diagnosed  as  schizophrenic  were  in  fact 
suffering  from  affective  illness, 
which  is  exactly  the  point  we  are  mak- 
ing. 

Of  course,  it  is  possible  that  Bartleby 
had  some  form  of  organic  disease,  but  if 
this  is  so,  definitive  evidence  is  lacking. 
The  attorney  who  narrates  the  story 
comes  to  believe  strongly  that  Bartle- 
by’s  malaise  is  spiritual,  and  even  philo- 
sophical or  metaphysical  in  nature. 

It  is  striking  that  Dr  Schneck  does 
not  evaluate  Bartleby’s  repetition  of  the 
phrase  “I  prefer  not  to.”  Kahlbaum  fre- 
quently met  with  the  phenomenon  of 
his  patients  repeating  meaningless 
words  or  phrases,  which  he  defined  as 
verbigeration,  a term  which  has  contin- 
ued in  clinical  use.^’  We  could  view 
Bartleby’s  phrase  as  verbigeration,  but 
to  thus  reduce  it  to  something  irrational 
and  incoherent  is  surely  to  miss  the 
point  that  Bartleby  just  does  not  want 
to  do  the  kind  of  work  which  everyone 
else  in  the  office  does.  And  it  is  this 
work  which  interferes  with  the  morale 
and  health  of  his  fellow  scriveners  as 
well. 

As  a final  note,  we  were  surprised 
that  an  eminent  historian  of  medicine 
like  Dr  Schneck  would  resort  to  deroga- 
tory comments  about  the  specialty  of 
family  practice.  Here,  as  elsewhere,  the 
use  of  an  ad  hominem  fallacy  may  serve 
to  conceal  an  insufficient  evaluation  of 
clinical  evidence. 

Dr  Rosenberry  argues  that  the  story 
must  remain,  in  the  end,  elusive  and 
mysterious,  and  he  takes  a largely  exis- 
tential view.  We  agree  with  him  to  a 
certain  extent,  insofar  as  we  acknowl- 
edge in  our  article  that  it  is  well  for  all 
of  us  to  remember  that  Bartleby  is  a fic- 
tional character  rather  than  a living  pa- 
tient. That  said,  we  believe  that  it  is  pre- 
cisely because  the  story  of  Bartleby  is 
told  with  such  a remarkable  wealth  of 
careful  detail  that  readers  have  natural- 
ly felt  challenged  to  explain  the  source 
and  nature  of  his  illness  or  malaise.  We 
do  not  agree  with  Rosenberry  that  try- 
ing to  understand  this  complex  and  fas- 
cinating story  with  the  tools  of  modern 
clinical  diagnosis  is  “murdering  to  dis- 
sect.” Instead,  we  hold  that  under- 
standing can  deepen  and  enrich  our  re- 
sponse to  literature.  Thus,  while  we 
reaffirm  our  diagnosis  that  Bartleby  is 
suffering  from  a major  depression,  the 
final  word  on  this  matter  can  never  be 
spoken.  Scholarly  and  scientific  readers 
will  no  doubt  produce  new  interpreta- 
tions for  a long  time  to  come. 


FRED  A.  WHITEHEAD,  PhD 
BRUCES.  LIESE,  PhD 
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The  physician  as  lobbyist 

TO  THE  EDITOR:  The  current  regula- 

tory and  reimbursement  climate  is  hav- 
ing an  unprecedented  effect  on  the 


practice  of  medicine  in  New  York 
State.  An  ever-increasing  volume  of 
federal  and  state  mandates  now  affects 
virtually  all  aspects  of  health  care.  Such 
restraints  discourage  promising  young 
minds  from  entering  the  medical  field, 
and  make  the  options  of  early  retire- 
ment or  career  changes  more  attractive 
to  established  practitioners.  Many  feel 
“that  is  just  the  way  it  is.  There  is  noth- 
ing I can  do.”  This  is  not  true.  Physi- 
cians can  have  a say  in  the  changes 
which  lie  in  the  future.  But  to  do  so, 
they  must  learn  how  to  become  effec- 
tive lobbyists.  Only  through  advocacy, 
centralized  lobbying  efforts,  involve- 
ment through  their  Political  Action 
Committee,  and  grassroots  lobbying 
will  physicians  succeed  in  affecting 
public  policy  and  shaping  the  future 
health  care  system. 

But  what  is  lobbying?  It  is  not  a sub- 
ject included  in  standard  medical 
school  curricula,  nor  is  it  a natural  apti- 
tude. Rather,  it  is  a process  one  learns: 
first,  by  understanding  the  basics  of  the 
legislative  system  and  second,  by  apply- 
ing proven  methods  to  influence  the  in- 
put and  end  products  of  that  system. 

Lobbying  entails  bringing  to  the  at- 
tention of  an  elected  official  items  of 
concern  which  currently  or  potentially 
impact  on  the  lobbyist’s  clients.  It  is  an 
educational  process.  The  lobbyist  pro- 
vides information  on  issues  to  lawmak- 
ers that  may  not  otherwise  be  available 
to  them  and,  through  logical  argument, 
attempts  to  persuade  the  official  to  sup- 
port a particular  stand.  Lobbyists  are 
integral  to  the  decision  making  process 
and  oftentimes  provide  expertise.  Law- 
makers often  rely  on  lobbyists  for  spe- 
cific insights  as  they  grapple  with  deci- 
phering thousands  of  bills  each  year. 

Recognizing  the  powerful  role  the 
New  York  State  Legislature  plays  in 
governing  the  delivery  of  health  ser- 
vices, the  Medical  Society  of  the  State 
of  New  York  (MSSNY)  has  placed  a 
high  priority  on  its  lobbying  function. 
The  Governmental  Affairs  Division, 
housed  a few  yards  from  the  State  Cap- 
itol building,  projects  a strong  voice  and 
presence  for  organized  medicine. 

Though  staff  devotes  the  vast  major- 
ity of  its  time  to  lobbying  efforts,  an  es- 
sential element  of  lobbying  and  the  key 
to  ultimate  success  lies  in  broad  physi- 
cian member  involvement.  Today’s 
health  care  delivery  environment  de- 
mands that  physicians  become  inti- 
mately involved  in  lobbying  activities, 
both  in  the  home  district  and  in  the 
state  capital.  To  integrate  physicians 
into  MSSNY’s  lobbying  function,  the 
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Division  of  Governmental  Affairs  orga- 
nizes an  annual  legislative  visitation 
program.  Each  week  throughout  the 
legislative  session,  a different  county 
medical  and  specialty  society  is  as- 
signed a day  for  staff  to  travel  to  Alba- 
ny with  a contingent  of  their  physician 
membership.  Staff  and  physician  mem- 
bers are  briefed  on  the  society’s  posi- 
tions on  key  bills.  They  are  escorted  on 
visits  with  their  local  legislators.  If  the 
schedule  permits,  physicians  and  staff 
are  encouraged  to  observe  legislative 
committee  meetings  and/or  session  de- 
bates in  order  better  to  understand  the 
state  lawmaking  process  and  to  see 
their  legislators  in  action. 

The  MSSNY  has  also  organized  a 
Key  Contact  Program  in  which  physi- 
cians are  called  upon  to  contact  person- 
ally their  elected  representatives  on  a 
specific  item.  This  program  provides 
physicians  with  an  ideal  opportunity  for 
one-on-one  lobbying.  The  Key  Contact 
Program  develops  and  enhances  per- 
sonal relationships  between  physicians 
and  state  policymakers. 

The  third  large  scale  lobbying  initia- 
tive of  the  Division  of  Governmental 
Affairs  is  the  organization  of  two  state- 
wide legislative  days,  scheduled  at  the 
start  of  the  legislative  session  in  early 
spring  and  at  the  session’s  crucial  cli- 
max in  the  summer.  Representatives 
from  all  county  medical  and  specialty 
societies  congregate  in  the  state  capital 
for  the  purpose  of  launching  a major 
educational  campaign  for  the  legisla- 
ture. Through  this  intensive  lobbying 
effort,  the  physician/lobbyist  attempts 
to  ensure  that  health  care  issues  in  the 
legislative  arena  get  full  and  fair  focus 
from  informed  legislators. 

All  three  programs  have  been  suc- 
cessful in  facilitating  physician/legisla- 
tor exchanges  and  leading  to  a clearer 
understanding  of  each  others’  positions. 

Regardless  of  which  avenue  physicians 
choose,  the  fundamental  value  and  suc- 
cess of  the  encounter(s)  is  in  the  interface 
and  dialogue.  With  this  point  in  mind. 


the  Division  of  Governmental  Affairs  of- 
fers some  specific  procedures  that  have  a 
proven  track  record  of  success. 

An  excellent  approach  for  physicians 
to  take  when  lobbying  is  to  present  their 
arguments  from  the  patient’s  stand- 
point: How  will  this  proposed  bill  or 
regulation  negatively  or  positively  af- 
fect the  patient?  This  is  information 
that  physicians  have  personal  knowl- 
edge of  and  that  legislators  need  to 
know  to  make  good  decisions.  Once  the 
case  has  been  presented  from  the  pa- 
tient’s standpoint,  the  stage  is  then  set 
to  present  the  argument  from  the  view- 
point of  the  physician  and  organized 
medicine. 

When  physicians  have  the  opportuni- 
ty to  meet  with  a legislator  or  staff 
member  they  must  remember  that  in 
the  great  majority  of  cases,  the  senator 
or  assemblyperson  has  been  furnished 
with  background  materials.  Position 
papers  or  memoranda  in  support  or  op- 
position are  developed  by  the  MSSNY 
for  every  major  health  related  bill  to  be 
considered  by  the  legislature,  and  are 
circulated  among  the  members.  Physi- 
cians should  obtain  copies  of  these  ma- 
terials and  familiarize  themselves  with 
the  MSSNY’s  position  and  rationale. 
They  should  also  learn  the  arguments 
of  the  “other  side’’  in  order  to  prepare 
rebuttal.  In  this  way  they  are  in  a posi- 
tion to  answer  questions  or  provide  clar- 
ification. 

Individual  legislators  will  display 
varying  levels  of  understanding  on  the 
same  bill  or  issue.  If  it  becomes  appar- 
ent that  the  legislator  has  reviewed  ma- 
terials sent  to  him  or  her  and  clearly 
demonstrates  a knowledge  of  the  issue, 
the  physician  can  then  summarize  the 
materials  and  reemphasize  key  argu- 
ments. On  the  other  hand,  if  the  legisla- 
tor has  not  developed  a good  under- 
standing of  the  issue,  the  physician/ 
lobbyist  should  use  the  meeting  as  an 
educational  session. 

Thus,  key  points  to  remember  are 
that  physicians  should  explain  the  issue 


in  lay  terms,  and  relate  the  issue  to  the 
office  setting  and  its  effect  on  the  pa- 
tient. One  should  avoid  the  use  of  jar- 
gon or  complex  clinical  language. 
When  a physician  speaks  about  actual 
office  experience,  this  information  is 
readily  absorbed  by  the  legislator  both 
as  a policymaker  and  as  a health  care 
consumer. 

There  is  another  unique  avenue  of 
lobbying  which  physicians  may  utilize. 
That  is  using  the  one-on-one  doctor/pa- 
tient office  visit  to  educate  patients 
about  particular  pieces  of  legislation 
which  affect  them.  This  opportunity 
can  be  used  in  shaping  public  opinion 
and  perhaps  ultimately  to  persuade  pa- 
tients in  turn  to  lobby  their  elected  rep- 
resentatives. 

Each  physician  must  make  a judg- 
ment as  to  the  appropriateness  of  this 
lobbying  vehicle  based  on  his  or  her  re- 
lationship with  patients.  But  those  who 
have  used  their  offices  for  lobbying  pur- 
poses have  usually  come  to  view  their 
patients  as  important  and  powerful  al- 
lies. Many  encouraging  success  stories 
have  been  reported  to  the  Division  of 
Governmental  Affairs. 

The  current  health  care  environment 
demands  that  physicians  become  more 
actively  involved  in  formulating  public 
policy.  The  need  for  physician  input 
and  involvement  will  only  grow.  The 
medical  community  has  great  potential 
influence  to  wield  in  shaping  the  prac- 
tice of  medicine  in  New  York  State. 
But  this  reservoir  of  power  will  remain 
only  theoretical  unless  physicians  un- 
leash it.  It  is  the  goal  of  the  physician/ 
lobbyist  to  work  toward  this  aim. 

GARY  P.  ANDELORA 
Manager,  Legislative  Affairs 
Division  of  Governmental  Affairs 

ROBIN  M.  PELLEGRINO 
Deputy  Director 
Division  of  Communications 
Medical  Society  of  the  State  of  New  York 
One  Commerce  Plaza,  Room  2005 
99  Washington  Ave 
Albany,  NY  122210 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  April  1990  issue  o/ Epidemiology 
Notes  {Vol.  5,  No.  4),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Bicycle  injuries 

Traveling  by  bicycle  is  common  throughout  the  world. 
There  are  an  estimated  85  million  bicycles  in  the  United 
States  today,'  and  the  New  York  State  Department  of 
Economic  Development  reported  that  more  than  750,000 
bicycles  were  sold  in  the  state  during  1989. 

Whether  used  for  transportation  or  recreation,  bicy- 
cling is  a healthy  activity.  However,  if  cyclists  ride  unpro- 
tected and  unaware  of  safety  rules,  they  can  be  seriously 
injured. 

From  1984-1988,  New  York  State  death  certificate 
data  show  approximately  300  people  died  from  injuries 
suffered  in  bike  mishaps,  and  more  than  69%  of  these  peo- 
ple suffered  head  injuries.  Bike  injuries  are  the  leading 
cause  of  head  injuries  in  school-age  children.^ 

As  Figure  1 indicates,  more  than  77%  of  bicycle-related 
deaths  in  New  York  State  involved  collision  with  a motor 
vehicle,  21%  were  nonmotor  vehicle  related  (eg,  collision 
with  a fixed  object  or  fall  from  bike)  and  1.5%  involved 
cyclists  killed  after  hitting  a pedestrian.  One  third  of  the 
cyclists  killed  were  between  ages  5 and  14  and  an  addi- 
tional 30%  were  between  ages  1 5 and  24. 

Nonfatal  bike-related  injury  data  are  limited  to  police 
reports  of  bicycle/motor  vehicle  collisions.  Between  1984 
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FIGURE  1.  Bicyclist  deaths.  New  York  State,  1984-1988. 


Age 

FIGURE  2.  Rate  of  injury  from  bicycle-motor  vehicle  collisions  (includ- 
ing all  fatal  and  nonfatal  injuries).  New  York  State,  1984-1988. 


and  1988,  an  average  of  10,000  individuals  per  year  were 
reported  injured  in  bicycle/motor  vehicle  collisions  in 
New  York  State.  Of  those  injured,  38%  were  between  ages 
15  and  24,  and  33%  were  between  ages  5 and  14. 

Figure  2 shows  the  relative  rates  of  age-specific  injuries 
from  bicycle/motor  vehicle  collisions  during  1984-1988. 
The  overall  rate  was  52.9  injuries  per  100,000  population, 
representing  more  than  50,000  fatal  and  nonfatal  injuries. 
The  highest  rates  were  for  the  ages  5 through  14  (149.9/ 
100,000)  and  for  ages  15  through  24  (134.9/100,000). 

Police  accident  reports  represent  only  a portion  of  non- 
fatal bike-related  injuries.  Only  one-fifth  of  bicycle-relat- 
ed injuries  treated  in  North  Carolina  emergency  rooms 
resulted  from  motor  vehicle  collisions,  and  only  10%  of 
those  injuries  were  reported  to  the  police. ^ Thus,  the  actu- 
al number  of  bicycle-related  injuries  might  be  ten  times 
greater  than  the  numbers  represented  by  available  data. 

Public  Health  Role 

Through  public  health  programs,  bicycle-related  inju- 
ries can  be  prevented  or  reduced  by: 

• educating  bike  riders; 

• providing  a safe  riding  environment; 

• promoting  public  information  campaigns,  bike  ro- 
deos and  school-based  programs. 

Bicyclists  share  the  road  with  motor  vehicles  and  pedes- 
trians, and  must  follow  many  of  the  same  laws  intended  to 
ensure  safe  traffic  flow.  However,  unlike  motorists,  li- 
cense and  formal  training  or  testing  are  not  required  to 
operate  a bicycle  on  public  roadways. 

Few  roadways  provide  separate  or  adequate  space  for 
bicycle  traffic.  Public  health  agencies  can  promote  bicycle 
lanes  in  reconstructed  and  newly  constructed  roadways 
and  bicycle  paths  in  public  parks  and  recreational  areas. 

Bicycle  safety  helmets  prevent  or  reduce  head  injuries. 
A one  year  case-control  study  conducted  at  five  major 
hospitals  in  the  Seattle  area^  concluded  that  wearing  bike 
helmets  reduced  head  injury  risk  by  85%.  During  the  year, 
776  cyclists  were  treated  in  studied  hospitals,  of  which 
42.1%  suffered  brain  injury  (concussion  or  worse);  43.4% 
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suffered  scalp  injury;  47.2%  suffered  forehead  injury; 
8.1%  suffered  ear  injury;  and  1.3%  died.  Approximately 
65%  of  the  brain  injured  were  children. 

To  reduce  bicycle-related  head  injuries  in  children,  the 
New  York  State  Legislature  enacted  a bicycle  helmet  law 
in  1989.  The  law  requires  a bicycle  passenger  under  age 
five  to  wear  a helmet  and  ride  in  a separate  seat  attached 
to  the  bicycle.  In  addition,  a child  under  age  one  is  prohib- 
ited from  being  a passenger. 

Department  of  Health  Program 

The  State  Department  of  Health  Injury  Control  Pro- 
gram directs  a statewide  bicycle  helmet  initiative  to  pre- 
vent disabilities  from  bicycle-related  head  injuries.  The 
bicycle  helmet  project,  centered  around  the  theme,  “Head 
Out  with  a Helmet,”  focuses  on  three  strategies  and  in- 
cludes an  evaluation  component. 

Helmet  Distribution 

The  department  funds  programs  that  distribute  bike 
helmets  to  children  from  low-income  families  in  counties 
with  the  highest  rates  of  bicycle  injuries  from  bicycle/mo- 
tor vehicle  collisions  reported  to  the  New  York  State  De- 
partment of  Motor  Vehicles.  Currently,  the  distribution 
has  begun  in  New  York  City,  and  Niagara,  Monroe,  Erie, 
Onondaga,  Chemung,  Schenectady,  Albany,  Cortland, 
Genesee  and  Warren  counties.  Other  counties  that  have 
received  technical  assistance  in  developing  bicycle  helmet 
education  programs  are  Westchester,  Clinton,  Essex  and 
Saratoga. 

Evaluation  will  focus  on  public  awareness,  including 
the  number  of  educational  sessions  conducted  and  the 
number  of  children  receiving  and  wearing  helmets.  The 
Injury  Control  Program  has  observational  study  protocols 
available  to  measure  project  effectiveness  regarding  in- 
creased helmet  use. 

Professional  Education 

Weiss  reported  that  physicians  have  a unique  opportu- 
nity to  educate  families  and  the  community  about  the  im- 
portance of  helmet  use.'*  The  Injury  Control  Program  sent 
an  information  packet  to  all  New  York  State  family  prac- 
tice physicians  and  pediatricians  affiliated  with  the  New 
York  State  American  Academy  of  Pediatrics  encouraging 
involvement  with  community  bicycle  helmet  initiatives. 
The  packet  contained  additional  information  for  use  in 
their  medical  practices.  Requests  for  materials  are  moni- 
tored to  assess  the  packet’s  success. 

Public  Education  Campaign 

The  Injury  Control  Program  oversees  Safe  Kids  activi- 
ties in  New  York  State  as  part  of  the  National  Coalition  to 
Prevent  Childhood  Injury  (Safe  Kids). 

To  increase  bicycle  helmet  use,  the  Safe  Kids  Cam- 
paign distributed  a public  service  announcement  to  33 
television  stations  statewide  and  additional  materials  dur- 
ing 1989.  Currently,  a statewide  campaign  is  being  devel- 
oped to  regularly  include  the  helmet  as  bicycle  equipment. 


A 1984  Burlington,  Vermont,  study  of  bicyclists  over 
age  10  (nearly  42%  were  ages  10  to  19)  reported  the  most 
common  reasons  for  not  wearing  a bicycle  helmet  were: 
rider  on  a short  trip,  28%;  uncomfortable,  27%  and  negli- 
gence, 13%.^ 

School-based  Survey 

To  determine  the  level  of  helmet  ownership  and  usage 
and  to  identify  target  groups,  a survey  of  schoolchildren 
was  developed.  A questionnaire,  designed  for  easy  use  by  a 
classroom  teacher,  asked  schoolchildren  about  bicycle 
ownership,  frequency  of  bicycle  use,  helmet  ownership, 
availability  and  frequency  of  use,  the  number  of  students 
riding  a bicycle  to  school  that  day  with  and  without  hel- 
mets and  the  number  who  would  wear  a helmet  if  avail- 
able. The  classroom  teacher  read  each  question  to  the 
class  and  recorded  the  number  of  male  and  female  stu- 
dents responding  to  each.  With  cooperation  from  the  New 
York  State  Congress  of  Parents  and  Teachers  (PTA)  and 
local  PTA  presidents,  a random  sample  was  drawn,  strati- 
fied by  geographically  defined  PTA  regions.  Nearly 
28,000  students  in  grades  K-12  were  surveyed. 

Results  showed  that  82.6%  ride  bikes,  only  14.5%  of 
those  own  helmets  and  only  20.3%  of  those  ever  wear  their 
helmets.  Only  3.6%  of  those  students  owning  a helmet  re- 
ported always  using  it.  Males  were  twice  as  likely  as  fe- 
males to  own  a helmet  and  nearly  twice  as  likely  to  always 
or  sometimes  use  a helmet.  More  than  three-quarters  of 
the  kindergarten  students  indicated  they  would  wear  a 
helmet  if  given  one.  This  rate  decreased  by  grade  to  less 
than  5%  for  high  school  students.  These  results  are  consis- 
tent with  other  studies  documenting  low  use  of  bicycle  hel- 
mets.New  York  City  schools  are  currently  being 
surveyed. 

The  survey  form  and  instructions  are  available  for  any 
agency  or  group  interested  in  encouraging  helmet  use  in 
its  community. 

The  New  York  State  Department  of  Health  has  an  edu- 
cational brochure  for  adults,  entitled  Head  Out  With  a 
Helmet,  available  in  limited  quantities,  fact  sheets  and 
physician  promotion  materials. 

For  copies  or  more  information,  contact  the  Injury  Con- 
trol Program,  New  York  State  Department  of  Health, 
Empire  State  Plaza,  Corning  Tower  Room  621,  Albany, 
NY  12237. 

References 

1.  Consumers  Union:  Bike  helmets:  Unused  lifesavers.  Consumer  Reports 
1990:55:348-353, 

2.  Stutts  JC,  Williamson  JE,  Sheldon  FC:  Bicycle  accidents:  An  examination 
of  hospital  emergency  room  reports  and  comparison  with  police  accident  data.  Pa- 
per presented  at  67th  Annual  Meeting  of  the  Transportation  Research  Board,  Na- 
tional Research  Council,  Washington,  DC,  January  11-14,  1988. 

3.  Thompson  RS,  Rivara  FP,  Thompson  DC:  A case-control  study  of  the  effec- 
tiveness of  bicycle  safety  helmets.  N Engl  J Med  1989;  320:1361-1367. 

4.  Weiss  BD:  Bicycle  helmet  use  by  children.  Pediatrics  1986;  77:677-679. 

5.  Wasserman  RC,  Waller  JA,  Monty  MJ,  et  al:  Bicyclists,  helmets  and  head 
injuries:  A rider-based  study  of  helmet  use  and  effectiveness.  AJPH 
1988;78:1220-1221, 

6.  DiGuiseppi  C,  Rivara  FP,  Koepsell  T:  Bicycle  helmet  ownership  and  use 
among  school-age  children.  AJDC  1988;  142:386-387. 

7.  Selbst  SM,  Alexander  D,  Ruddy  R:  Bicycle-related  injuries.  AJDC 
1987;  141:140-144. 


AUGUST  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  427 


BOOK  REVIEWS 


MEDICARE’S  NEW  HOSPITAL 
PAYMENT  SYSTEM:  IS  IT  WORKING? 

By  Louise  B.  Russell.  1 14  pp,  illustrat- 
ed. Washington,  DC,  The  Brookings 
Institution,  1989.  $22.95  (clothcover) 

This  reviewer’s  initial  reaction  to  this 
book  may  send  traditionalists  into  emo- 
tional shock.  I suggest  that  you  read  the 
last  page  of  the  last  chapter  first.  In  so 
doing,  basic  concepts  about  Medicare’s 
new  hospital  payment  system  can  be 
crystallized  and  kept  foremost  in  your 
mind  as  you  read  the  rest  of  this  vol- 
ume. Detective  mystery  enthusiasts  are 
urged  to  forgive  this  serious  breach  of 
etiquette. 

On  page  91,  the  author  comments 
that  the  underlying  issue  “about  pro- 
spective payment  is  not  solely,  or  even 
primarily,  technical.  It  comes  down  to: 
how  much  does  the  nation  want  to 
spend  on  the  medical  care  of  the  elder- 
ly? And  for  what  standard  of  care?’’ 
Thus,  the  response  depends  upon 
American  attitudes  toward  and  values 
about  the  elderly.  Significantly,  few 
medical  schools  offer  many  geriatric 
care  courses  in  the  curriculum. 

Congressional  intent  aimed  “to  pay 
for  necessary  care  efficiently  provided” 
with  quality  maintained.  However,  the 
amount  of  dollars  expended  and  the  in- 
dividual’s resultant  health  status  are 
not  clearly  correlated  or  easily  defined. 
Other  nations  do  spend  far  less  and 
achieve  far  better  health  status  results 
for  their  citizens  than  the  United 
States. 

In  addition  to  starting  from  the  back 
of  the  book,  I would  also  suggest  that 
readers  remember  that  the  prospective 
payment  reimbursement  concept  is  well 
on  its  way  into  ambulatory  care  via  am- 
bulatory visit  groups  (AVGs);  into  long 
term  care  via  resource  utilization 
groups  (RUGs);  into  payments  for  phy- 
sicians via  resource  based  relative  value 
scales  (RBRVS);  into  psychiatric  care 
via  alternate  DRGs  (ADRG);  and  into 
payments  for  nursing  care  via  relative 
intensity  measures  (RIMs).  It  is  appar- 
ent that  there  are  enough  reimburse- 
ment schemes  already  being  tested  to 
eventually  encompass  the  entire  health 
care  delivery  system. 

On  the  dust  jacket,  the  title  asks  if 
the  prospective  payment  system  is 
working,  with  25  question  marks  in  a 
row.  That  question  is  answered  by 
Bruce  K.  MacLaury,  President  of  The 


Brookings  Institution,  in  the  foreword, 
as  he  notes  author  Louise  B.  Russell’s 
findings:  “ . . . prospective  payment 
has  accomplished  its  primary  goal  by 
achieving  substantial  savings  without 
shifting  costs  to  other  payers.”  Com- 
menting on  the  immediate  associated 
issue,  he  points  out  that  “ . . . the  avail- 
able evidence  does  not  show  any  clear 
deterioration  in  quality.” 

With  this  question  answered,  what 
follows,  according  to  those  who  debated 
the  laws,  mores,  and  customs,  is  “mere- 
ly commentary.”  This  concise,  well- 
documented  book  of  about  125  pages 
provides  that  commentary  within  six 
chapters,  18  tables,  three  figures,  an  in- 
dex, and  205  references.  Technical  ra- 
tionales are  easy  to  understand  and  fol- 
low. 

Medicare  hospital  expenditures  rose 
alarmingly  from  $5  billion  in  1970  to 
$37  billion  in  1982.  Legislative  actions 
evolved  from  the  threatened  bankrupt- 
cy of  the  Medicare  Hospital  Insurance 
Trust  Fund.  That  threat  resulted  in  the 
passage  of  the  Tax  Equity  and  Fiscal 
Responsibility  Act  of  1982  (TEFRA). 
TEFRA  established  the  prospective 
payment  system  (PPS)  that  used  diag- 
nosis related  groups  (DRGs)  as  the  re- 
imbursement mechanism  for  inpatient 
hospital  care  provided  to  people  cov- 
ered by  Medicare.  About  28  million  el- 
derly plus  three  million  disabled  indi- 
viduals under  65  are  in  the  PPS/DRG 
program. 

Importantly,  the  author  asks:  What’s 
known  about  PPS?  What  needs  to  be 
learned?  What  is  the  tradeoff  between 
costs  and  care?  How  much  quality 
would  the  nation  be  willing  to  give  up 
for  greater  savings? 

For  those  unfamiliar  with  the  PPS/ 
DRG  system,  chapter  two  explains  the 
specific  details.  Five  variables  interact 
in  the  reimbursement  calculations:  ur- 
ban or  rural  area,  hospital  wage  rates, 
teaching  hospital  designation,  and  the 
proportion  of  low-income  patients  in 
the  case-mix.  In  essence,  if  care  is  pro- 
vided by  the  hospital  at  less  cost  than 
the  fixed  payment  for  each  of  the  cur- 
rent 475  DRGs,  the  hospital  profits.  If 
the  care  costs  more,  the  hospital  ab- 
sorbs the  loss. 

Changes  occurred  in  the  pattern  of 
care  as  hospitals  reacted  to  the  cost  con- 
tainment incentives.  For  the  first  time 
since  1967,  Medicare  hospital  admis- 
sions dropped  sharply  to  the  lowest  oc- 
cupancy rate  in  four  decades,  about 


65%.  There  was  a significant  shift  to 
outpatient  alternatives,  such  as  ambu- 
latory surgery  and  home  health  care. 
“ . . . [Wjithout  question,  elderly  pa- 
tients are  being  cared  for  differently 
now,  with  shorter  hospital  stays  and 
more  post-hospital  care.” 

Concerns  about  the  quality  of  care 
caused  legislatively  mandated  Peer  Re- 
view Organizations  (PROs)  and  others 
to  look  at  mortality  rates,  readmissions, 
transfers,  and  premature  discharges. 
There  is  “no  clear  cut  signal  that  pro- 
spective payment  has  brought  ill  ef- 
fects. So  far  . . . the  loss  of  good  health 
does  not  appear  to  be  large  although  the 
evidence  is  sketchy  and  there  are  worri- 
some signs.” 

Revenue  from  Medicare  accounts  for 
about  30%  of  a hospital’s  income.  It  is 
estimated  that  the  PPS/DRG  scheme 
will  save  20%,  reducing  projected  1990 
expenditures  by  $18  billion.  How  will 
hospitals  fare?  “Early  concerns  that 
hospitals  might  not  be  able  to  cope  with 
the  new  system  have  turned  out  to  be 
unwarranted;  most  have  done  well  and 
gradual  adjustments  in  the  rate  system 
are  helping  many  of  the  rest.”  Third 
party  payers  seem  to  be  benefiting  from 
changed  “practice  patterns”  of  provid- 
ers adopting  cost  containment  proce- 
dures. Out-of-pocket  expenses  of  pa- 
tients are  not  increasing. 

Since  the  PPS/DRG  reimbursement 
concept  is  complex,  this  book  provides 
an  excellent  quick  and  ready  reference 
guide  for  facts  and  figures.  If  you  dis- 
agree with  the  payment  scheme,  this 
book  is  still  highly  recommended.  At 
one  sitting,  readers  can  gain  insights 
from  the  accumulated  evidence,  the  is- 
sues still  to  be  resolved,  and  the  portents 
for  the  future.  One  must  remember  that 
the  basic  prospective  payment  frame- 
work has  remained  unchanged  for  the 
past  six  years  and  is  accepted  by  even 
the  critical  professional  provider  associ- 
ations. It  is  vital  that  practitioners  be- 
come familiar  with  the  ins  and  outs  of 
this  reimbursement  scheme.  Frequent- 
ly suggested  changes,  such  as  severity 
of  illness  adjustments,  may  be  achieved 
more  quickly  from  the  inside  than  from 
outside  of  the  mainstream  in  the  health 
care  delivery  system.  PPS/DRG  ap- 
pears to  be  alive  and  well  in  the  United 
States. 

ALLEN  D.  SPIEGEL.  PhD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 
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MORPfflNE,  ICE  CREAM,  TEARS:  TALES 
OF  A CITY  HOSPITAL 
By  Joseph  Sacco,  MD.  264  pp.  New 
York,  William  Morrow  & Co,  Inc, 
1989.  $17.95  (clothcover) 

For  most  physicians,  internship 
evokes  many  memories.  It  is  a one-year 
period  that  entails  long  hours,  hard 
work,  and  an  emotional  roller  coaster 
ride  through  the  various  medical  spe- 
cialties. In  my  city  hospital  training 
days,  the  term  “days  of  the  giants”  was 
the  byword  for  our  housestaff.  For  Jo- 
seph Sacco,  MD,  “Morphine,  ice  cream, 
and  tears”  became  his  battlecry. 

In  this  book  Dr  Sacco  describes  his 
internship  at  the  private  “Manhattan 
Hospital”  and  its  sister  city  hospital, 
“New  York  General.”  In  its  18  chap- 
ters the  reader  is  educated  about  the  ba- 
sic process  of  becoming  a physician  and 
the  various  patients  and  rotations  the 
author  has  experienced.  Numerous 
case  histories  and  personal  experiences 
are  shared  with  readers  by  the  author  in 
his  attempt  to  demonstrate  the  horror, 
humor,  greed,  and  pathos  that  surround 
medical  training  in  a big  city  hospital 
environment.  From  such  chapters  as 
“The  Patient  Even  Bellevue  Didn’t 
Want”  to  “Successes”  and  “Death,” 
the  full  life  cycle  of  the  intern’s  rela- 
tionships are  explored.  There  is  a seri- 
ous attempt  to  explain  and  expound 
upon  common  medical  jargon  and 
slang,  particularly  valuable  to  lay  read- 
ers. Very  good  explanations  of  demen- 
tia and  congestive  heart  failure,  to  cite 
just  two,  are  included. 

The  reader  is  provided  with  Dr  Sac- 
co’s feelings  regarding  the  threat  of 
high  technology  medicine.  Too  often, 
he  feels,  money  is  the  dominant  force  in 
medicine,  and  more  often  than  not,  do- 
ing too  much  is  often  worse  than  leaving 
the  patient  alone  (ie,  the  risks  seem  to 
outweigh  the  benefits).  As  a primary 
care  physician,  I can  certainly  relate  to 
these  sentiments. 

Two  excellent  chapters  are  “Smok- 
ing and  Booze”  and  “Just  Say  No?” 
which  describe  the  important  medical 
topics  of  smoking,  alcohol  abuse,  and 
drug  abuse.  The  author  expresses  his 
opinion  that  most  medical  problems  re- 
main primarily  social,  not  medical,  in 
origin.  He  cites  cigarettes,  alcohol, 
drugs,  obesity,  violence,  and  various 
forms  of  pollution  as  America’s  number 
one  killers.  His  inner  city  internship 
certainly  provided  him  enough  clinical 
experiences  to  support  this.  From  a pre- 
ventive medicine  standpoint,  I could  not 
agree  more. 


Morphine,  Ice  Cream,  Tears  is  writ- 
ten in  a clear,  direct  style.  Dr  Sacco’s 
views  and  opinions  are  straightforward 
and  easy  to  follow.  His  primary  motive 
for  choosing  medicine  as  a career  has 
remained  intact  despite  his  cynicism. 
He  still  has  an  earnest  desire  to  help  his 
fellow  man  and  to  serve  his  patients. 

This  type  of  book  has  been  done  be- 
fore. Two  examples  that  immediately 
come  to  mind  are  Intern  by  Dr  X and 
The  Making  of  a Surgeon  by  William 
Nolen,  MD.  The  city  hospital  approach 
provides  a different  emphasis,  but  is 
certainly  not  unique.  I doubt  this  book 
will  make  the  average  doctor’s  book- 
shelf, but  do  think  it  has  its  niche  in  the 
hospital  library. 

DAVID  B.  BRECHER,  MD 
Mease  Clinic  Countryside 
Safety  Harbor,  FL  34695 


THE  “FEELING  GREAT!”  WELLNESS 
PROGRAM  FOR  OLDER  ADULTS 

Jules  C.  Weis,  MA,  ATR.  218  pp,  illus- 
trated. Binghamton,  NY,  The  Haworth 
Press,  Inc,  1988.  $24.95  (hardcover) 

The  purpose  of  this  book  is  to  instruct 
the  reader  on  how  to  create  and  operate 
a community  based  comprehensive 
wellness  program.  Such  a program  con- 
sists of  safe  and  proper  exercises,  relax- 
ation techniques,  health  care  lectures 
and  discussions,  and  organized  group 
socialization/recreational  activities,  all 
geared  for  the  older  adult.  The  book  de- 
scribes all  aspects  of  the  program,  start- 
ing with  a listing  of  the  theoretical  and 
observed  benefits  to  the  participants 
and  sponsoring  agency,  and  then  pro- 
gressing in  great  detail  to  the  adminis- 
tration of  the  program.  Areas  of  discus- 
sion include  marketing  of  the  program, 
required  staffing  patterns,  fees  to  be 
charged,  types  and  intensity  of  exer- 
cises and  activities  to  be  done,  schedul- 
ing of  activities,  qualifications  of  the  in- 
structor, medical  clearance  required  for 
the  participants  prior  to  enrollment, 
and  necessary  equipment,  as  well  as 
printing  of  the  actual  forms  used  for  the 
record  keeping  of  the  program.  The 
book  also  presents  several  case  histories 
of  some  of  the  participants  and  de- 
scribes how  each  one  benefited  from  en- 
rollment, and  prints  the  texts  of  actual 
lectures  given  in  the  program. 

The  author  of  the  book  is  an  art  ther- 
apist who  has  been  trained  as  an  exer- 
cise instructor  by  the  YMCA,  and  who 
was  the  Director  of  the  “Feeling  Great” 
program  at  the  Lee  Circle  YMCA  in 


New  Orleans.  His  knowledge  of  proper 
and  safe  exercise  techniques  for  the  ge- 
riatric patient  is  good,  and  he  describes 
the  proper  precautions  that  must  be 
taken  for  the  older  adult  who  will  in- 
crease his  or  her  level  of  activity 
through  enrollment  in  the  program. 

The  book  is  geared  towards  those 
agencies  and  health  professionals  who 
are  interested  in  starting  and  operating 
a wellness  program  for  older  adults.  Al- 
though the  book  offers  a good  core  of 
information,  it  is  at  times  wordy  and  re- 
petitive in  presenting  information.  The 
content  is  accurate  and  the  wellness 
program  described  is  a safe  and  benefi- 
cial one  for  participants. 

The  physician  reader  on  the  whole 
would  not  find  the  book  good  reading  as 
it  is  quite  detailed  regarding  adminis- 
trative and  organizational  matters.  The 
physiologic  and  psychosocial  sections 
would  be  of  interest  to  physicians,  espe- 
cially those  dealing  with  geriatric  pa- 
tients. However,  these  features  are  in- 
termingled with  other  information  that 
would  not  be  of  interest. 

In  summary,  the  book  is  a good  refer- 
ence for  those  who  are  interested  in  cre- 
ating and  operating  a comprehensive 
wellness  program  for  the  older  adult.  In 
general,  the  nonphysician  health  pro- 
fessional would  find  the  book  most  ben- 
eficial. 

JEFFREY  WEINBERG,  MD 
Staten  Island  University  Hospital 
Staten  Island,  NY  10305 


TREATMENT  PLANNING  AND  DOSE 
CALCULATION  IN  RADIATION 
ONCOLOGY 

Fourth  Edition.  By  Gunilla  C.  Bentel, 
Charles  E.  Nelson,  PhD,  and  K.  Thomas 
Noell,  MD.  345  pp,  illustrated.  Elms- 
ford,  NY,  Pergamon  Press,  1989. 
$22.50  (softcover) 

This  is  an  excellent  text  on  the  practi- 
cal aspects  of  radiation  therapy  plan- 
ning. The  authors  are  Ms  Bentel,  a dosi- 
metrist;  Dr  Nelson,  a radiation  therapy 
physicist;  and  Dr  Noell,  a radiation  on- 
cologist. The  book  aims  to  give  the 
reader  an  understanding  of  the  several 
stages  involved  in  the  planning  and  exe- 
cution of  radiation  treatment. 

The  book  has  eight  chapters  which 
are  well  arranged.  There  are  chapters 
on  basic  radiation  oncology,  radiation 
physics,  dose  calculations  for  external 
beams,  pretreatment  procedures, 
brachytherapy,  principles  of  external 
beam  treatment  planning,  practical 
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treatment  planning,  and  normal  tissue 
consequences. 

The  major  part  of  the  book  (150  out 
of  330  pages)  is  devoted  to  the  topic  of 
“Practical  Treatment  Planning.”  This 
is  the  main  strength  of  the  book  which 
gives  emphasis  to  each  of  the  commonly 
encountered  tumor  sites.  Detailed  de- 
scriptions of  radiation  therapy  tech- 
niques to  treat  each  of  these  sites  are 
provided.  Photographs  and  diagrams  of 
treatment  fields,  field  arrangements, 
simulation  films,  and  port  films  are 
nicely  presented.  This  section  is  com- 
prehensive and  extremely  useful  to  the 
readers.  The  discussion  on  how  com- 
mon mistakes  could  be  avoided  is  par- 
ticularly valuable. 

Another  section  of  the  book  that  is 
especially  informative  is  the  chapter  on 
pretreatment  procedures.  Details  are 
given  of  the  construction  of  bolus,  com- 
pensators, and  immobilization  devices 
as  well  as  methods  of  radiographic  lo- 
calization. Here,  too,  the  avoidance  of 
common  pitfalls  and  misconceptions  is 
highlighted. 

This  book  has  long  been  a major  ref- 
erence for  technologists,  dosimetrists, 
and  physicists  for  treatment  planning, 
and  this  updated  and  expanded  version 
will  be  welcomed  by  many  in  clinical 
physics  and  radiation  oncology.  The 
writing  is  clear,  concise,  and  easy  to  un- 
derstand and  ample  illustrations  are  in- 
cluded. Although  the  clinical  section  is 
excellent,  the  basic  physics  of  radiation 
therapy  section  is  not  very  detailed. 
However,  this  book  is  not  meant  to  be  a 
textbook  of  basic  clinical  physics.  Sev- 
eral other  texts  fulfill  this  need. 

In  conclusion,  we  find  this  to  be  an 
excellent  treatment  planning  textbook 
which  is  highly  recommended  for  both 
students  entering  this  field,  physicians 
in  training,  and  experienced  practitio- 
ners in  the  field. 

FLORENCE  C.  CHU,  MD 
SHANTHINI  RAJARATNAM.  PhD 
New  York  Hospital 
Cornell  University  Medical  College 
New  York,  NY  10021 


EVOKED  POTENTIALS  IN  CLINICAL 
MEDICINE 

Second  Edition.  Edited  by  Keith  H. 
Chiappa,  MD.  667  pp,  illustrated.  New 
York,  Raven  Press,  1990.  $58.00  (hard- 
cover) 

Evoked  potentials  represent  the  elec- 
trical activity  associated  with  the  ner- 
vous system’s  response/processing  of 


external  stimuli  and  are  accepted  test 
procedures  in  clinical  medicine.  Their 
utility  has  changed  over  the  last  decade 
because  of  restrictions  by  other  modal- 
ities and  expansion  into  different  areas 
such  as  intensive  care  and  intraopera- 
tive monitoring.  During  this  time  peri- 
od, Dr  Keith  Chiappa’s  1983  book. 
Evoked  Potentials  in  Clinical  Medi- 
cine, has  been  an  extremely  useful 
guide  for  methodology  and  use.  Be- 
cause of  changes  in  the  field  since  its 
initial  publication,  a second  and  ex- 
panded edition  is  now  available. 

Dr  Chiappa  is  an  acknowledged  ex- 
pert in  this  field  and  the  new  edition  re- 
flects this  expertise.  As  in  the  first  edi- 
tion, the  book  is  divided  into  chapters 
discussing  methodology  and  interpreta- 
tion of  visual,  auditory,  and  somatosen- 
sory evoked  potentials.  The  methodolo- 
gy chapters  provide  a primer  for  the 
technical  aspects  of  each  test,  norma- 
tive data,  and  a clear  description  of  fac- 
tors that  can  affect  test  results.  The  sec- 
tions on  interpretation  are  excellent, 
providing  information  on  anatomic  un- 
derpinnings of  evoked  potentials  and 
test  findings  in  a myriad  of  disorders. 
Each  chapter  is  well  organized  with  lu- 
cid subsection  headings  and  concise  dis- 
cussions. References  are  abundant  and 
up  to  date. 

The  second  edition  also  has  new 
chapters.  A section  on  pediatric  so- 
matosensory evoked  potentials  provides 
an  up-to-date  description  in  this  field.  A 
chapter  on  motor  evoked  potentials, 
which  study  corticospinal  pathways, 
discusses  previous  studies  and  explores 
their  potential  utility.  An  extremely 
useful  chapter  on  statistics  provides 
guidance  in  establishment  and  limita- 
tions of  normative  lab  values.  The  sec- 
tions on  endogenous  event-related  po- 
tentials and  advanced  techniques  offer 
a brief  review  of  these  fields,  although 
the  former  is  limited  in  content  and 
could  use  a better  description  of  the 
psychological  correlates  of  waveform 
components. 

In  the  preface  to  the  first  edition.  Dr 
Chiappa  limited  the  discussion  to 
“techniques  that  provide  the  maximum 
amount  of  information  relative  to  the 
patient’s  clinical  problem  in  a minimal 
amount  of  time.”  This  second  edition 
follows  the  same  theme.  Comments  on 
topographic  mapping  are  minimized 
because  of  its  limited  utility  and  intra- 
operative monitoring  is  not  discussed 
because  of  space  limitations.  The  dis- 
cussion on  electroretinography  could  be 
expanded  into  a separate  chapter. 

The  second  edition  has  been  eagerly 


awaited  and,  as  expected,  provides  no 
disappointment  to  those  looking  for  a 
reference  text  in  evoked  potentials.  This 
book  is  required  reading  for  anyone 
who  is  training  in  evoked  potentials  or 
wishes  to  establish  a clinical  neuro- 
physiology laboratory.  For  those  with 
experience  in  the  field,  it  is  an  extreme- 
ly useful  text  that  will  provide  technical 
and  clinical  information. 

MAX  WIZNITZER.  MD 
Departments  of  Pediatrics  and  Neurology 
Case  Western  Reserve  University 
Cleveland,  OH  44106 


ASK  SIR  JAMES:  SIR  JAMES  REID, 
PERSONAL  PHYSICUN  TO  QUEEN 
VICTORIA  AND  PHYSICIAN-IN- 
ORDINARY TO  THREE  MONARCHS 

By  Michaela  Reid.  315  pp,  illustrated. 
New  York,  Penguin  Books,  1989. 
$21.95  (hardcover),  $12.95  (softcover) 

Royal  physicians  occupy  a unique 
niche  in  history  because  their  profes- 
sion permits  a close  and  confidential  re- 
lationship with  those  at  the  center  of 
political  power. 

In  1 88 1 , at  the  age  of  32,  James  Reid, 
a well  trained  and  talented  physician 
from  Aberdeenshire,  became  personal 
physician  to  Queen  Victoria  who  was 
then  30  years  his  senior.  The  choice  of 
Reid  was  not  only  based  on  his  profes- 
sional qualifications,  which  were  supe- 
rior, but  also  on  the  Queen’s  idiosyn- 
cratic requirements  which  included 
that  the  candidate  be  a Scotsman,  pref- 
erably from  Aberdeenshire,  and  that  he 
speak  German.  Reid  filled  the  bill  on  all 
three  counts,  having  been  born  in  Aber- 
deenshire where  the  Queen’s  beloved 
Balmoral  Castle  was  located,  and  hav- 
ing learned  German  during  his  year  of 
medical  study  in  Vienna.  The  German 
language  requirement  was  an  impor- 
tant one  since  the  Queen  had  a large 
number  of  German-speaking  relatives 
who  regularly  visited  her. 

Reid,  who  was  from  a modest  middle 
class  background,  found  himself  sud- 
denly propelled  into  the  center  of  one  of 
the  most  important  royal  courts  of  the 
era.  Professional  skills  alone  could  not 
have  carried  the  day  for  him.  While 
these  were  critical  to  his  success,  so 
were  his  discretion,  sense  of  humor, 
good  judgment,  and  charm. 

Unlike  many  of  those  in  the  Queen’s 
inner  circle,  Reid  never  told  her  what 
she  wanted  to  hear  but  rather  what  he 
believed  she  should  know.  That  she  tol- 
erated this  from  him  and  not  from  oth- 
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ers  had  its  roots  in  her  dependence  on 
him  as  her  male  support.  Although  the 
Queen  possessed  a strong  character  and 
could  at  times  be  opinionated,  she  was 
highly  dependent  on  a succession  of 
male  figures  for  her  happiness.  The  first 
was  her  husband,  Prince  Albert,  who 
died  20  years  before  Reid  arrived  at 
court;  the  second  John  Brown,  a Scot- 
tish gillie;  and  the  third  Reid. 

Michaela  Reid,  who  is  the  wife  of  Sir 
James  Reid’s  grandson,  has  produced 
not  only  a fascinating  biography,  but 
also  an  extremely  unique  and  important 
historical  document  based  on  primary 
source  materials,  namely  hitherto  un- 
quarried letters,  documents,  and  dia- 
ries. She  has  synthesized  all  of  this  ma- 
terial against  the  backdrop  of  the  era 
and  the  two  decades  during  which  Reid 
served  the  Queen.  What  emerges  is  a 
complicated  but  easy  to  comprehend 
portrait  of  the  role  this  particular  physi- 
cian played  in  the  personal  life  of  his 
sovereign  and  in  the  political  life  of  his 
country.  He  was  responsible  not  only 
for  the  health  of  the  Queen,  but  also  for 
that  of  her  family,  visitors,  and  the 
members  of  the  household.  His  medical 
skills  had  to  be  mustered  to  deal  with 
everything  from  royal  births  to  acci- 
dents. His  wisdom  and  counsel  were  re- 
lied upon  by  the  Queen  and  those 
around  her  to  settle  household  disputes, 
family  crises,  and  thorny  political  is- 


sues. In  discharging  those  nonmedical 
duties,  Reid  never  failed  the  Queen  and 
consistently  won  the  respect  of  her  oth- 
er counselors  and  the  government.  This 
was  no  small  accomplishment  given  the 
Queen’s  tendency  to  be  obstinate  and 
opinionated  at  times  and  her  penchant 
for  meddling  in  the  lives  of  all  those 
around  her. 

Reid’s  remuneration  was  always 
modest  but  as  he  himself  remarked,  his 
expenses  were  few.  The  Queen  eventu- 
ally knighted  him,  14  years  after  he  be- 
gan serving  her,  and  gave  him  a baron- 
etcy in  1 897  on  the  day  of  her  Diamond 
Jubilee  celebration.  That  he  was  still  a 
bachelor  at  50  suited  her  and  not  sur- 
prisingly she  reacted  adversely  to  his 
plans  to  marry  Susan  Baring,  one  of  her 
maids  of  honor.  An  interesting  aside  is 
that  Susan  Baring’s  sister  was  married 
to  the  sixth  Earl  Spencer,  the  great- 
grandfather of  the  present  Princess  of 
Wales.  Reid  was  married  in  1899  and 
for  the  next  year  juggled  his  commit- 
ments to  his  wife  and  to  the  Queen. 

Queen  Victoria’s  health  was  fairly 
robust  during  the  time  Reid  served  as 
her  physician.  However,  she  tended  to 
overeat,  was  subject  to  fits  of  depres- 
sion, and  in  her  late  years  suffered  from 
insomnia.  That  she  was  inclined  to  be 
hypochondriacal  at  times  and  had 
strong  views  on  the  management  of  cer- 
tain illnesses  did  not  make  Reid’s  task 


easy.  In  1900  the  Queen’s  health  began 
to  decline  as  a result  of  what  appear  to 
have  been  a series  of  transient  ischemic 
attacks  which  left  her  temporarily 
aphasic  and  drowsy.  She  was  now  81 
years  old  and  in  this  weakened  condi- 
tion journeyed  to  Osborne  House  on  the 
Isle  of  Wight  where  she  died  on  Janu- 
ary 22,  1901.  Reid  was  constantly  with 
her  during  the  last  few  days  of  her  life 
and  as  she  had  requested  saw  to  certain 
details  about  her  burial. 

Reid  had  been  out  of  the  mainstream 
of  the  medical  profession  for  two  de- 
cades. At  52  he  started  a private  prac- 
tice in  London  after  taking  refresher 
courses  in  some  of  the  leading  hospitals. 
It  was  not  an  easy  time  for  him  and  his 
growing  family.  Yet  he  rose  to  the  occa- 
sion with  the  same  success  that  charac- 
terized his  previous  career.  He  was  fre- 
quently called  upon  by  King  Edward 
VII  and  King  George  V and  was  in  reg- 
ular contact  with  members  of  the  Royal 
Family.  Reid  died  on  June  28,  1923,  at 
his  home  in  Aberdeenshire.  His  letters 
and  diaries  came  close  at  times  to  being 
destroyed  or  discarded.  Fortunately, 
they  survived  and  have  been  given  a 
new  life  in  the  form  of  this  beautifully 
crafted  and  meticulously  researched  bi- 
ography which  is  a pleasure  to  read. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 
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Diagnosing  Alzheimer’s  disease  with  a biochemical  assay 

Alzheimer’s  disease  (AD)  is  characterized  by  progres- 
sive loss  of  memory  and  deteriorating  intellectual  capaci- 
ty. However,  a diagnosis  of  AD  requires  a history  of  clini- 
cal dementia  as  well  as  the  presence  of  neuritic  plaques 
(NPs)  and  neurofibrillary  tangles  (NTs)  in  brain  tissue. 
This  presents  several  problems  in  diagnosing  AD:  for  ex- 
ample, staining  and  analyzing  the  brain  tissue  is  labor  in- 
tensive; NPs  and  NTs  also  appear  in  elderly  patients  with- 
out AD;  and  NPs  and  NTs  may  not  be  distributed  evenly 
throughout  the  brain,  requiring  sampling  of  brain  tissue 
from  multiple  sites. 

Ghanbari  et  al  reported  on  a monoclonal  antibody- 
based  assay  that  detects  a protein  marker  highly  specific 
for  AD  that  appears  early  in  the  course  of  the  disease 
{JAMA  1990;263:2907-2910).  The  sandwich  enzyme 
immunoassay  technique  utilized  by  Ghanbari  and  col- 
leagues overcomes  the  problems  of  cross  reactivity  previ- 
ously seen  with  immunoassays  and  Western  blots. 

The  authors  used  freshly  frozen  brain  samples  in  this 
study.  The  tissue  came  from  patients  who  had  all  had  clin- 
ical dementia  and  evidence  of  AD  on  histopathologic  eval- 
uation of  postmortem  brain  tissue.  For  comparison,  the 
authors  also  examined  brain  tissue  from  normal  controls 
and  from  cases  of  other  neurologic  diseases. 

This  biochemical  immunoassay  yielded  no  false  posi- 
tives in  either  control  group.  Among  the  56  AD  cases,  the 
assay  produced  eight  false  negatives,  for  a sensitivity  of 
85.7%.  The  concentrations  of  AD-associated  proteins 
(ADAP)  in  the  AD  group  was  significantly  greater  than 
in  the  non- AD  group.  The  authors  concluded  that  “clini- 
cal dementia,  NPs,  and  old  age,  per  se  do  not  appear  to  be 
associated  with  the  increased  ADAP  concentrations  in  the 
AD  group,’’  and  therefore  this  biochemical  assay  for 
ADAP  could  aid  in  diagnosing  Alzheimer’s  disease. 

Risk  of  acute  ibuprofen  overdose  remains  low 

“The  risk  of  complications  from  acute  ibuprofen  over- 
dose remains  low  despite  increased  availability  of  nonpre- 
scription dosage  forms  in  the  general  population,’’  report 
McElwee  et  al  {Ann  Emerg  Med  1990;  19:657-662).  Up 
until  1985,  ibuprofen  was  available  only  by  prescription. 
Subsequently,  with  easier  availability,  its  use  dramatical- 
ly increased,  and  there  were  more  frequent  reports  of 
acute  ibuprofen  overdose.  However,  the  authors  found 
that  the  safety  record  of  ibuprofen  has  not  worsened  since 
its  availability  without  a prescription,  and  the  risk  of  life 
threatening  symptoms  associated  with  acute  ibuprofen 
overdose  is  low. 

Defining  overdose  as  a dose  greater  than  that  recom- 
mended on  the  label,  the  authors  evaluated  all  reported 
cases  of  ibuprofen  overdose  in  the  state  of  Utah  during  an 
18-month  period.  Most  (59%)  overdoses  were  accidental 
ingestions  in  children  and  infants.  Seventy-one  percent  of 
the  patients  were  treated  at  home,  with  many  asympto- 
matic cases  receiving  no  treatment,  and  emesis  induced 
with  ipecac  syrup  or  dilution  used  to  treat  some  patients. 


NEWS  BRIEFS  are  compiled  and  written  by  Vicki  Glaser. 


Activated  charcoal,  cathartics,  and  gastric  lavage  were  re- 
quired for  gastrointestinal  decontamination  in  some  pa- 
tients treated  at  a health  care  facility. 

Acute  ibuprofen  overdose  produced  no  effects  in  49.8% 
of  the  patients  in  this  study.  The  authors  recommended 
against  routine  ibuprofen  serum  concentration  determi- 
nation in  patients  who  ingest  excessive  doses,  because 
there  is  no  specific  antidote  and  treatment  is  primarily 
determined  based  on  symptoms,  and  because  the  authors 
found  a poor  correlation  between  ibuprofen  serum  con- 
centrations and  clinical  findings. 

Lyme  disease  has  become  a “diagnosis  of  exclusion’’ 

The  Lyme  Disease  Center  at  the  Robert  Wood  Johnson 
Medical  Center  is  located  in  north-central  New  Jersey,  a 
region  endemic  for  Lyme  disease.  Leonard  H.  Sigal,  MD, 
summarized  the  presenting  symptoms,  diagnoses,  and 
treatments  of  the  first  100  patients  seen  at  this  center  be- 
tween September  1988  and  July  1989  {Am  J Med 
1990;  88:577-581).  His  findings  suggest  that  Lyme  dis- 
ease has  become  a “diagnosis  of  exclusion”  in  endemic 
areas  and  that  excessive  antibiotic  therapy  is  frequently 
the  result  of  the  incorrect  assumption  of  persistent  infec- 
tion. 

At  the  Lyme  Disease  Center,  a diagnosis  of  Lyme  dis- 
ease was  based  on  the  presence  or  history  of  a rash  charac- 
teristic of  erythema  chronicum  migrans,  seropositivity  for 
Borrelia  burgdorferi  infection,  and  a clinical  course  asso- 
ciated with  Lyme  disease.  The  referral  diagnosis  was 
Lyme  arthritis  in  more  than  50%  of  patients,  neurologic 
disorders,  including  memory  loss,  headache,  and  periph- 
eral neuropathies,  in  nearly  25%  of  patients,  and  chronic 
fatigue  in  nearly  20%  of  patients. 

Of  the  100  patients  referred  to  the  center,  37  were  be- 
lieved to  have  had  Lyme  disease  as  the  cause  of  their  com- 
plaints. More  and  more  frequently,  a diagnosis  of  Lyme 
disease  is  made  on  the  basis  of  a broad  array  of  symptoms, 
because  no  other  cause  can  be  pinpointed.  In  endemic  ar- 
eas, persons  may  be  seropositive  for  B burgdorferi  but 
have  no  history  of  Lyme  disease  or  exhibit  clinical  symp- 
toms that  are  not  due  to  Lyme  disease. 

Many  courses  of  antibiotic  therapy  for  refractory  Lyme 
disease  are  probably  unnecessary,  concluded  the  author. 
“Over-diagnosis  of  Lyme  disease,”  the  author  observed, 
“. . . probably  occurs  because  of  the  absence  of  strict  clin- 
ical criteria  for  the  diagnosis  of  Lyme  disease  as  well  as 
because  of  the  difficulties  in  interpreting  currently  avail- 
able, non-standardized  diagnostic  tests  and  increasing 
concern  among  physicians  and  patients  that  late  stages  of 
Lyme  disease  may  be  overlooked.” 

Blood  donors  will  now  be  tested  for  hepatitis  C 

The  American  Red  Cross,  the  American  Association  of 
Blood  Banks,  and  the  Council  of  Community  Blood  Cen- 
ters have  announced  plans  to  begin  using  the  hepatitis  C 
test,  approved  by  the  Food  and  Drug  Administration 
(FDA)  on  May  2,  to  screen  all  blood  donors  and  all  previ- 
ously stored  blood  {Dentistry  Today  1990;  9(5):10).  This 
new  test  is  expected  to  prevent  as  many  as  1 00,000  cases  of 
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hepatitis  C each  year. 

The  hepatitis  C virus,  previously  known  as  non-A,  non- 
B hepatitis,  causes  the  most  common  form  of  this  liver 
disease.  It  took  only  two  years  since  the  1988  discovery  of 
the  hepatitis  C virus  for  an  FDA-approved  blood  test  to 
come  to  market.  The  test  identifies  antibodies  to  the  hepa- 
titis C virus  in  the  blood,  which  is  indicative  of  previous 
exposure.  Although  only  about  10%  of  hepatitis  C cases 
are  related  to  blood  transfusions,  and  only  0.5-1%  of 
blood  donors  are  expected  to  test  positively,  there  had 
been  a 1 in  25  chance  of  a blood  recipient  becoming  infect- 
ed with  hepatitis  C prior  to  the  availability  of  this  test. 

Due  to  the  window  period  between  infection  with  a virus 
and  development  of  antibodies — about  three  to  six  months 
for  hepatitis  C — the  test  detects  only  about  half  of  the 
people  in  the  early  stages  of  hepatitis. 

Cholesterol  levels  and  ten-year  mortality  among  men  with 
and  without  preexisting  cardiovascular  disease 

“Our  results  suggest  that  the  potential  impact  of 
changes  in  lipid  levels  on  the  risk  of  death  from  cardiovas- 
cular disease  may  be  considerably  greater  for  men  with 
preexisting  cardiovascular  disease  than  for  healthy  men.” 


This  conclusion  is  based  on  a study  by  Pekkanen  et  al  (N 
Engl  J Med  1990;  322:1700-1707)  of  cholesterol  levels 
and  the  ten-year  mortality  from  cardiovascular  disease  for 
2,541  men  aged  40-69  years  at  baseline  who  either  did  or 
did  not  have  preexisting  heart  disease. 

At  the  time  of  baseline  measurements,  the  subjects  with 
cardiovascular  disease  were  older,  had  higher  levels  of  to- 
tal cholesterol,  low-density  lipoprotein  (LDL),  and  tri- 
glycerides, and  were  more  likely  to  have  hypertension.  For 
all  of  the  men  in  the  study,  higher  total  and  LDL  choles- 
terol levels  and  lower  high-density  lipoprotein  (HDL)  lev- 
els were  associated  with  an  increased  risk  of  death  from 
coronary  heart  disease  and  cardiovascular  disease. 

“A  high  total  cholesterol  level  was  associated  with  an 
increase  of  15.8%  in  the  10-year  risk  of  death  from  cardio- 
vascular disease  among  the  men  who  had  signs  of  cardio- 
vascular disease  at  base  line  and  an  increase  of  3.2% 
among  the  men  without  such  signs.”  Similar  findings  were 
reported  for  high  LDL  and  low  HDL  levels.  Furthermore, 
men  without  cardiovascular  disease  (CD)  at  base  line  but 
who  had  high  total  blood  cholesterol  levels  faced  a greater 
risk  of  death  from  CD  or  coronary  heart  disease  than  did 
men  with  CD  who  had  moderate  blood  cholesterol  levels. 
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Edgar  Hodgins  Bates,  MD,  Douglaston. 
Died  February  14,  1990;  age  85.  Dr 
Bates  was  a 1931  graduate  of  the  New 
York  University  School  of  Medicine, 
New  York.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Occupational  Medical  Asso- 
ciation, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Alfred  Berl,  MD,  Bullville.  Died  May 
11,  1990;  age  65.  Dr  Berl  was  a 1949 
graduate  of  the  State  University  of 
New  York  at  Buffalo  School  of  Medi- 
cine, Buffalo.  He  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and 
Neurology.  He  was  a member  of  the 
American  Psychiatric  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Charles  Maxwell  Biren,  MD,  Staten  Is- 
land. Died  December  1989;  age  76.  Dr 
Biren  was  a 1948  graduate  of  the  Chi- 
cago Medical  School,  Chicago,  Illinois. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New 
York. 

Hyman  Blume,  MD,  Scarsdale.  Died  De- 
cember 12, 1989;  age  84.  Dr  Blume  was 
a 1931  graduate  of  the  New  York  Uni- 
versity School  of  Medicine,  New  York. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  State  Surgical  Society,  the  Amer- 
ican Geriatrics  Society,  the  Bronx 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Ben  Albert  Borkow,  MD,  New  York. 
Died  December  9,  1989;  age  91.  Dr 
Borkow  was  a 1924  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Fellow  of  the  American  College  of  An- 
giology.  His  memberships  included  the 
New  York  State  Society  of  Internal 
Medicine,  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  Coun- 
ty of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Adrian  Brodey,  MD,  Lawrence.  Died 
May  1 1,  1990;  age  79.  Dr  Brodey  was  a 


1937  graduate  of  Rush  Medical  Col- 
lege, Chicago,  Illinois.  He  was  a Diplo- 
mate of  the  American  Board  of  Derma- 
tology, Inc.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  New  York  State  Dermatological 
Society,  the  American  Academy  of 
Dermatology,  the  Society  for  Investiga- 
tive Dermatology,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

DeWitt  Clinton  Brown,  MD,  Stony 
Brook.  Died  May  2,  1990;  age  85.  Dr 
Brown  was  a 1 933  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Psy- 
chiatry and  Neurology.  His 
memberships  included  the  American 
Psychiatric  Association,  the  Suffolk 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

William  A.  Busino,  MD,  Schenectady. 
Died  February  3,  1990;  age  72.  Dr  Bu- 
sino was  a 1950  graduate  of  the  Albany 
Medical  College  of  Union  University, 
Albany.  He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Schenecta- 
dy and  the  Medical  Society  of  the  State 
of  New  York. 

Rita  Mendelson  Chalef,  MD,  Boca  Ra- 
ton, Florida.  Died  May  4, 1990;  age  65. 
Dr  Chalef  was  a 1950  graduate  of  the 
Medical  College  of  Pennsylvania,  Phil- 
adelphia, Pennsylvania.  Her  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Psychiatric 
Association,  the  Nassau  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

William  D.  Dugan,  MD,  Hamburg.  Died 
April  15, 1990;  age  77.  Dr  Dugan  was  a 
1939  graduate  of  the  State  University 
of  New  York  at  Buffalo  School  of 
Medicine,  Buffalo.  He  was  a Diplomate 
of  the  American  Board  of  Orthopedic 
Surgery.  His  memberships  included  the 
American  Academy  of  Orthopaedic 
Surgeons,  the  Medical  Society  of  the 
County  of  Erie,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

William  Lawrence  Einborn,  MD,  Bo- 
lingbrook, Illinois.  Died  May  10,  1989; 
age  77.  Dr  Einhorn  was  a 1938  gradu- 
ate of  the  New  York  Medical  College, 
New  York.  He  was  a member  of  the 


Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Benjamin  Feldman,  MD,  Miami,  Flori- 
da. Died  March  7,  1990;  age  98.  Dr 
Feldman  was  a 1919  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Walter  A.  Fenstermacber,  MD,  Roches- 
ter. Died  May  1990;  age  87.  Dr  Fen- 
stermacher  was  a 1927  graduate  of  the 
University  of  Michigan  Medical 
School,  Ann  Arbor,  Michigan.  He  was 
a Diplomate  of  the  American  Board  of 
Surgery  and  a Fellow  of  the  American 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Monroe,  and  the  Medical 
Society  of  the  State  of  New  York. 

Henry  Fleck,  MD,  Bronx.  Died  April  6, 
1990;  age  79.  Dr  Fleck  was  a 1936 
graduate  of  the  Facolta  di  Medicina  e 
Chirurgia  dell’Universita  di  Bologna, 
Bologna,  Italy.  He  was  a Diplomate  of 
the  American  Board  of  Physical  Medi- 
cine and  Rehabilitation.  His  member- 
ships included  the  New  York  Society 
for  Physical  Medicine  and  Rehabilita- 
tion, the  Pan  American  Medical  Asso- 
ciation, the  American  Geriatrics  Soci- 
ety, the  Bronx  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Harold  Theodore  Fuerst,  MD,  New 
York.  Died  April  13,  1990;  age  81.  Dr 
Fuerst  was  a 1933  graduate  of  the  Jef- 
ferson Medical  College  of  Thomas  Jef- 
ferson University,  Philadelphia,  Penn- 
sylvania. He  was  a Diplomate  of  the 
American  Board  of  Preventive  Medi- 
cine, Inc,  and  a Fellow  of  the  American 
College  of  Preventive  Medicine.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Public  Health  Association,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Peter  Joseph  Gatti,  MD,  Staten  Island. 
Died  April  29,  1990;  age  77.  Dr  Gatti 
was  a 1 939  graduate  of  the  Hahnemann 
Medical  College  of  Philadelphia,  Phila- 
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delphia,  Pennsylvania.  He  was  a mem- 
ber of  the  Richmond  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Louis  Jack  Gelber,  MD,  Rockville  Cen- 
tre. Died  August  1989;  age  88.  Dr 
Gelber  was  a 1928  graduate  of  the 
George  Washington  University  School 
of  Medicine,  Washington,  DC.  His 
memberships  included  the  Radiological 
Society  of  New  York  State,  the  Radio- 
logical Society  of  North  America,  Inc, 
the  American  Board  of  Legal  Medi- 
cine, the  Nassau  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Elias  H.  Gerchick,  MD,  Scarsdale.  Died 
April  29,  1990;  age  75.  Dr  Gerchick 
was  a 1939  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and 
Neurology  and  a Fellow  of  the  Ameri- 
can Psychiatric  Association.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Westchester  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Lazar  L.  Gold,  MD,  Brooklyn.  Died  Jan- 
uary 22,  1990;  age  80.  Dr  Gold  was  a 
1935  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  His  memberships  included  the 
American  Academy  of  Family  Prac- 
tice, the  Medical  Society  of  the  County 
of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

George  Theodore  Golding,  MD,  Boca 
Raton,  Florida.  Died  April  10,  1990; 
age  84.  Dr  Golding  was  a 1932  gradu- 
ate of  the  Rush  Medical  College,  Chi- 
cago, Illinois.  He  was  a Diplomate  of 
the  American  Board  of  Urology.  His 
memberships  included  the  American 
Urological  Association,  the  Pan  Ameri- 
can Medical  Association,  the  Medical 
Society  of  the  County  of  Queens,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Morris  E.  Greenberg,  MD,  North  Bay 
Village,  Florida.  Died  April  25,  1990; 
age  83.  Dr  Greenberg  was  a 1934  grad- 
uate of  the  New  York  Medical  College, 
New  York.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
His  memberships  included  the  Ameri- 
can Rheumatism  Association,  the  Med- 
ical Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Maxwell  Harrison,  MD,  Woodmere. 


Died  April  8, 1 990;  age  78.  Dr  Harrison 
was  a 1940  recipient  of  the  Registrable 
Qualification  Granted  by  the  Scottish 
Conjoint  Board.  He  was  a Diplomate  of 
the  American  Board  of  Otolaryngolo- 
gy. His  memberships  included  the 
American  Academy  of  Otolaryngolo- 
gy, the  Medical  Society  of  the  County 
of  Queens,  and  the  Medical  Society  of 
the  State  of  New  York. 

Zubaida  Hasan,  MD,  Staten  Island. 
Died  April  18,  1990;  age  57.  Dr  Hasan 
was  a 1956  graduate  of  the  Dow  Medi- 
cal College,  Karachi,  Federal  Capital 
Area,  Pakistan.  She  was  a Diplomate  of 
the  American  Board  of  Pediatrics  and  a 
Fellow  of  the  American  Academy  of 
Pediatrics.  She  was  a member  of  the 
Richmond  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Robert  J.  Healy,  MD,  Cutchogue.  Died 
April  28,  1990;  age  66.  Dr  Healy  was  a 
1952  graduate  of  the  New  York  Medi- 
cal College,  New  York.  His  member- 
ships included  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Nassau 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Herman  Goodman  Helpern,  MD,  New 
York.  Died  April  22,  1990;  age  81.  Dr 
Helpern  was  a 1935  graduate  of  the 
Rush  Medical  College,  Chicago,  Illi- 
nois. His  memberships  included  the 
New  York  State  Society  of  Internal 
Medicine;  the  Clinical  Society,  New 
York  Diabetes  Association;  the  Ameri- 
can Society  of  Internal  Medicine;  the 
New  York  County  Medical  Society; 
and  the  Medical  Society  of  the  State  of 
New  York. 

John  Edward  Heslin,  MD,  Albany.  Died 
March  10,  1990.  Dr  Heslin  was  a 1915 
graduate  of  the  Albany  Medical  Col- 
lege of  Union  University,  Albany.  He 
was  a Diplomate  of  the  American 
Board  of  Urology  and  a Fellow  of  the 
American  College  of  Surgeons.  His 
memberships  included  the  American 
Urological  Association,  the  Medical 
Society  of  the  County  of  Albany,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Francis  Robert  Hunter,  MD,  Mamaro- 
neck.  Died  April  4,  1990;  age  84.  Dr 
Hunter  was  a 1934  graduate  of  the 
Georgetown  University  School  of 
Medicine,  Washington,  DC.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  Medical  Society 


of  the  County  of  Westchester,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Joseph  Hyman,  MD,  Brooklyn.  Died 
January  2,  1990;  age  83.  Dr  Hyman 
was  a 1933  graduate  of  the  University 
of  Maryland  School  of  Medicine,  Balti- 
more, Maryland.  He  was  a Diplomate 
of  the  American  Board  of  Ophthalmol- 
ogy and  a Fellow  of  the  American  Col- 
lege of  Surgeons.  His  memberships  in- 
cluded the  American  Academy  of 
Ophthalmology  and  Otolaryngology, 
the  Pan  American  Association  of  Oph- 
thalmology, the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Stuart  Kase,  MD,  Massapequa  Park. 
Died  May  6, 1 990;  age  56.  Dr  Kase  was 
a 1 959  graduate  of  the  New  York  Med- 
ical College,  New  York.  He  was  a Dip- 
lomate of  the  American  Board  of  Urol- 
ogy and  a Fellow  of  the  American 
College  of  Surgeons.  His  memberships 
included  the  New  York  State  Urologi- 
cal Society,  the  American  Fertility  So- 
ciety, the  Pan  American  Medical  Asso- 
ciation, the  American  Urological 
Association,  the  Nassau  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Ernest  W.  Kulka,  MD,  New  York.  Died 
April  21,  1990;  age  93.  Dr  Kulka  was  a 
1923  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology, a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists, and  a Fellow  of  the  American 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Abbott  Lippman,  MD,  Brooklyn.  Died 
December  12,  1989;  age  82.  Dr  Lipp- 
man was  a 1933  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a Dip- 
lomate of  the  American  Board  of  Psy- 
chiatry and  Neurology.  He  was  a 
Fellow  of  the  American  College  of  Phy- 
sicians and  a Fellow  of  the  American 
Psychiatric  Association.  His  member- 
ships included  the  American  Psychoan- 
alytic Association,  the  Medical  Society 
of  the  County  of  Kings,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Armond  V.  Mascia,  MD,  Tarrytown. 
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Died  April  28, 1990;  age  69.  Dr  Mascia 
was  a 1945  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a 
Diplomate  of  the  American  Board  of 
Allergy  and  Immunology.  He  was  a 
Fellow  of  the  American  Academy  of 
Pediatrics,  the  American  College  of 
Chest  Physicians,  and  the  American 
College  of  Allergists.  His  memberships 
included  the  American  Academy  of  Al- 
lergy, the  American  Thoracic  Society, 
the  Medical  Society  of  the  County  of 
Westchester,  and  the  Medical  Society 
of  the  State  of  New  York. 

Michael  A.  Muehlbauer,  md,  Rego 
Park.  Died  January  28,  1990;  age  84. 
Dr  Muehlbauer  was  a 1932  graduate  of 
the  Medizinische  Fakultaet  der  Martin 
Luther  Universitaet,  Halle,  Germany. 
He  was  a Fellow  of  the  American  Col- 
lege of  Gastroenterology  and  a Fellow 
of  the  American  College  of  Physicians. 
His  memberships  included  the  New 
York  State  Society  of  Internal  Medi- 
cine, the  New  York  Gastroenterologi- 
cal Society,  the  American  Gastro-En- 
terological  Association,  the  American 
Society  of  Internal  Medicine,  the  Medi- 
cal Society  of  the  County  of  Kings,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Thomas  James  Ravasz,  MD,  Brooklyn. 
Died  May  4,  1990;  age  45.  Dr  Ravasz 
was  a 1971  graduate  of  the  Medical 
College  of  Wisconsin,  Milwaukee.  He 
was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology 
and  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

Hyman  Rappaport,  md.  Flushing.  Died 
April  19,  1990;  age  91.  Dr  Rappaport 
was  a 1923  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Fellow  of 
the  American  Academy  of  Pediatrics. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Endo- 
crine Society,  the  Society  for  Pediatric 
Research,  the  Medical  Society  of  the 
County  of  Queens,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Douglas  H.  Robertson,  MD,  Mount 
Kisco.  Died  April  20,  1990;  age  75.  Dr 
Robertson  was  a 1939  graduate  of  the 
University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  Pennsylvania. 
He  was^a  Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology. 


He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Westchester  and 
the  Medical  Society  of  the  State  of  New 
York. 

Mitchell  I.  Rubin,  MD,  Charleston, 
South  Carolina.  Died  April  11,  1990. 
Dr  Rubin  was  a 1925  graduate  of  the 
Medical  College  of  South  Carolina, 
Charleston.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Erie 
and  the  Medical  Society  of  the  State  of 
New  York. 

Robert  Israel  Rubinstein,  MD,  New 
York.  Died  May  1,  1990;  age  92.  Dr 
Rubinstein  was  a 1928  graduate  of  the 
Yale  University  School  of  Medicine, 
New  Haven,  Connecticut.  His  mem- 
berships included  the  American  Acade- 
my of  Family  Practice,  the  Medical  So- 
ciety of  the  County  of  Kings,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Irving  Arthur  Sarot,  MD,  Westhampton 
Beach.  Died  April  23,  1990;  age  80.  Dr 
Sarot  was  a 1932  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Diplomate  of  the  American  Board  of 
Surgery  and  the  American  Board  of 
Thoracic  Surgery.  He  was  a Fellow  of 
the  American  College  of  Cardiology, 
the  American  College  of  Surgeons,  and 
the  American  College  of  Chest  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
New  York  Society  for  Thoracic  Sur- 
gery, the  Society  of  Thoracic  Surgery, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Earl  Saxe,  MD,  Easton,  Connecticut. 
Died  January  14, 1990;  age  82.  Dr  Saxe 
was  a 1934  graduate  of  the  Jefferson 
Medical  College  of  Thomas  Jefferson 
University,  Philadelphia,  Pennsylvania. 
He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology 
and  a Fellow  of  the  American  College 
of  Physicians.  His  memberships  includ- 
ed the  New  York  Neurological  Society, 
the  American  Psychiatric  Association, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Stephen  J.  Schmeiser,  Jr,  MD,  Massape- 
qua.  Died  April  2,  1990;  age  78.  Dr 
Schmeiser  was  a 1938  graduate  of  the 
Georgetown  University  School  of 
Medicine,  Washington,  DC.  He  was  a 
Diplomate  of  the  American  Board  of 


Family  Practice  and  a Fellow  of  the 
American  Academy  of  Family  Prac- 
tice. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Lewis  F.  Scribner,  Jr,  MD,  Syracuse. 
Died  March  24,  1990;  age  62.  Dr 
Scribner  was  a 1954  graduate  of  the 
Wayne  State  University  School  of 
Medicine,  Detroit,  Michigan.  He  was  a 
Diplomate  of  the  American  Board  of 
Internal  Medicine  and  the  American 
Board  of  Allergy  and  Immunology.  His 
memberships  included  the  New  York 
State  Society  of  Internal  Medicine,  the 
American  Academy  of  Allergy,  the  On- 
ondaga County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Max  Leon  Som,  MD,  New  York.  Died 
April  24,  1990;  age  86.  Dr  Som  was  a 
1930  graduate  of  the  New  York  Uni- 
versity School  of  Medicine,  New  York. 
He  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a Fellow 
of  the  American  College  of  Surgeons. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Academy  of  Otolaryngology,  the 
American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  the  Amer- 
ican Laryngological  Association,  the 
American  Society  of  Head  and  Neck 
Surgery,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Janies  Michael  Sonsire,  MD,  Elmira. 
Died  April  29, 1 990;  age  5 1 . Dr  Sonsire 
was  a 1965  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Diplo- 
mate of  the  American  Board  of  Plastic 
Surgery  and  a Diplomate  of  the  Ameri- 
can Board  of  Surgery.  He  was  a Fellow 
of  the  American  College  of  Surgeons. 
His  memberships  included  the  Ameri- 
can Burn  Association,  the  American 
Society  of  Plastic  and  Reconstructive 
Surgery,  the  American  Trauma  Soci- 
ety, the  American  Society  for  Surgery 
of  the  Hand,  the  Medical  Society  of  the 
County  of  Chemung,  and  the  Medical 
Society  of  the  State  of  New  York. 

Max  Charles  Straitiff,  MD,  Orchard 
Park.  Died  March  29,  1990;  age  80.  Dr 
Straitiff  was  a 1940  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  His  mem- 
berships included  the  New  York  Acad- 
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emy  of  Medicine,  the  Medical  Society 
of  the  County  of  Erie,  and  the  Medical 
Society  of  the  State  of  New  York. 

Allen  Donald  Tanney,  MD,  New  York. 
Died  April  9,  1990;  age  79.  Dr  Tanney 
was  a 1939  graduate  of  the  Loyola  Uni- 
versity Stritch  School  of  Medicine, 
Maywood,  Illinois.  He  was  a Diplomate 
of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Cardiology.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  New  York  Cardiologi- 
cal Society,  the  New  York  State  Soci- 
ety of  Internal  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Henry  Vinicor,  MD,  Norwood.  Died 
May  1 9, 1 990;  age  8 1 . Dr  Vinicor  was  a 
1933  graduate  of  the  New  York  Uni- 
versity School  of  Medicine,  New  York. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  St  Lawrence  and 
the  Medical  Society  of  the  State  of  New 
York. 

Rita  G.  Wallsh,  MD,  New  York.  Died 
March  28, 1990;  age  57.  Dr  Wallsh  was 
a 1964  graduate  of  the  New  York  Uni- 


versity School  of  Medicine,  New  York. 
She  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Robert  G.  Wilson,  MD,  Edisto  Island, 
South  Carolina.  Died  March  18,  1990; 
age  98.  Dr  Wilson  was  a 1919  graduate 
of  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia, 
Pennsylvania.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Gene- 
see and  the  Medical  Society  of  the  State 
of  New  York. 

Nahum  J.  Winer,  MD,  New  York.  Died 
May  24,  1990;  age  83.  Dr  Winer  was  a 
1936  graduate  of  the  State  University 
of  New  York  Health  Science  Center  at 
Brooklyn.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
He  was  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a Fellow  of  the 
American  College  of  Cardiology.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
Cardiological  Society,  the  American 
Society  of  Clinical  Pathologists,  the 
Pan  American  Medical  Association, 
the  International  Society  of  Internal 
Medicine,  the  New  York  County  Medi- 


cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Morris  J.  Wolf,  MD,  New  York.  Died 
February  4,  1990;  age  84.  Dr  Wolf  was 
a 1931  graduate  of  the  Columbia  Uni- 
versity College  of  Physicians  and  Sur- 
geons, New  York.  He  was  a Diplomate 
of  the  American  Board  of  Internal 
Medicine.  He  was  a member  of  the 
New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Alfonso  Yamin,  MD,  Yonkers.  Died 
May  7,  1990;  age  59.  Dr  Yamin  was  a 
1955  graduate  of  the  Facultad  de  Me- 
dicina  de  la  Universidad  de  Santo  Do- 
mingo, Ciudad  Trujillo,  Dominican  Re- 
public. He  was  a member  of  the  Bronx 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

George  Eayres  York,  MD,  Schenectady. 
Died  April  23,  1990;  age  70.  Dr  York 
was  a 1947  graduate  of  the  Albany 
Medical  College  of  Union  University, 
Albany.  He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Schenecta- 
dy and  the  Medical  Society  of  the  State 
of  New  York. 


Lynn  R.  Callin,  MD 
1908-1990 

Lynn  R.  Callin,  MD,  of  Rochester,  NY,  and  Fort  Myers,  Florida,  died  on  June  8,  1990.  Dr  Callin 
served  with  distinction  as  president  of  the  Medical  Society  of  the  State  of  New  York  (MSSNY)  from 
1974  to  1975.  He  had  long  been  a supporter  and  tireless  worker  for  organized  medicine  in  New  York, 
and  served  as  a MSSNY  councilor  from  1969  to  1973,  as  a delegate  to  the  MSSNY  from  1967  to  1973, 
and  as  a delegate  to  the  American  Medical  Association  for  many  years. 

Dr  Callin  also  served  as  Clinical  Associate  Professor  of  Orthopedic  Surgery  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry  and  was  formerly  chief  of  the  Orthopedic  Department  of 
Rochester  General  Hospital.  He  had  been  an  active  member  of  the  Rochester  Regional  Health  and 
Hospital  Council  and  Advisor  to  the  Regional  Medical  Program. 

Dr  Callin  is  survived  by  his  wife,  Edith  Callin,  and  three  children,  Rachel  C.  Spieler,  Susan  L.  Callin, 
and  Randall  G.  Callin.  A memorial  service  for  Dr  Callin  was  held  on  June  1 2 at  the  Asbury  First  United 
Methodist  Church  in  Rochester,  New  York. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal'?, 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  lower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor.. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith^  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  Stale  J Med  1983;  83:925-927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  12.  Philadel- 
phia, WB  Saunders  Co,  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  11042. 
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The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
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northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 
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responsive  service  to  our  clients. 
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YOCON* 

YOHIMBINE  HCI 


Oescriptiofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  ^ects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  > is  indicated  as  a sympathicolytic  and  mydnatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,-  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniim:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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SOUTH  CAROLINA 

Sept  8-11.  The  Hilton  Head  Addictions 
Conference.  Westin  Resort,  Hilton 
Head  Island.  Contact:  Virginia  Biegun, 
Coordinator,  Community  and  Profes- 
sional Services,  The  Oxford  Institute 
Network  of  Care,  825  West  Drahner 
Rd,  PO  Box  429,  Oxford,  MI  48051. 
Tel:  (313)  628-0500. 


AROUND  THE  WORLD 

AUSTRIA 

Sept  12-15.  Musculoskeletal  Disor- 
ders. 27  Cat  I Credits.  Salzburg  Con- 
vention Center,  Salzburg.  Contact: 
Dawne  Ryals,  Ryals  & Associates,  PO 
Box  1925,  Roswell,  GA  30077.  Tel: 
(404)  641-9773. 

BRAZIL 

Sept  18-21.  IV  International  Confer- 
ence on  Pediatric  Pathology.  Sheraton 
Rio  Hotel  & Towers,  Rio  de  Janeiro. 
Contact:  Congregare  Marketing  de 
Conferencias,  Av.  Rio  Branco,  185 
Suite  912,  20040  Rio  de  Janeiro,  Bra- 
zil. Tel:  (021)  240-9313. 

CANADA 

Sept  10-14.  Tenth  Annual  Postgradu- 
ate Course — Uroradiology  ‘90. 19  Cat  I 
Credits.  Westin  Bayshore  Hotel,  Van- 
couver, British  Columbia.  Contact: 
Dawne  Ryals,  Ryals  & Associates,  PO 
Box  1925,  Roswell,  GA  30077-1925. 
Tel:  (404)  641-9773. 

GERMANY 

Sept  2-9.  Hands-on  Workshop  of  Phle- 
bology  and  Sclerotherapy.  Germany 
and  Switzerland.  Contact:  Anton  Bu- 
tie,  MD,  101  South  Rancho  Santa  Fe 
Rd,  #302,  Encinitas,  CA  92024.  Tel: 
(619)  942-8986. 

HUNGARY 

Sept  5-8.  3rd  International  Symposium 
on  Anesthesia  for  Cardiac  Patients.  Bu- 
dapest Hilton.  Contact:  George  Silvay, 
MD,  PhD,  Department  of  Anesthesiolo- 
gy, Box  1010,  Mount  Sinai  School  of 
Medicine,  1 Gustave  L.  Levy  Place, 
New  York,  NY  10029.  Tel:  (212)  241- 
7467.  □ 
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The  Johns  Hopkins  University  School  of  Medicine  - Department  of  Emergency  Medicine 

presents 

Third  flnnuol  Written  Boords  in  emergency  Medicine:  A Comprehensive  Review 

October  27  - November  2,  1990  — Baltimore,  Maryland 

This  seven  day  program  is  designed  to  provide  a comprebensive  review  of  the  fund  of  knowledge  necessary  to  enable  successful  completion  of  the  certification  examinations  offered  by  the 
American  Board  of  Emergency  Medicine  (ABEM).  The  official  complete  schedule  of  examination  dates  is  available  from  the  ABEH.  Candidates  for  whom  this  course  may  be  most  helpful  are  those  schedul- 
ed for;  written  recertification  examination  on  Plovember  4. 1990,  written  initial  certifying  examination  on  Movember  5.  1990,  or  the  oral  initial  certifying  examination  on  January  27-30, 1991.  This 
course  is  recommended  for  both  the  established  physician-in-practice  and  the  physician  who  has  recently  completed  residency  training.  It  is  anticipated  that  course  participants  will  be  near  completion 
of  a self-directed  plan  of  study.  Some  written  board  candidates  have  chosen  to  begin  their  plan  of  study  a year  in  advance  by  taking  this  course,  others  appreciate  a structured  and  systematic  review 
Just  days  prior  to  tbe  written  certifying  exam. 

Our  curriculum  is  designed  based  primarily  on  the  core  content'  in  Emergency  Medicine  which  was  developed  Jointly  by  the  American  Board  of  Emergency  Medicine  and  the  American  College  of 
Emergency  Physicians.  Allocation  of  lecture  time  for  specific  areas  has  been  determined  by  the  relative  weight  of  content  areas  as  delineated  by  the  ABEM  for  examination  purposes.  The  program 
objectives  are  to  enable  registrants  to:  review  and  reinforce  the  organization  and  comprehension  of  tbe  essentials  of  the  core  curriculum  in  Emergency  Medicine,  refine  test  taking  skills, 
gain  the  psychological  edge  to  be  at  your  peak  performance  on  the  examination  day.  and  enhance  your  clinical  skills  for  improved  patient  care. 

The  response  to  our  course  offering  in  the  past  has  been  most  gratifying.  We  have  listened  to  the  feedback  provided  by  prior  registrants  and  course  faculty  and  this  led  to  several  new  features.  This  year  we  will  include  a formal  didactic 
session  on  preparation  for  the  oral  exam.  Additionally  elective  opportunity  for  private  oral  board  preparatory  tutorials  and  small  group  oral  board  simulation  will  be  available  during  the  program.  The  underlying  philosophy  of  our 
program  is  unchanged  and  our  primary  focus  will  remain  the  written  board  exam  candidate.  There  are  many  resources  from  which  to  learn  the  information  suggested  by  the  core  content  curriculum.  Among  them  are  Rosen  s Textbook  of 
Emergency  Medicine,  the  ATLS/ACL5  manuais  and  numerous  other  texts  monographs  and  Journais.  This  year  we  have  chosen  to  present  the  core  content  information  in  a format  that  correlates  organizationally  with  the  text  Emergency 
Medicine:  A Comprehensive  Study  Guide  - American  College  of  Emergency  Physicians,  edited  by  Tintinalli,  Krome  and  Ruiz.  Finally,  we  have  added  a three  component  special  session  which  will  provide  practical  suggestions  and  strategies 
on  bow  to  achieve  optimal  performance  on  your  examiBation  day. 

A variety  of  instructional  formats  are  utilized  which  will  allow  each  registrant  to  gain  the  most  from  this  program.  Formal  lectures  a comprehensive  'syllabook'  (which  is  mailed  to  you  in  advance),  a total  of  over  1000  single  answer 
multiple  choice  "pretests  questions"  for  self  assessment  purposes  administered  prior  to  each  half  day  lecture  session,  self  teaching  laboratory  which  is  open  14  hours  daily  faculty  panel  question/answer  discussions  following  each 
half  day  session,  x-ray  view  box  displays.  PEER  IV  review  sessions,  and  elective  oral  board  practice/  tutorial  sessions  will  be  available  for  enhancement  of  your  preparation. 

The  teaching  faculty  consists  exclusively  of  emergency  medicine  physicians  who  have  taken  the  written  board  and  are  noted  for  their  interest  and  expertise  in  teaching.  We  are  fortunate  to  have  retained  almost  all  of  the  best  received  1989 
faculty  and  several  outstanding  additional  faculty  members  from  community  practices,  academic  institutions  throughout  the  country  and  the  Johns  hopkins  Medical  Institutions. 


Registration  will  be  limited.  Plan  now  to  Join  us  in  the  fall. 


James  L Baker,  MD  MPH.  FACEP 
Edward  Balgiano.  MD.  FACEP 
Robert  A.  Barish,  MD.  FACEP 
Georges  C.  Benjamin.  MD,  FACEP,  FACP 
Edmund  Bolton,  MD,  FACEP 

Louise  Andrew,  MD,  FACEP 
Timothy  Buchman,  MD,  PhD 
Julie  Casani,  MD,  MPH,  FACEP 


Brian  Browne,  MD,  FACEP 
Dominick  Catalano,  MD.  FACEP 
Richard  Ediich,  MD,  PhD 
Randy  S.  Ellis.  MD,  FACEP 
Beverly  Fauman,  MD,  FACEP 

William  Fabbri,  MD.  FACEP 
Gabor  Kelen,  MD,  FRCP(C),  FACEP 


GUEST  FACULTY 

Charles  A,  Garfield,  PhD. 

Keith  T.  Ghezzi,  MD 
Georgina  Groleau,  MD,  FACEP 
Edith  L Hambrick,  MD,  FACEP 
Martin  C,  Heilman,  MD,  FACEP.  FAAP 

JOHNS  HOPKINS  FACULTY 

Horace  K.  Liang.  MA,  MD,  FACEP 
Christopher  Morrow,  MD,  FACEP 


Robert  Hoffman,  MD 
Ronald  L.  Krome,  MD 
Robert  L.  Levine,  MD 
Jonathan  Olshaker  MD  FACEP 
Joseph  Ornato,  MD.  FACC 

Kathryn  A.  Reihard  MD 
J,  Andrew  Sumner,  MD,  FACEP 


Thomas  Pellegrino.  MD 
Carol  5.  Rivers,  MD.  FACEP 
Daniel  T.  Schelble,  MD,  FACEP 
Mark  Smith,  MD,  FACEP 
J.  Stephan  Stapezynski,  MD,  FACEP 

John  Wogan,  MD,  FACEP 
Thomas  KIrsch,  MD,  MPH 


Keith  T.  Sivertson,  MD,  FACEP 
Director,  Department  of 
Emergency  Medicine 


Carol  Jack  Scott,  MD,  MSEd.  FACEP 
Program  Director 


For  Further  Program  Information:  Office  of  Continuing  Education,  The  Johns  Hopkins  Medical  Institutions,  Turner  20, 720  Rutland  Avenue.  Baltimore,  Maryland  21205-2195,  (301)  955-2959 
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SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


EmGare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice— Internal  Medicine  — Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for  Service  Income  Potential 
Professional  Liability  Insurance  — Excellent  Health, 

Life  and  Disability  Insurance  for  Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W Farmer  Catherine  M.  Dawson 

Director  Assistant  Director 

1-800-527-2145 

EGSI  • 1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 214/761-9200 


The  Sharps 
Disposal  System 

Safe,  cost-effective  disposal  of 
infectious  waste.  Sizes  ranging 
from  1.4  quarts  to  4 gallons.  Red 
polypropylene  with  clear  slide 
cover.  Meets  OSHA,  state  and 
city  requirements. 


Approved  by  U.  S.  Postal  Service,  postage 
pre-paid  and  pre-addressed.  Order  by 
phone,  payment  by  VISA  or  Mastercard. 

Sharps  Disposal  Inc.,  145  West  4500 
South,  Murray,  UT  84107.  To  order, 
1-800-366-7427. 
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Classified  Advertising 

New  York  State  Journal  of  Medicine 


GENERAL  INEORMATION 

All  classified  advertisements  are  payable  in  ad- 
vance, except  for  government  agencies  and  adver- 
tising agencies;  a 15%  commission  to  recognized 
advertising  agencies. 


Frequency:  Monthly 

Mailing  date:  7th  of  the  month 

Closing  date:  30  days  before  mailing  date 


Circulation:  28,000  (mainly  physicians  & medical  libraries) 

DISPLAY  ADVERTISING 


1 time 

6 time 

12  time 

Width 

Depth 

1 /4-page 

$650 

$600 

$550 

3-1/2" 

X 

4-7/8' 

1 /6-page 

325 

300 

275 

2-1/8" 

X 

4-7/8' 

1 /8-page 

300 

275 

250 

3-1/2" 

X 

2-3/8' 

1 /16-page 

180 

165 

150 

3-1/2" 

X 

1-1/8' 

1/ 18-page 

150 

135 

125 

2-1/8" 

X 

1-1/2' 

PARAGRAPH  ADVERTISING 

The  first  several  words  are  set  in  bold  face  caps. 
Rates:  $50.00  per  insertion  for  50  words  or  less; 
additional  words  are  50  cents  each.  On  request, 
Dept,  numbers  will  be  assigned  by  the  Journal  for 
replies  to  be  forwarded  to  the  advertiser.  Dept, 
numbers  are  75  cents  per  insertion.  There  is  no  fre- 
quency discount  for  paragraph  ads. 


Counting  Words:  Two  initials,  each  abbreviation, 
figures  consisting  of  5 numerals  or  less,  are  count- 
ed as  separate  words.  For  replies,  your  name  and 
address,  or  telephone  number  should  appear  at  the 
end  of  the  ad  and  be  counted  in  the  total  number  of 
words. 


For  further  information,  please  call  the  Advertising  Department  at  516-488-6100. 


CLASSIEIED  ADVERTISING  ORDER  EORM 

New  York  State  Journal  of  Medicine  Date 

Attn;  Classified  Advertising 
420  Lakeville  Rd.,  P.O.  Box  5404 
Lake  Success,  N.Y.  1 1042 

Name Payment  enelosed:  $_ 

Address Number  of  Insertions: 

City/State/Zip Assign  Dept.  Number; 

Please  make  check  payable  to  New  York  State  Journal  of  Medicine. 
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WHY  ARE  SOME  PHYSICIANS 
SO  MUCH  MORE  SUCCESSFUL 
THAN  OTHERS? 

Is  it  their  talent?  The  right  specialty? 

Being  in  the  right  place  at  the  right  time?  Maybe. 
But  for  many,  it’s  something  else. 


Something  so  simple,  it’s  otten 
overlooked,  if  there’s  one  thing  that  dis- 
tinguishes most  successful  physicians 
from  their  equally  talented  colleagues  it’s 
that  they  are  simply  better  known.  Maybe 
it  was  through  natural  charisma.  Or  in- 
stinctive promotional  talent.  (Whatever  it 
was,  it’s  helped  many  doctors  with  average 
skills  build  far- above-average  practices!) 


The  end  of  an  unfair  advantage. 

Until  now,  physicians  like  these  enjoyed  an 
unfair  advantage.  There  was  simply  no 
practical,  economical,  professional,  taste- 
ful and  ethical  way  for  their  colleagues  to 
compete. 

That’s  why  we  created  the  Physician’s 
Self-Marketing  System™.  It’s  a compre- 
hensive, inexpensive,  easy-to-use  pro- 
gram that  can  help  every  physician  achieve 
the  recognition  he  or  she  deserves  at  their 
own  pace  and  comfort  level. 

Developed  by  a team  of  award- 
winning advertising  and  public  relations 
professionals  with  years  of  major-agency 
experience,  it  uses  strategies  and  tech- 
niques we’ve  employed  with  extraordinary 
success  for  individuals  and  organizations 
of  all  sizes.  From  new-business  start-ups 
to  Fortune-500s. 


You  don’t  have  to  know  anything 
about  public  relations  or  advertis- 
ing to  use  it  effectively.  The  Physi- 
cian’s Self-Marketing  System  is  so 
complete,  it  contains  just  about  all  you 
need  to  know  in  advertising,  public  rela- 
tions, promotion— plus  prepared  PR 
releases,  advertisements  and  radio  copy 
you  can  use  instantly. 

You  don’t  even  have  to  do  it  yourself 
(your  secretary  can  do  much  of  it).  And  it 
can  be  done  inexpensively. 


A sample  of  what  you’ll  learn: 

■ How  to  incease  your  practice  without 
spending  a cent  in  advertising. 

■ The  2-minute  phone  call  that  draws 
new  patients  like  a magnet.  (You  don’t  even 
have  to  pick  up  the  phone.) 

■ Over  a dozen  prepared  ads  and  PR 
releases  you  can  use  today  (alone  worth 
several  thousand  dollars). 

■ How  to  get  free  radio  and  television 
coverage  to  become  better  known. 

■ Five  words  that  can  save  you  up  to 
20  % , 33  % (or  more)  on  newspaper,  radio, 
TV  and  magazine  advertising. 

■ Thirteen  costly  mistakes  most  doc- 
tors make  in  promoting  themselves. 

■ Six  inexpensive  ways  to  multiply  the 
results  of  every  advertising  dollar  you 
spend. 


The  price  of  greater  success  is  tar 
I ess  th  a n you  th  i n k.  If  you’ve  read  this 
far,  you  understand  that  no  matter  how 
good  your  medical  skills,  without  proper 
promotion  you  may  never  realize  your  full 
potential.  But  what  about  cost? 

Hire  a qualified  agency,  and  you’ll 
likely  spend  many  thousands  of  dollars 
(and  wait  weeks)  before  they  run  a single 
ad  or  place  a single  PR  release. 

Instead,  for  a tax  deductible*  limited- 
time introductory  price  of  $300,  including 
shipping,  you  can  purchase  the  Physician’s 
Self-Marketing  System.  Complete  and 
ready  to  use,  with  a 30-day  money-back 
guarantee'^. 

Think  about  it:  If  a patient  had  a spe- 
cial problem,  you’d  get  an  expert  consult 
without  a second  thought.  Do  you  owe 
your  future  anything  less? 


I”  THE  PHYSICIAN^S  SELF-MARKETING  SYSTEM^""^ 
I Self-Marketing  Systems,  Inc. 

I 400  East  52nd  Street,  Suite  9K,  New  York,  NY  10022  (212)  935-2470 

An  Affiliate  of  The  Southgate  Group  Inc. 


Name . 


Address 


Apt. 


.Zip. 


Please  send  me 


copies  of  the 


Physician’s  Self-Marketing  System,  shipping 
prepaid . I’ve  enclosed  a check  or  money  order  for 
the  amount  indicated  below,  flf  dissatisfied  for 
any  reason,  I’ll  return  all  materials  to  you  in  good 
condition,  shipping  and  insurance  prepaid,  no 
later  than  30  days  from  date  of  receipt,  for  a full 
refund . Allow  4-6  weeks  for  delivery.  jny/s 

(No.) copies  X $300.00  = $ . 


N.Y.  residents  please  add 

$24.75  sales  tax  ea.  copy  = $ 

Total  enclosed  = $ 

©1990.  Self-Marketing  Systems,  Inc.  *See  your  financial  adviser 
for  a determination.  tSee  text  above  for  money-back  guarantee 
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AMA  FAMILY  OF  FUNDS,  INC. 


A diversified  selection  of  mutual  funds 
to  suit  yoiu  investment  needs: 


Growth 

Classic  Growth 
Global  Growth 
Growth  Plus 
Income 


Income 

U.S.  Government 
Income  Plus 
Global  Income 
Global  Short  Term 


Money  Market 
Prime 
Treasury 
Tax-Free 


SPECIAL  OFFER: 

Unsure  as  to  which  products  are  for  you?  Call  to  speak  with 
one  of  our  Financial  Counselors  or  to  obtain  our  Free 
Investment  Focus  brochure  - a step-by-step  guide  to  assist 
you  in  selecting  the  investment  products  that  match  your 
objectives. 

To  obtain  a free  prospectus  containing  more  complete  information  indudine  charges  and  ew 
write  AMA  Family  of  Futtds,  inc..  Box  641910,  Chicago,  IL  60664-1910.  Read  the  prospectus  1 


* Professional  Management 
■*  Low  Minimum  Investment 

* Free  Exchange  Privileges 

* No-fee  Retirement  Plans 

* No-fee  IRAS 

* Free  checkwriting  (money 
market  funds  only) 

* Automatic  Investing  Plans 

* Financial  Planning  Seminars 

enses,  call  our  toll-free  number  or 
rfore  you  invest  or  serui  money. 
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523-0864 


PRACTICES  AVAILABLE 


FOR  SALE — Established  Internal  Medicine/Car- 
diology Practice — fully  equipped — retiring — 
wiliing  to  introduce — P.O.  Box  54-6506,  Miami 
Beach,  FL  33254-6506. 


FAMILY  PRACTICE  FOR  SALE— Active  and  long 
established.  Central  Bronx/Grand  Concourse 
location.  Large  patient  base.  1300  square 
foot  office.  Doctor  retiring — will  stay  to  trans- 
fer. Priced  to  sell.  For  additional  details,  call 
Countrywide,  Inc.  (212)  686-7902. 


EQUIPMENT 


FOR  SALE:  Arterial  Blood  Gas  Analyser  Radiom- 
eter 330  ABL.  8 months  old.  barely  used  in 
factory-fresh  running  condition.  Asking 
$15,000.00.  Call  for  information,  609-985- 
1715. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  for  sale.  (516)  868-4070. 

OFFICE  TO  SUBLET:  Just  over  Westchester  bor- 
der, lower  malpractice:  1200  sq.  ft.,  in  profes- 
sional bldg.  Ready  to  occupy.  Call  (9 1 4)  528- 
6200  to  inquire.  Available  August  1,  1990. 

AVAILABLE  FOR  RENT,  West  95th  Street,  high 
rise  building,  main  floor,  private  entrance,  fur- 
nished, two  leaded  x-ray  rooms/air  condition- 
ed, two  bathrooms,  low  rent,  900  sq.  feet,  rent 
controlled.  Call  (212)  663-0600. 

MEDICAL  OFFICES  FOR  LEASE,  Suffolk  County 
at  L.I.E.  exit  61.  Ideal  exclusives  available  for 
Pediatrician,  Family  Medicine,  Oral  Surgeon, 
Orthodontist,  Gynecologist,  Obstetrician,  Chi- 
ropractor, and  others.  Holbrook  Medical  Cen- 
ter, well  established  16  suite  Medical  Center. 
Various  size  suites  available  from  550  sq.  ft.  to 
2,000  sq.  ft.  Immediate  or  future  occupancy. 
Owner,  (516)  585-5946,  evenings  265-6576. 

COOPERSTOWN,  N.Y.— BY  OWNER.  New  luxu- 
ry construction  overlooking  Otsego  Lake.  10 
mins,  from  Bassett  Hospital.  Superb  country 
home  designed  for  elegant  living  and  entertain- 
ing. 1600  sq.  ft.  of  year  round,  maintenance 
free  living.  40  ft.  viewing  deck  and  many  cus- 
tom features.  Retirement  and  investment  po- 
tential at  $235,000.  (607)  293-7350  or  (516) 
732-2486. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


JAMAICA  HILLS— Medical  Rental.  1 100  Sq.  Ft. 
Prime  Space.  Ideal  for  one  or  more  doctors. 
Walk  to  major  train  & bus  routes.  $1900/ 
monthly — Call  Peter  Century  21  Elms  (718) 
271-9800. 


FOR  SALE — Sprawling  hilltop  Ranch  located  in 
Dix  Hills  New  York  area.  Half  Hallow  Hills 
school  district,  4 bedrooms,  2'k  baths,  full 
basement,  formal  dining  room,  eat-in  kitchen, 
central  air,  security  system,  1 acre  property 
country  club  backyard,  inground  heated  pool, 
quiet  street,  low  taxes,  mint  condition.  Eve: 
516-667-3046,  day:  718-657-2800.  Price 

$369,000.00. 


EAST  NORTHPORT  LONG  ISLAND  COME  GROW 
WITH  US — Available  immediately,  complete 
physicians  suite.  900  Square  feet,  first  floor, 
handicapped  accessible.  3 examining  rooms. 
Ample  off  street  parking.  Established  as  a doc- 
tor's office  for  30  years.  $1,500  month  in- 
cludes central  air  and  heat.  1/2  commission. 
North  Country  Associates  516-754-1177. 


PROFESSIONAL  OFFICE  FOR  SUBLEASE,  Prime 
Location.  Luxurious  spacious  and  fully 
equipped  office  in  new  professional  building, 
suitable  for  medical  or  surgical  specialist.  Lo- 
cated in  Cedarhurst,  New  York,  one  of  the  pres- 
tigious Five  Towns  of  Long  Island’s  South 
Shore.  Contact  Office  Manager  at  (718)  327- 
4020. 
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PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 


MEDICAL  WASTE  DISPOSAL  HEADACHES? 
WE’RE  REDI  TO  HELP!  Tired  of  spending  a 
fortune  just  to  have  someone  dispose  of  your 
medical  waste?  Well,  here's  the  solution. 
REDI  (Red  Environmental  Disposal,  Inc.)  pro- 
vides you  with  complete,  convenient  disposal 
service  you  can  depend  on  for  less.  And  we  do 
it  all  for  you — package,  label,  document,  trans- 
port and  incinerate.  All  you  have  to  do  is  pick 
up  the  phone!  Serving  NYC,  Nassau  and  Suf- 
folk. Call  today  for  more  information  or  free 
consultation  (516)  294-REDI. 


TAX  SPECIALIST — CPA/Tax  attorney  experi- 
enced in  medical  practices  provides  personal- 
ized service  and  fast  turnaround.  We  can  han- 
dle your  needs  for  accounting  systems,  income 
tax  planning  and  preparation,  pensions,  estate 
planning,  IRS  representation,  corporate  and 
partnership  formation,  buy-in  and  buy-out 
agreements  and  valuations.  Stuart  Rosen- 
blum,  CPA,  JD,  LLM,  488  Madison  Avenue, 
New  York,  New  York  10022.  Call  (212)  826- 
4000.  We  listen. 


SHAPIRO  & BYRNE,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  55  Mineola  Blvd.,  Mineola,  N.Y. 
(212)  514-5755,  (516)  877-1055. 


PORTABLE  RADIOLOGY  SERVICE;  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
+ m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


BILL  OF  HEALTH  SERVICES.  Full-service 
patient  billing  and/or  insurance  processing, 
with  follow-up.  Includes  second  and  third  carri- 
ers. Eliminates  paperwork.  Speeds  Medicare 
and  Medicaid  reimbursement.  Typically,  check 
in  your  hand  within  ten  days.  No  hardware  or 
software  investment.  No  staff  to  train.  Call  Bill 
of  Health  Services,  Inc.  (914)  623-0022. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  healfh  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum.  Esq.,  3 
Barker  Avenue.  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief.  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661  -8070. 

PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rafe.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 

WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 


WANTED: 

Speci^d  People 

We’re  looking  for  men  and  women  interested  in  going  places  in 
a part-time  career  with  full-time  challenges.  You’ll  earn  an 
extra  income  while  you  gain  valuable  training  and  leadership 
experience  that  can  be  a big  help  to  you  in  civilian  life.  Contact 
your  local  Air  Force  Reserve  Recruiter. 

NEEDED  NOW! 

Medical  Tech  Aeromedical  Tech 
Plus  Many  More  Exciting  Jobs 


Call:  (718)745-6270 

Or  Fill  Out  Coupon  and  Mail  Today! 

To:  USAFR  Recruiting  Office 

9807  4th  Avenue 

Brooklyn,  NY  1 1 209 
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TheAMA 

thanks 

our  members. 


The  American  Medical  Association 
achieved  major  \ictories  during 
the  100th  Congress,  and  we  have 
only  our  members  to  thank.  Vi'ith 
their  help,  the  AMA  achieved 
\ictories  for  all  physicians. 

- Defeated  mandatory  Medicare 
assignment  three  times  in  the 
House  VC'ays  and  Means  Committee; 

- Effectiveh’  influenced  the  passage 
of  major  AIDS  legi.slation; 

- Successfulh'  urged  HCFA  to  re\ise 
instructions  to  Medicare  carriers 
on  implementing  “medically 
unnecessary  .services"  authority. 


Thank  \ou,  AMA  members,  for  these 
and  other  achievements.  VC’e  trust 
we’ve  earned  \'our  continued  support. 


If  you  aren’t  an  AMA  member,  join  us 
now.  There’s  much  more  to  be  done 
. . . and  with  your  help, 
no  limit  to  what  we  can 
accomplish.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1452. 
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Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800338-1833. 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes—with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State's  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 

EXPERT  PERSONALIZED  MEDICAL  BILLING 
AND  COLLECTIONS.  Knowledgeable  in  all 
third  party  carriers  including  Medicare,  Medic- 
aid, workers  compensation,  and  no  fault.  Sec- 
ondary insurance  billing  and  follow  up  included. 
Special  billing  projects  and  consultation  avail- 
able. Reasonable  rates.  Contact  Robert 
Topscher,  C.P.B.,  P.C.  Box  11245,  Haup- 
pauge,  N.Y.  1 1788  (516)  436-7776. 
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AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  11021 
(516)  773-3322. 
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. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN ' * * 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


* (hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


V / Tablet  for  tablet , 
the  most  potent  analgesic  you  can  phone  in 

nighttime,  weekends.,  ^ -f 


••(hydrocodone  bitartrate  5 mg  (Warning;  May  be  habit  forming]  and  acetaminophen  500  mg) 

1.  Data  on  fHe.  Knoll  Pharmaceuticals  ‘ 

2.  Standard  industry  new  prescription  audit  . .’ii'  *- 

Please  see  adjacent  page  for  brief  summary  of  prescribing  informatton. 
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ana  oceiaminopnen  auu  mgj 

"vicodin^ 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS: 

Allergic-Type  Reactions : VICODINWICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 
Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS: 

Special  Risk  Patients:  VICODINATICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison’s  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effea  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  nsk  to  the 
fetus 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalMsic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochlonde  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include;  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne- Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Family  Practice— Internal  Medicine  — Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 
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PHYSICIANS  WANTED 


NEUROLOGY  RESIDENCY  POSITION.  A PGY2 
residency  position  for  Juiy,  1990  has  recentiy 
become  avaiiabie  at  the  University  of  Massa- 
chusetts and  affiliates  hospitais  Neuroiogy  pro- 
gram, due  to  a change  in  career  pians  after  the 
residency  match.  The  program  combines  Ciini- 
cal  Neuroiogy  training  at  a university  hospitai 
and  two  established  community  hospitals  with 
rotations  in  Pediatric  Neuroiogy,  Neuropatho- 
iogy.  Neurodiagnostic  procedures  and  aiterna- 
tive  electives.  The  facuity  includes  17  full  time 
Neurologists;  teaching  is  extensive,  and  re- 
search opportunities  are  available.  The  Univer- 
sity of  Massachusetts  Medical  Center  is  in 
Worcester,  Massachusetts.  Prerequisites:  PCI 
training.  Medical  school  graduation.  To  apply, 
contact  David  A.  Drachmae,  MD,  Chairman, 
Department  of  Neurology,  University  of  Massa- 
chusetts Medical  Center,  55  Lake  Avenue 
North,  Worcester,  Mass.  01655.  (508)  856- 
3081.  An  Equal  Opportunity /Affirmative  Ac- 
tion Employer. 

AIM  HIGH — Today’s  Air  Force  has  special  oppor- 
tunities for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical  excel- 
lence as  well  as  enjoy  30  days  vacation  with  pay 
per  year  and  a non-contributing  retirement  plan 
if  you  qualify.  Discover  how  special  an  Air 
Force  physician  can  be.  Call:  USAF  HEALTH 
PROFESSIONS  1-800-423-USAF  AIR  FORCE. 

WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact:  Karen 
Remai,  Emergency  Consultants.  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
malpractice  insurance.  Benefit  package  avail- 
able to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  T raverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


PHYSICIANS  WANTED— CONT’D 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Karen 

Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

OHIO  (Northeast  and  Central  Locations):  Full- 

time opportunities  for  career  oriented  Emergen- 
cy Department  physicians.  Directorships  avail- 
able. Attractive,  moderate  volume  facilities. 
Competitive  hourly  rates,  malpractice  insurance 
and  flexible  scheduling.  Benefit  package  avail- 
able to  full-time  physicians.  For  more  informa- 
tion contact:  Emergency  Consultants,  Inc., 

2240  South  Airport  Road,  Room  42,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 

BEAVER,  PENNSYLVANIA.  Seeking  director,  as- 
sistant director,  full-time  and  part-time  emergen- 
cy physicians  for  475  bed  Level  II  facility.  Dou- 
ble and  triple  coverage  provided  during  peak 
periods.  Outstanding  compensation  and  paid 
malpractice  insurance.  Benefits  available  to 
full-time  staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684;  1- 
800-253-1795  or  in  Michigan  1-800-632-3496. 

NEW  YORK:  Finger  Lake  Region — Seeking  Di- 
rector and  full-time  emergency  department 
physicians.  Excellent  compensation,  paid  mal- 
practice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

GYNECOLOGIST  wishing  to  slow  down  and  asso- 
ciate with  older  gynecologist.  No  abortions  or 
obstetrics.  Guaranteed  income.  Controlled 
busy  gynecological  practice  with  exchange 
time  off.  Surgery  optional.  Watertown,  NY, 
Credentials  and  qualifications  necessary.  Re- 
ply Dept.  496  c/o  NYSJM. 
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MEETINGS  AND 
LECTURES 

The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


OCTOBER  1990 


AROUND  THE  STATE 


BRONX 

Oct  31 . A Halloween  Walk  Down  Ceme- 
tery Lane:  Historic  Review  of  Celebrity 
Deaths  in  New  York.  Lehman  College 
campus.  Contact:  Mark  L.  Taff,  MD, 
President,  New  York  Society  of  Foren- 
sic Sciences,  511  Hempstead  Ave,  Suite 
2,  West  Hempstead,  NY  11552.  Tel: 
(516)  292-2300. 

COOPERSTOWN 

Oct  10.  Controversial  Areas  of  Drug 
Use.  3 Cat  I Credits.  Bassett  Hall  Con- 
ference Center.  Contact:  Charlotte  L. 
Hoag,  Medical  Education  Coordinator, 
Office  of  Medical  Education,  The 
Mary  Imogene  Bassett  Hospital,  One 
Atwell  Rd,  Cooperstown,  NY  13326. 
Tel:  (607)  547-3926. 

EAST  ELMHURST 

Oct  5 or  Oct  6.  Emergency  Medicine 
Oral  Board  Review  Course.  7 Cat  I 
Credits.  The  LaGuardia  Marriott  Ho- 
tel. Contact:  Ann  J.  Boehme,  CMP,  As- 
sociate Director  for  Continuing  Educa- 
tion, Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  NY  11042. 
Tel:  (718)  470-8650. 

MANHASSET 

Oct  19.  The  Michael  M.  Axinn  Fifth 
Annual  Memorial  Conference:  Preju- 
dice: Historical,  Cultural,  & Psycholog- 
ical Perspectives.  CME  credits  pend- 
ing. North  Shore  University  Hospital- 
Cornell  University  Medical  College. 
Contact:  Linda  Haberman,  MA,  Con- 
ference Coordinator,  Department  of 
Health  Education/Community  Af- 
fairs, North  Shore  University  Hospital, 
300  Community  Dr,  Manhasset,  NY 
11030.  Tel:  (516)  562-3045. 


MANHATTAN 

Oct  3-6.  MRI:  Clinical  State  of  the  Art 
1990.  23  V2  Cat  I Credits.  NYU  Medi- 
cal Center.  Oct  5.  Strengthening  and 
Retaining  Nurses:  How  to  Implement  a 
Professional  Self  Development  Pro- 
gram for  Nurses.  5%  Cat  I Credits. 
NYU  Medical  Center.  Oct  8-12.  Five 
Day  Emergency  Medicine  Board  Re- 
view Course.  39  Cat  I Credits.  NYU 
Medical  Center.  Oct  15-16.  The  Third 
Conference  on  DNA  Topoisomerases  in 
Therapy:  Therapy  of  Infections.  14  Cat 
I Credits.  Alumni  Hall,  NYU  Medical 
Center.  Oct  16-18.  The  Third  Confer- 
ence on  DNA  Topoisomerases  in  Thera- 
py: Therapy  of  Cancer.  1 8 Cat  I Cred- 
its. Alumni  Hall,  NYU  Medical 
Center.  Contact  NYU  Medical  Center, 
Post-Graduate  Medical  School,  550 
First  Ave,  New  York,  NY  10016.  Tel: 
(212)  340-5295. 

Oct  4.  Lucie  Rudd  Memorial  Lecture. 

Department  of  Pediatrics,  St  Luke’s/ 
Roosevelt  Hospital  Center.  Contact: 
Pediatric  Primary /Ambulatory  Care 
Office,  St  Luke’s/ Roosevelt  Hospital 
Center,  428  West  59th  St,  New  York, 
NY  10019.  Tel:  (212)  523-6300. 

Oct  10-13.  Renal  Biopsy  in  Medical 
Diseases  of  the  Kidney.  23  V2  Cat  I 
Credits.  College  of  Physicians  & Sur- 
geons of  Columbia  University.  Contact: 
Center  for  Continuing  Education,  Col- 
lege of  Physicians  & Surgeons  of  Co- 
lumbia University,  630  West  168th  St, 
New  York,  NY  10032.  Tel:  (212)  305- 
3682. 

Oct  25-26.  13th  Annual  Current  Con- 
cerns in  Adolescent  Medicine.  1 2 Cat  I 
Credits.  The  New  York  Hilton.  Con- 
tact: Ann  J.  Boehme,  CMP,  Associate 
Director  for  Continuing  Education, 
Long  Island  Jewish  Medical  Center, 
New  Hyde  Park,  NY  1 1042.  Tel:  (718) 
470-8650. 


AROUND  THE  NATION 


ALABAMA 

Oct  19-21.  Neuroradiology  Update 
with  Emphasis  on  Magnetic  Resonance 
Imaging.  18  Cat  I Credits.  Wynfrey 
Hotel,  Birmingham.  Contact:  Dawne 
Ryals,  Ryals  & Associates,  PO  Box 
1925,  Roswell,  GA  30077.  Tel:  (404) 
641-9773. 

{continued  on  p 16A) 


Oct  30 -Nov  3,  1990 
Capitol  Plaza  Holiday  Inn 
Sacramento,  CA 

If  you’ve  made  the 
decision  to  move  up,  our 
four-day  interactional 
career  enhancement 
program  for  physicians  will 
help  you  make  the  trans- 
ition to  administrative 
medicine.  Adapt  practical 
approaches  to  organiza- 
tional challenges  to  fit  your 
personal  leadership  style. 
Learn  techniques  that  will 
help  you  control  a meeting 
so  goals  are  accomplished, 
and  how  to  meet  QA  and 
Joint  Commission  require- 
ments. Prepare  to  negotiate 
successfully  and  respond 
effectively  to  confronta- 
tion. Career  counseling  is 
available  upon  completion 
of  the  program.  Class  is 
limited  to  24  partici- 
pants, so  call  today  for 
more  information. 

Medical  Directors 
Advancement  Council 

An  Educafion  and  Executive 
Search  Service 
Two  Shannon  Court 
Chico,  Colifornia  95928 


Call  our  toll-free  number 
for  more  information. 
1-800-762-2595. 

C.AA.E,  credits  applied  for. 
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COMMENTARIES 


439  The  utility  of  cross-cultural  health  research 

FERNANDO  M.  TREVINO,  PhD 

440  The  present  and  future  importance  of  mortality  statistics 

RICHARD  J.  HAVLIK,  MD,  MPH 

RESEARCH  PAPERS 


442  Mortality  in  the  Hispanic  population  of  Suffolk  County,  New  York 

ANTHONY  P.  POLEDNAK,  PhD 

446  Small  bowel  injuries  following  blunt  abdominal  trauma:  Early  recognition  and  management 

EDWARD  J.  COLEMAN,  MD,  PATRICK  A.  DIETZ,  MD 

HISTORY 


450  A history  of  the  New  York  Society  of  Tropical  Medicine 

PASCAL  JAMES  IMPERATO,  MD 

CASE  REPORTS 


463  Lofgren’s  syndrome  (acute  sarcoidosis)  sine  erythema  nodosum  mimicking  acute 
rheumatoid  arthritis 

LEE  D.  KAUFMAN,  MD 

465  Extraparotid  Warthin’s  tumor:  An  unexpected  finding  in  three  female  patients 

MIGUEL  A.  RODRIGUEZ  BIGAS,  MD;  KUMAO  SAKO,  MD; 

MOHAMED  S.  RAZACK,  MD;  NIEVA  B.  CASTILLO,  MD 

467  Superior  vena  cava  syndrome  and  right  pleural  effusion  due  to  giant  goiter 

PAUL  COHEN,  MD;  SUBRAHMANYA  BHAT,  MD;  KIRAN  BHAT,  MD; 

JING  SONG,  MD;  MICHAEL  AKERMAN,  MD;  DEBORAH  L.  MANJONEY, 

MD;  STEPHAN  L.  KAMHOLZ,  MD 


{continued  on  page  8A) 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidinej 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
( 150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Sumniary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage:  1 . Active  duodenal  u/eer-for  up  to  eight  weeks 
of  treatment  Most  patierrts  heal  within  four  weeks. 

2.  Maintenance  therapy -lot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizabdine  is  similar  to  that  In  normal 
subjects. 

Laboratory  Tesfs-False-posIbve  tests  lor  urobilinogen  with  MulSsbx* 
may  occur  during  therapy. 

Drug  Interactions -Ho  interacbons  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interacbons  mediated  by  inhibition  of  hepabc  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  ebect  There  was  a dose-related  increase  in 
the  density  of  enterochromafbn-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  Increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
conbol  limits  seen  for  the  strain  ol  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid®  (nizabdine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenbal  for  Axid. 

Axid  was  not  mutagenic  In  a battery  ol  tests  performed  to  evaluate  its 
potential  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberiabon  tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  bmes  the  human  dose,  treated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  /Ifo/Zier’s-Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  Is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  m pups  reared  by  beated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  (/se-Salety  and  effecbveness  in  children  have  not  been 
established. 

Use  in  Bderty  fiabenfs-Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnomalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adverse  Reactions:  Cllnlcal  trials  of  varying  durabons  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  trials  of  over  1,900  nizabdine  pabents  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepabc- Hepatocellular  Injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2.000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  ttiree  bmes 
the  upper  limit  of  nomral,  however,  did  not  signibcanby  differ  from  that 
In  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  ttiree  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Cfmicat  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic-Fata\  thrombocytopenia  was  reported  in  a pabent 
treated  with  nizabdine  and  another  H^-receptor  antagonist  This  pabent 
had  previously  experienced  thrombocydopenia  while  taking  other  drags. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumenlal -Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  In  placebo-treated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizabdine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofter- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  ^ould  be  considered  along 
with  clinical  monitonng  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Additional  information  available  to  the  profession  on  request 
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R6trovir  (zidovudine) 


I 
I 

the  onset  of  AHDS 
in  HIV-infected 
^ asymptomatic  patients 
(CD4  <500  cells/mm") 

...at 500  mg/day. 


Now  more  than  e ver- 
test,  monitor,  and  treat 
when  appropriate. 


See  last  pages  for  brief  summary  of  full  prescribing  information. 


Retrovir  significantly 
delays  progression  to 
HTV  disease.  A recent 
clinical  trial  was  stopped 
and  patients  receiving 
placebo  were  offered 
Retrovir  at  500  mg/day’ 


Patients  receiving  Retrovir  were  statistically 
significantly  less  likely  to  progress  to  AIDS.^ 


Treatment 

Group 

Progressions 
to  AIDS 

Rate  of 
Progression* 

Placebo 

(n=428) 

33 

6.6 

RETROVIR 

500  mg/day 
(n=453) 

11 

2.3 

* Events  per  100  person-years  of  observation. 


In  a multicenter,  placebo-controlled  trial 
carried  out  in  32  major  medical  centers, 
involving  1338  asymptomatic  HIV- 
infected  patients  (CD4  ^00  cells/ mm^), 
RETROVIR  was  shown  to  slow  HIV 
disease  progression  significantly. 

The  incidence  and  rates  of  progression 
to  AIDS  in  patients  receiving  RETROVIR 
at  500  or  1500  mg/day  in  this  trial  were 
less  than  half  those  reported  with  pla- 
cebo.’ This  significant  difference  re- 
sulted in  early  termination  of  the  trial 
and  the  offering  of  RETROVIR  to 
patients  on  placebo. 

Patients  in  this  study  were  monitored 
for  an  average  of  one  year.  Although 
treatment  of  asymptomatic  patients 
delays  progression  of  disease  in  those 
patients  at  risk  of  progression  over 
the  initial  1 to  2 years  of  treatment,  it  is 
not  known  whether  early  treatment 
prolongs  survival. 


Changes  in  immunologic  and  virologic 
parameters  paralleled  the  observed 
clinical  benefits. 

The  recommended  daily  dose  of 
RETROVIR  in  asymptomatic  patients 
with  CD4  <500  cells/ mm^  is  500  mg. 
This  lower  dose  offers  patients  efficacy, 
fewer  and  less  severe  adverse  events 
than  higher  doses,  and  important  cost 
savings. 

Now  more  than  ever,  you  can  do  some- 
thing about  HIV  infection  and  disease. 
It  is  in  your  hands  to  test  high-risk 
patients,  monitor  patients  who  test 
HIV-positive,  and  treat  when  appropri- 
ate with  RETROVIR. 


Now  more  than  ever- 
test,  monitor,  and  treat 
when  appropriate. 


Retrovir  at  500  mg/day  is 
generally  well  tolerated! 

All  reported  clinical  adverse  events 
were  recorded,  including  those  due  to 
underlying  infection. 


Difference  in  Adverse  Events  From 
Baseline  Placebo. 


RETROVIR 
500  mg/day 
(n=453) 

Placebo 

(n=428) 

% 

Difference 

Headache 

62.5% 

52.6% 

9.9% 

Malaise 

53.2% 

44.9% 

8.3% 

Anorexia 

20.1% 

10.5% 

9.6% 

Nausea 

51.4% 

29.9% 

21.5% 

Vomiting 

17.2% 

9.8% 

7.4% 

* Patients  were  monitored  for  tolerance  to  the  study  regimens  for 
an  average  of  one  year.  Difference  in  adverse  events  from  baseline 
incidence  with  placebo  (percent  of  patients).  Differences  were 
statistically  significant  for  all  events  listed. 

RETROVIR  has  been  studied  in  controlled  trials 
in  significant  numbers  of  asymptomatic  and 
symptomatic  HIV-infected  patients,  but  only  for 
limited  periods  of  time.  Therefore,  the  full  safety 
and  efficacy  profile  of  RETROVIR  has  not  been 
defined,  particularly  in  regard  to  prolonged  use 
and  especially  in  HlV-infected  individuals  who 
have  less  advanced  disease. 


Hematologic  adverse 
events  with  Retrovir 
in  this  study  were  not 
reported  at  a statistically 
significant  greater 
incidence  than  placebo! 

The  incidence  of  hematologic  adverse 
events  among  asymptomatic  patients 
receiving  RETROVIR  is  lower  than 
would  be  expected  for  patients  with 
advanced  symptomatic  HIV  disease. 

Although  hematologic  abnormalities 
may  cause  dosing  limitations  in  some 
patients,  temporary  dose  reductions  or 
interruptions  in  therapy  can  help  main- 
tain patients  on  long-term  therapy. 

The  recommended  daily  dose  of 
RETROVIR  in  asymptomatic  HIV- 
infected  patients  (CD4  <500  cells /inm^) 
is  500  mg  since  it  offers  patients  efficacy, 
fewer  and  less  severe  adverse  events 
than  higher  doses,  and  important  cost 
savings. 

Now  more  than  ever,  you  can  do 
something  about  HIV  infection  and 
disease.  It  is  in  your  hands  to  test 
high-risk  patients,  monitor  patients 
who  test  HIV-positive,  and  treat  when 
appropriate  with  RETROVIR. 


RETMMR' 

(zidovudine) 

CAPSULES  AND  SYRUP 


See  last  pages  for  brief  summary  of  full  prescribing  information. 


RETROVIR  Capsules 
RETROVIR  Syrup 

(ZIDOVUDINE) 

Brief  Summary 


WARNING  THERAPY  WITH  RETROVIR  (ZIDOVUDINE)  MAY  BE  ASSOCIATED  WITH  HEMATOLOGIC  TOX- 
ICITY INCLUDING  GRANULOCYTOPENIA  AND  SEVERE  ANEMIA  REQUIRING  TRANSFUSIONS  (SEE 
WARNINGS) 

IN  ADDITION  PATIENTS  TREATED  WITH  ZIDOVUDINE  MAY  CONTINUE  TO  DEVELOP  OPPORTUNISTIC  IN- 
FECTIONS(OI'S)ANDOTHERCOMPLICATIONS  OF  HIV  INFECTION  AND,  THEREFORE  SHOULD  BE  UNDER 
CLOSE  CLINICAL  OBSERVATION 


Microbiology:  The  development  of  resislancetozidovudinehasnolbeenailequalelystudiedandthefrequency 
ol  zidovudine-resislani  isolales  exisling  in  Ihe  general  population  Is  unknown  Reduced  in  vitro  sensitivity  to 
zidovudine  has  been  observed,  however,  in  viral  isolales  from  some  individuals  who  have  received  prolonged 
courses  ol  zidovudine  Irealment  For  the  small  number  ol  patients  from  whom  isolales  where  studied,  no  cor- 
relations were  evident  between  the  development  ol  reduced  sensitivity  in  the  laboratory  and  clinical  response 
Therefore,  Ihe  quantilalive  relationship  between  in  vitro  susceptibility  ol  HIV  to  zidovudine  and  clinical  response 
to  therapy  has  not  been  established  Studies  ol  Ihe  development  ol  resistance  to  zidovudine  are  incomplete 
and  the  frequency  and  degree  ol  changes  in  rn  vitro  sensitivity  ol  virus  isolales  from  HIV  infected  patients  with 
ditlering  severity  ol  immune  compromise  are  unknown 

INDICATIONS  AND  USAGE:  Retrovir  is  indicated  lor  the  management  ol  patients  with  HIV  infection  who  have 
evidence  ol  impaired  immunity  (CD4  cell  count  ol  500/mm"  or  less)  before  therapy  is  begun 
This  indication  Is  based  on  the  results  ol  three  randomized,  double-blind,  placebo-controlled  trials  of  oral 
zidovudine  conducted  in  Ihe  United  Stales,  in  H IV-inlecled  patients  with  CD4  counts  of  500/mm’  or  less  Sep- 
arate studies  evaluated  zidovudine  therapy  in  asymptomatic  HIV-Intected  individuals,  in  patients  with  early 
symptomatic  HIV  disease,  and  in  patients  with  advanced  symptomatic  HIV  disease  (AIDS  or  advanced  ARC). 

Asymptomatic  HIV  Infection : A randomized,  double-blind . placebo-controlled  trial  of  oral  zidovudine  wascon- 
ducted  in  asymptomatic.  HI  V-infected  individualsat  32  medical  centers  Entry  was  dependent  on  the  absence 
otsignsandsymplomsconsisteni  with  HIV  disease,  such  as  signllicant  weight  loss,  lever,  diarrhea,  second- 
ary inlections  and  evidence  ol  neurological  dysfunction  In  Ihe  study.  1338  asymptomatic  Individuals  with  ab- 
solute CD4(T4)  lymphocyte  counts  ot  less  than  500  cells/mm’  received  a regimen  ol  either  100  mg  zldovudme, 
300  mg  zidovudine,  or  placebo,  each  administered  five  times  a day  These  study  participants  were  monitored 
for  Ihe  development  of  signsand  symptoms  ot  H IV  disease  and  tolerance  to  the  study  regimehs  The  study  was 
terminated  early  because  ot  a statistically  significant  difference  in  progression  to  advanced  symptomatic  HIV 
disease  (AIDS  or  advanced  ARC)  between  the  500  mg/day  zidovudine  group  and  Ihe  placebo  group  01  the  1338 
patients  enrolled  in  Ihe  study.  38  ol  Ihe  428  patients  receiving  placebo,  1 7 ol  the  453  individuals  receiving  500 
mg  zidovudine,  and  19  ot  Ihe  457  recipiehls  ot  1500  mg  zidovudine  progressed  to  advanced  symptomatic  H IV 
disease  when  followed  tor  a mean  ol  55  weeks  (range  19-107  weeks)  01  the  progressions  noted  above,  AIDS 
occurred  in  33  placebo  recipients,  11  individuals  receiving  500  mg  and  14  patients  receiving  1500  mg  zidovudine 
Changes  In  immunologic  and  virologic  parameters  (le,  CD4[T4]  lymphoc^e  countand  serum  p24  antigen  levels) 
paralleled  Iheobserved  clinical  benetits  Consistent  with  various  epidemiologic  studiesof  Individuals  with  HIV 
infection,  patients  in  this  study  with  lower  CD4  cell  couhls  or  P24  antigenemia  were  more  likely  to  progress 
to  AIDS  Virtually  all  patieols  (tor  whom  data  are  available)  experienced  a decline  in  CD4  cell  counts  to  less  than 
200  per  mm’  before  developing  an  AIDS-detining  opportunistic  inleclion  Although  treatment  of  asymptomatic 
patients  delays  progression  ot  disease  in  those  patients  at  risk  of  progression  over  Ihe  initial  1-2  years  ot  treat- 
ment. It  Is  not  known  whether  early  treatment  prolongs  survival 

Zidovudine  was  well  tolerated  in  a maiority  ot  patients.  The  tollowing  adverse  clinical  events  were  reported  at 
a significantly  greater  incidence  in  individuals  receiving  500  mg/day  ot  zidovudine  versus  placebo  headache, 
malaise,  anorexia,  nausea  and  vomiting  (see  ADVERSE  REACTIONS). 

The  two  most  common  laboratory  abnormalities  reported  were  anemia  and  granulocytopenia,  each  ot  which 
occurred  more  often  In  patients  receiving  higher  doses  These  toxicilies  were  easily  managed  in  most  cases 
by  temporary  dose  interruption. 

Early  Symptomatic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial  ol  oral  zidovudine, 
conducted  at  29  medical  centers,  studied  713  patients  with  early  manifestations  ol  HIV  disease  (le,  a baseline 
CD4(T4]cellcounlol  200to800/mm’ and  symptoms  such  as  oral  thrush,  oral  hairy  leukoplakia  or  intermittent 
diarrhea)  Patients  received  either  placebo  or  200  mg  zidovudine  every  4 hours  (1200  mg/day)  The  trial  was 
terminated  early  because  ota  statistically  significant  difference  in  Ihe  rates  of  development  ot  advanced  symp- 
tomatic HIV  disease  between  the  zidovudine  and  placebo  groups  Of  the  352  patients  receiving  placebo,  36 
progressed  to  advanced  symptomatic  H IV  disease,  ot  whom  21  progressed  to  Al  DS.  whereas  ot  the  361  zidovudine 
recipients,  13  progressed  to  advanced  symptomatic  HIV  disease,  ol  whom  5 progressed  to  AIDS 
Minimal  toxicity  was  observed  Four  percent  ot  zidovudine  recipients  compared  with  none  ol  Ihe  placebo  re- 
cipients developed  a hemoglobin  concentration  less  than  8 g/dL  and  4%  ot  patients  treated  with  zidovudine 
compared  with  1%  ot  placebo  recipients  developed  a granulocyte  count  less  than  750  cells/mm’.  Asthenia, 
dyspepsia,  nausea,  and  vomiting  were  Ihe  maior  adverse  clinical  events  reported  al  signilicantly  greater  in- 
cidences in  patients  receiving  zidovudine 

Advanced  Symptomatic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial,  conducted  al 
12  medical  centers,  was  Ihe  original  Inal  upon  which  Ihe  marketing  ol  Retrovir  was  based  In  this  Inal,  281 
patients  with  advanced  symptomatic  HIV  Inlection  Including  AIDS  were  studied  tor  a mean  of  lour  and  a half 
months. 

The  patient  population  ot  this  controlled  trial  consisted  ot  160  patients  with  AIDS  (85  Retrovir  and  75  placebo) 
who  had  recovered  Irom  their  first  episode  ot  PCP  diagnosed  within  Ihe  previous  tour  months  and  121  patients 
with  ARC  (59  Retrovir  and  62  placebo)  with  multiple  signs  and  symptoms  ol  HIV  inlection,  including 
mucocutaneous  candidiasis  and/or  unexplained  weight  loss  ( > 15  lbs  or  >10%  ol  prior  body  weight)  All  pa- 
tients had  evidence  ot  impaired  cellular  immunity  with  an  absence  ot  delayed  cutaneous  hypersensitivity  and 
CD4  (T4)  lymphocytes  less  than  500  cells/mm’  All  patients  began  therapy  at  a dose  ot  250  mg  every  4 hours 
around  the  clock  This  dosage  was  reduced  or  temporarily  or  permanently  discontinued  after  serious  marrow 
toxicity  occurred  Thetrial  was  slopped  early  because  ota  statistically  signllicant  difference  in  mortality  There 
were  19  deaths  in  the  placebo  group  and  1 in  Ihe  Retrovir  group  All  deaths  were  apparently  due  to  opportunistic 
infections  (Ol)  or  other  complications  ol  HIV  infection  Treatment  duration  ranged  from  12  weeks  to  26  weeks, 
with  a mean  and  median  duration  of  17  and  18  weeks,  respectively 

Retrovir  also  significantly  reduced  Ihe  risk  ot  acquiring  an  AIDS-delining  01  in  patients  after  6 weeks  ot  treat- 
ment In  addition . patients  who  received  Retrovir  generally  did  better  than  Ihe  placebo  group  intermsol  several 
other  measures  ot  elticacy  including  performance  level,  neuropsychiatric  luhclioh.  mamtenahce  ot  body  weight 
and  Ihe  number  and  severity  ot  symptoms  associated  with  HIV  infection  A small,  transient  Increase  in  mean 
C04  (T4)  counts  was  seen  in  the  zidovudine  group  but  Ihe  significance  ot  this  finding  is  unclear 
The  most  signiticahl  adverse  reaction  noted  in  Ihe  study  was  a depression  ot  formed  elements  in  Ihe  peripheral 
blood,  which  hecessilatcd  dose  reduction  or  drug  discontinuation  in  34%  ot  patients  receiving  Retrovir  Pa- 
tients with  lower  CD4  counts  were  more  likely  to  receive  transfusions  41%  ol  Retrovir  recipients  and  16%  ot 
placebo  recipients  with  <200  CD4  lymphoc^es  al  entry  were  transfused  (see  ADVERSE  REACTIONS)  Only 
one  ol  30  Retrovir  rectpienisand  none  ol  30  placebo  recipients  with  >200004  lymphocytes  requiredlranslusion 
Although  mean  platelet  counts  in  Retrovir  recipients  were  statistically  increased  compared  to  mean  baseline 
values,  thrombocytopenia  did  occur  in  some  patients  Twelve  percent  (12%)  ol  Retrovir  recipients  compared 
to  5%  ol  placebo  recipients  had  >50%  decreases  from  baselme  platelet  count 

At  theconclusion  ot  Ihe  placebo-controlled  Inal,  approximately  80%  ot  Retrovir  and  placebo  recipients  elected 
to  enroll  in  an  uncontrolled  extension  protocol  in  which  all  patients  received  Retrovir  al  a dose  ol  200  mg  every 
lour  hours  This  dose  was  choseo  because  ol  concero  about  hematologic  toxicity  and  to  allow  lor  greater  llex- 
ibility  in  dosing  These  patients  have  been  tollowed  tor  variable  periods  ol  time  Asthe  loilow-up  period  lengthened, 
patient  tracking  became  increasingly  difficult  The  intended  treatment  period  ol  the  original  study  was  six  months , 
however,  some  tollow-up  data  are  available  tor  over  90%  ot  patients  originally  enrolled  in  the  trial  Data  from 
patiehts  in  this  and  other  studies  show  no  new  or  unexpected  clinical  or  laboratory  adverse  experiences  tor 
patients  receiving  Retrovir  other  than  those  listed  (see  ADVERSE  REACTIONS),  nor  have  previously  reported 
adverse  events  increased  signilicantly  in  trequency  or  seventy  with  prolonged  drug  administration  At  any  time 
on  study,  approximately  hall  ot  Ihe  patients  received  the  recommehded  dose  of  zidovudme.  while  the  remain- 
ing patients  required  reduction  or  interruption  ol  their  dosage  regimen  in  response  to  myelosuppression  and/or 
other  clinical  adverse  events 

Benetits  ot  therapy  with  Retrovir  were  observed  during  this  extended  period,  although  opportunistic  inlections 
continued  to  occur  and  additional  patients  died  Survival  tor  all  patients  originally  randomized  to  receive  Retrovir 
was  96  5%  at  six  months,  84  7%  alone  year.  68  3%al  18  months  and  41  2%  at  two  years  One  year  and  two 
year  survival  lor  patients  who  ehlered  the  Inal  with  AIDS  was  79%  and  31%  when  calculated  since  initiation 
ol  therapy  (87%  and  43%,  respectively,  since  the  first  diagnosis  ot  PCP)  These  survival  rates  were  deter- 
mined by  the  "mtenliontolreaf  method,  which  assumesall  patients  assigned  toa  drug  actually  took  the  drug 
throughout  Ihe  study  period 


Wellcome 


Whilea  direct  comparison  with  survival  data  from  other  cohorts  Is  not  possible,  untreated  patients  with  AIDS  diag- 
nosed in  San  Francisco  in  1985  who  had  survived  60  days  after  PCP  had  a one  year  survival  ol  34  7%  and  a 
two  year  survival  ol  4 2%  from  diagnosis  ol  PCP  In  a recent  epidemiologic  study  ol  patients  with  AIDS  diag- 
nosed in  San  Francisco  in  1986  and  1987,  median  survival  was  improved  lor  patients  receiving  Retrovir  com- 
paredtothosenotreceivinglherapywilhRetrovir(21  6vs14  9months)  Actual  survival  ol  untreated  patients 
IS  likely  to  be  lower  than  reported  because  ol  the  difficulty  in  complete  ascertainment  ol  mortality  Caution  is 
advised  in  making  comparisons  from  such  "natural  history  " experience  since  case  definitions  and  tollow-up 
practices  vary 

Other,  uncontrolled  studies  have  shown  that  Retrovir  (zidovudine)  may  be  ot  benefit  in  treating  women . intravenous 
drug  users,  and  racial  minorities,  in  addition  to  the  patient  population  (primarily  while  males)  included  In  Ihe 
controlled  Inals 

Dose  Comparison  Study:  Results  from  a randomized , unblinded,  dose  comparison  study  ol  zidovudine,  in  pa- 
tients with  AIDS  who  had  experienced  an  episode  ot  PCP.  indicate  that  an  Induction  dose  ot  zidovudine  200 
mg  administered  orally  every  tour  hours  (1200  mg/day)  (or  one  month,  tollowed  by  chronic  administration  ot 
too  mg  every  4 hours  (600  mg/day) . was  associated  with  survival  rales  and  frequency  of  opportunistic  Infec- 
tions comparable  to  those  observed  in  patients  administered  higher  dosages  as  tolerated  The  600  mg  per  day 
regimen  was  also  associated  with  a lower  incidence  ol  hematologic  toxicity  The  eftecliveness  ot  this  lower  dose 
in  improving  the  neurologic  dysfunction  associated  with  HIV  disease,  however.  Is  unknown  (see  DOSAGE  AND 
ADMINISTRATION) 

CONTRAINDICATIONS:  Retrovir  Capsules  and  Syrup  are  contraindicated  (or  patients  who  have  potentially  lile- 
Ihreatening  allergic  reactions  to  any  ot  the  components  ot  Ihe  formulations 

WARNINGS:  Zidovudine  has  been  studied  in  controlled  trials  in  significant  numbers  ol  asymptomatic  and  symp- 
tomatic HIV  infected  patients,  but  only  tor  limited  periods  ol  lime  Therelore,  the  full  salety  ahd  etticacy  profile 
ot  zidovudine  has  not  been  defined,  particularly  in  regard  to  prolonged  use  and  especially  in  HIV  infected  in- 
dividuals who  have  lessadvanced  disease  (see  following  sections  (or  more  specific  information  INDICATIONS  AND 
USAGE,  Microbiology,  Carcinogenesis,  Mutagenesis.  Impairment  ot  Fertility) 

Zidovudine  should  be  used  with  extreme  caution  in  patients  who  have  bone  marrow  compromise  evidenced 
by  granulocyte  counl<1000/mm’ or  hemoglobin  <9  5g/dL  Inallotihe  placebo-controlled  studies,  but  most 
frequently  in  patients  with  advanced  symptomatic  HIV  disease,  anemia  and  granulocytopenia  were  the  most 
significant  adverse  events  observed  (see  ADVERSE  REACTIONS)  There  have  been  reports  ot  pancytopenia 
associated  with  the  use  ot  zidovudine,  which  was  reversible  in  most  instances  after  discontinuance  of  the  drug 
Signllicant  anemia  most  commonly  occurred  after  4 to  6 weeks  ot  therapy  and  in  many  cases  required  dose 
adiusiment.  discontinuation  ot  zidovudine,  and/or  blood  transfusions  Frequent  blood  counts  are  strongly  recom- 
mended in  patients  with  advanced  HIV  disease  taking  zidovudine  For  asymptomatic  HIV-Intected  individuals 
and  patients  with  early  HIV  disease,  most  ot  whom  have  better  marrow  reserve,  blood  counts  may  be  obtained 
less  frequently,  depending  upon  the  patient  s overall  status  It  anemia  or  granulocytopenia  develops,  dosage 
ad|ustments  may  be  necessary  (see  DOSAGE  AND  ADMINISTRATION) 

Sensitization  reactions,  including  anaphylaxis  in  one  patient,  have  been  reported  in  individuals  receiving 
zidovudine  therapy  Patients  experiencing  a rash  should  uhdergo  medical  evaluation 
Coadministration  ol  zidovudine  with  other  drugs  metabolized  by  glucuronidatioh  should  be  avoided  because 
the  toxicity  ol  either  drug  may  be  potentiated  (see  Drug  Interactions  under  PRECAUTIONS)  Zidovudine  recip- 
ients who  used  acelaminopheh  during  Ihe  controlled  Inal  in  advance  HIV  disease,  had  an  increased  incidence 
ot  granulocytopenia  which  appeared  to  be  correlated  with  the  duration  ot  acetaminophen  use 
PRECAUTIONS: 

General:  Zidovudine  is  eliminated  from  the  body  primarily  by  reoal  excretioh  tollowing  metabolism  in  Ihe  liver 
(glucuronidatioh)  There  are  currently  very  little  data  available  concerning  Ihe  use  ot  zidovudine  In  patients 
with  impaired  renal  (unction  (see  Pharmacokinetics  subsection  ol  CLINICAL  PHARMACOLOGY)  and  no  data 
in  patients  with  impaired  hepatic  function  These  patients  may  be  al  greater  risk  ol  toxicity  from  zidovudine 

Information  lor  Patients:  See  full  prescribing  information 

Drug  Interactions:  The  interaction  ol  other  drugs  with  zidovudine  has  not  been  studied  ina  systematic  manner 
Coadministration  ot  zidovudine  with  drugs  that  are  nephrotoxic,  cytotoxic,  or  which  interfere  with  RBC/WBC 
number  or  (unction  (eg.  dapsone.  pentamidine,  amphotericin  B,  flucytosine,  vincristine,  vinblastine,  adriamycin. 
or  interferon)  may  increase  Ihe  risk  ot  toxicity  Limited  data  suggest  that  probenecid  may  Inhibit  glucuronida- 
tionand/or  reduce  renal  excretion  of  zidovudine  In  addition,  other  drugs  (eg.  acetaminophen,  aspirin,  or  In- 
domethacin)  may  competitively  inhibit  glucuronidatioh  (see  WARNINGS)  Phenytoin  levels  have  been  reported 
to  be  low  in  some  patients  receiving  zidovudine,  while  In  one  case  a high  level  was  documented  These  obser- 
vations suggest  that  phenytoin  levels  should  be  caretully  monitored  in  patients  receiving  zidovudine  since  many 
patients  with  advanced  HIV  infections  have  CNS  conditions  which  may  predispose  to  seizure  activity 
Some  experimental  nucleoside  analogues  which  are  being  evaluated  in  H IV-in(ected  patients  may  affect  RBC/WBC 
number  or  function  and  may  increase  the  potential  lor  hematologic  toxicity  ot  zidovudine  Some  experimental 
nucleoside  analogues  affecting  DNA  replication  antagonize  the  in  vitro  antiviral  activity  of  zidovudine  against 
HIV  and  thus,  concomitant  use  ol  such  drugs  should  be  avoided 

Some  drugs  such  as  trimethoprim-sultamethoxazole,  pyrimethamine,  and  acyclovir  may  be  necessary  lor  the 
management  or  prevention  ot  opportunistic  Infections.  In  the  controlled  trial,  in  patients  with  advanced  HIV 
disease,  increased  toxicity  was  not  detected  with  limited  exposure  tothese  drugs  However,  there  is  one  published 
report  ot  neurotoxicity  (profound  lethargy)  associated  with  concomitant  use  ot  zidovudine  and  acyclovir 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  Zidovudine  wasadministeredorallyatthree  dosage  levels 
to  separate  groups  of  mice  and  rats  (60  females  and  60  males  in  each  group)  Initial  single  daily  doses  were 
30, 60  and  120  mg/kg/day  in  mice  and  80.  220  and  600  mg/kg/day  in  rats  The  doses  in  mice  were  reduced 
to  20, 30  and  40  mg/kg/day  after  day  90  because  ot  treatment-related  anemia,  whereas  Ih  rats  only  the  high 
dose  was  reduced  to  450  mg/kg/day  on  day  91  and  then  to  300  mg/kg/day  on  day  279 
In  mice,  seven  late-appearing  (after  19  months)  vagmal  heoplasms  (5  non-metastasizIng  squamous  cell  car- 
cmomas,  one  squamous  cell  papilloma  and  one  squamous  polyp)  occurred  in  animals  given  Ihe  highest  dose 
One  late-appearing  squamous  cell  papilloma  occurred  in  the  vagina  of  a middle  doseanimal  No  vaginal  tumors 
were  found  at  the  lowest  dose 

In  rats,  two  late-appearing  (after  20  months),  noh-metaslasizing  vagmal  squamous  cell  carcihomas  oc- 
curred in  animals  given  Ihe  highest  dose  No  vaginal  tumors  occurred  at  the  low  or  middle  dose  in  rats. 

No  other  drug-related  tumors  were  observed  in  either  sex  ol  either  species 

It  IS  hot  khowh  how  predictive  the  results  ol  rodeol  carcinogenicity  studies  may  be  lor  man  Al  doses  that  pro- 
duced tumors  in  mice  and  rats,  the  estimated  drug  exposure  (as  measured  by  AUC)  was  approximately  3 times 
(mouse)  and  24  times  (rat)  the  estimated  human  exposure  at  the  recommehded  therapeutic  dose  ol  100  mg 
every  4 hours 

No  evidehce  of  mutagenicity  (with  or  without  metabolic  aclivatioh)  wps  observed  m Ihe  Ames  Salmonella 
mutagehicity  assay  Ih  a mutagenicity  assay  conducted  in  L5178V/TK*  ' mouse  lymphoma  cells,  zidovudine 
was  weakly  mutagenic  in  the  absence  of  metabolic  activation  only  at  the  highest  conceniraliohs  tested  (4000 
and  5000pg/mL)  In  Ihe  presehceot  metabolic  activation,  the  drug  was  weakly  mutagenic  alconcentratiohs 
ol  1000 pg/mL  and  higher  In  ah  in  vitro  mammalian  cell  translormation  assay,  zidovudine  was  positive  at  con- 
centrations ot  0 5 pg/mL  and  higher  In  an  in  vitro  cytogenetic  study  performed  In  cultured  human  lymphocytes, 
zidovudine  induced  dose- related  structural  chromosomal  abnormalities  al  concentrations  ol  3 pg/mL  and  higher 
No  such  ettecis  were  noted  at  the  two  lowest  concentrations  tested.  0 3 and  1 pg/mL  In  an  in  vivo  cytogenetic 
study  In  rats  given  a single  intravenous  inieclion  ot  zidovudine  at  doses  of  37  5 to  300  mg/kg . there  were  no 
treatment-related  structural  or  numerical  chromosomal  alterations  in  spite  ol  plasma  levels  that  were  as  high 
as  453  pg/mL  five  mmutes  after  dosing 

In  two  in  VIVO  micronucleus  studies  (designed  to  measure  chromosome  breakage  or  mitotic  spmdle  apparatus 
damage)  m male  mice,  oral  doses  ot  zidovudine  ot  100  to  1000  mg/kg/day  administered  once  daily  for  approxi- 
mately 4 weeks  induced  dose-related  increases  in  micronucleated  erythrocytes  Similar  results  were  alsoseeh 
after  4 or  7 days  ot  dosing  at  500  mg/kg/day  in  rats  and  mice 

No  effect  on  male  or  female  fertility  (judged  by  conception  rales)  was  seen  In  rats  given  zidovudine  orally  al 
doses  up  to  450  mg/kg/day 

Pregnancy:  Pregnancy  Category  C Oral  teratology  studies  in  Ihe  ratand  In  Ihe  rabbit  aldoses  uplo500mg/kg/day 
revealed  no  evidence  ot  teratogenicity  with  zidovudine  The  incidenceot  fetal  resorptions  was  Increased  in  rats 
given  150  or  450  mg/kg/day  and  rabbits  given  500  mg/kg/day  The  doses  used  in  Ihe  teratology  studies  resulted 
in  peak  plasma  concentrations  in  rats  ot  68  to  234  times  Ihe  peak  human  plasma  concentrationsand  in  rabbits 
ot  14  to  90  times  Ihe  peak  human  plasma  concentrations  It  is  not  known  whether  zidovudine  can  cause  telal 
harm  when  administered  toa  pregnant  woman  or  can  afleci  reproductive  capacity  Zidovudine  should  be  given 
to  a pregnant  woman  only  it  clearly  needed 

Nursing  Mothers:  It  Is  not  known  whether  zidovudine  is  excreted  in  human  milk  Because  many  drugs  are  ex- 
creted in  human  milk  and  because  ot  the  potential  (or  serious  adverse  reactions  Irom  zidovudine  in  nursing 
intanis.  mothers  should  be  instructed  to  discontinue  nursing  it  they  are  receiving  zidovudine 

Pediatric  Use:  The  eftecliveness  ol  zidovudine  in  patients  12  years  and  younger  has  hol  been  confirmed 
Experience  from  Phase  1 studies  shows  that  zidovudme  administered  orally  al  doses  ot  120  to  180  mg/m’ every 
six  hours  (480  to  720  mg/m’  per  day)  appears  to  give  a sideetlect  profile  similar  toadulls  Overall , Ihe  pharma- 


cokinelics  of  zidovudine  in  children,  6 months  through  12  years  of  age,  are  similar  to  those  observed  in  adult 
patients. 

ADVERSE  REACTIONS:  The  frequency  and  severity  ot  adverse  events  associated  with  the  use  of  zidovudine 
are  greater  in  patients  with  more  advanced  infection  at  the  time  of  initiation  of  therapy.  The  following  tables 
summarize  the  relative  incidence  ot  hematologic  adverse  events  observed  in  the  placebo-controlled  clinical  studies 
by  severity  ot  HIV  disease  present  at  the  start  of  treatment: 


Asymptomatic 
HIV  Infection 
Study  (n=1338) 

Granulocytopenia  (<750/mm') 

Anemia  (Hgb<8g/dL) 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

1500  mg" 

500  mg 

1500  mg" 

500  mg 

CD4S500 

6.4% 

(n=457) 

1.8% 

(n=453) 

1.6% 

(n=428) 

6,4% 

(n=457) 

II 

CO 

0.2% 

(n=428) 

Early  Symptomatic 
HIV  Disease 
Study  (n=713) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<8  g/dL) 

Zidovudine 
1200  mg 

Placebo 

Zidovudine 
1200  mg 

Placebo 

CD4>200 

4%(n=361) 

1%(n=352) 

4%(n=361) 

0%(n=352) 

Advanced 
Symptomatic  HIV 
Disease  Study 
(n=281) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<7.5  g/dL) 

Zidovudine 
1500  mg" 

Placebo 

Zidovudine 
1500  mg" 

Placebo 

CD4>200 

CD4<200 

10%(n=30) 
47%(n  = 114) 

3%(n=30) 

10%(n=107) 

3%(n=30) 

29%(n=114) 

0%(n=30) 

5%(n=107) 

"Three  times  the  currently  recommended  dose  in  asymptomatic  patients. 


The  anemia  reported  in  patients  receiving  zidovudine  appeared  to  be  the  result  of  impaired  erythrocyte  matura- 
tion as  evidenced  by  increased  macrocylosis  (MCV)  while  on  drug. 

The  H I V-intected  individuals  participating  in  these  clinical  trials  often  had  baseline  symptoms  andsignsofHIV 
disease  and/or  experienced  adverse  events  at  some  time  during  study.  It  was  often  difficult  to  distinguish  adverse 
events  possibly  associated  with  zidovudine  administration  from  underlying  signs  of  HIV  disease  or  intercur- 
rent  illnesses.  The  following  table  summarizes  clinical  adverse  events  or  symptoms  which  occurred  in  at  least 
5%  ot  all  patients  with  advanced  HIV  disease  treated  with  zidovudine  in  the  original  placebo-controlled  study. 
Of  the  items  listed  in  the  table,  only  severe  headache,  nausea,  insomnia  and  myalgia  were  reported  at  a significantly 
greater  rate  in  zidovudine  recipients. 


Percentage  (%)  of  Patients  with  Clinical  Events  in  the  Advanced  HIV  Disease  Study 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

(n  = t44) 

(n  = 137) 

(n=144) 

(n=137) 

Adverse  Event 

% 

% 

Adverse  Event 

% 

% 

BODY  AS  A WHOLE 

MUSCULOSKELETAL 

Asthenia 

19 

18 

Myalgia 

8 

2 

Diaphoresis 

5 

4 

NERVOUS 

Fever 

16 

12 

Dizziness 

6 

4 

Headache 

42 

37 

Insomnia 

5 

1 

Malaise 

8 

7 

Paresthesia 

6 

3 

GASTROINTESTINAL 

Somnolence 

8 

9 

Anorexia 

11 

8 

RESPIRATORY 

Diarrhea 

12 

18 

Dyspnea 

5 

3 

Dyspepsia 

5 

4 

SKIN 

Gl  Pain 

20 

19 

Rash 

17 

15 

46 

18 

Vomiting 

6 

3 

SPECIAL  SENSES 
Taste  Perversion 

5 

8 

Clinical  adverse  events  which  occurred  in  less  than  5%  of  all  patients  treated  with  zidovudine  in  the  advanced 
HIV  study  are  listed  below.  Since  many  of  these  adverse  events  were  seen  in  placebo-treated  patients  as  well 
as  zidovudine  recipients,  their  possible  relationship  to  the  drug  is  unknown 


Body  as  a whole:  body  odor,  chills,  edema  of  the  lip.  tiu  syndrome,  hyperalgesia,  back  pain,  chest  pain. 

lymphadenopathy. 

Cardiovascular:  vasodilation 

Gasirointeslinal:  constipation,  dysphagia,  edema  ot  the  tongue,  eructation,  flatulence,  bleeding  gums, 
rectal  hemorrhage,  mouth  ulcer. 

Musculoskeletal:  arthralgia,  muscle  spasm,  tremor,  twitch 

Nervous:  anxiety,  confusion,  depression,  emotional  lability,  nervousness,  syncope,  loss  ot  mental  acuity, 
vertigo. 

Besplralory:  cough,  epistaxis.  pharyngitis,  rhinitis,  sinusitis,  hoarseness. 

Skin:  acne,  pruritus,  urticaria. 

Special  senses:  amblyopia,  hearing  loss,  photophobia 
Urogenital:  dysuria.  polyuria,  urinary  frequency,  urinary  hesitancy 
Subsequent  to  the  initial  trial , sensitization  reactions,  including  anaphylaxis  in  one  patient , have  been  reported 
in  individuals  receiving  zidovudine  therapy. 

All  unexpected  events  and  expected  events  ot  a severe  or  lile-threatening  nature  were  monitored  in  the  placebo- 
controlled  studies  in  early  HIV  diseaseandasymptomatic  HIV  infection.  Data  concerning  the  occurrenceof  ad- 
ditionai  signs  or  symptoms  were  also  collected  No  distinction  was  made  in  reporting  events  between  those 
possibly  associated  with  the  administration  ot  the  study  medication  and  those  due  to  the  underlying  disease 
The  tollowing  tables  summarize  all  those  events  reported  at  a statistically  significant  greater  incidence  for 
zidovudine  recipients  in  these  studies; 


Percentage  (%)  ot  Patients  with  Clinical  Events  in  the  Early  Symptomatic  HIV  Disease  Study 

Adverse  Event 

Zidovudine  (n=361)  % 

Placebo  (n=352)  % 

BODY  AS  A WHOLE 

Asthenia 

69 

62 

GASTROINTESTINAL 

Dyspepsia 

6 

1 

Nausea 

61 

41 

Vomiting 

25 

13 

Percentage  (%)  of  Patients  with  Clinical  Events" 

in  an  Asymptomatic  HIV  Infection  Study 

Adverse  Event 

1500  mg 
Zidovudine""" 
(n=457)  % 

500  mg 
Zidovudine 
(n=453)  % 

Placebo 

(n=428)% 

BODY  AS  A WHOLE 

Asthenia 

10.1 

8 6"" 

5,8 

Headache 

58  0"" 

62  5 

52  6 

Malaise 

55.6 

53.2 

44.9 

GASTROINTESTINAL 

Anorexia 

19.3 

20,1 

10.5 

Constipation 

8 1 

6 4"" 

3.5 

Nausea 

57  3 

51,4 

29.9 

Vomiting 

16.4 

17.2 

9 8 

NERVOUS 

Dizziness 

20  8 

17.9"" 

15.2 

"Reported  in  ^5%  ot  study  population. 

""Not  statistically  significant  versus  placebo. 

""Three  times  the  currently  recommended  dose  in  asymptomatic  patients 


The  following  events  have  been  reported  in  patients  treated  with  zidovudine:  seizures,  myopathy,  nail  pigmen- 
tation, changes  in  liver  function  tests.  They  may  also  occur  as  part  of  the  underlying  disease  process  As  such, 
the  relationship  between  these  events  and  the  use  ot  zidovudine  is  uncertain. 
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The  utility  of  cross-cultural  health  research 


By  the  turn  of  the  last  century,  the  collection  and  analysis 
of  vital  statistics,  largely  an  American  adaptation  of  a 
British  public  health  practice,  was  becoming  a standard 
local  public  health  activity.'  Ninety  or  more  years  later, 
we  still  do  not  know  “how  many  Hispanics  die  each  year  in 
this  country,  let  alone  their  health  status,  use  of  services, 
or  unmet  health  care  needs. At  present  the  United 
States  has  the  fifth  largest  Hispanic  population  in  the 
world,  exceeded  only  by  Mexico,  Spain,  Colombia,  and 
Argentina.  Furthermore,  the  Hispanic  population  in  the 
United  States  is  undergoing  tremendous  growth  due  to  its 
younger  age  distribution,  higher  fertility  rate,  and  higher 
rate  of  immigration  to  this  country.  Despite  the  fact  that 
the  United  States  has  the  largest  and  most  extensively 
funded  health  monitoring  systems  in  the  world,  the  state 
of  our  knowledge  regarding  the  health  needs  of  our  second 
largest  minority  group  would  serve  as  a source  of  national 
embarrassment  to  even  the  least  developed  nations.  Meet- 
ing the  health  needs  of  this  very  large  and  ever-growing 
population  with  our  limited  knowledge  may  well  prove  to 
be  one  of  the  most  significant  and  difficult  challenges  to 
be  faced  by  medicine  and  public  health  in  the  near  future. 

In  the  United  States,  the  registration  of  vital  statistics  is 
a state  function.  The  states  and  other  registration  areas 
routinely  provide  these  data  to  the  National  Center  for 
Health  Statistics,  an  agency  of  the  US  Public  Health  Ser- 
vice, in  order  to  facilitate  the  analysis  of  vital  events  on  a 
national  level.  By  law,  each  state  is  free  to  determine  what 
data  elements  will  be  collected  through  its  vital  statistics 
registration  systems  (marriage,  divorce,  birth,  and  death 
records).  The  National  Center  for  Health  Statistics,  as 
the  national  repository  of  vital  statistics,  can  only  make 
recommendations  to  the  states  and  other  registration  ar- 
eas regarding  the  types  of  information  that  should  be  col- 
lected through  these  records.  For  many  years,  states  col- 
lected information  by  race  on  their  birth  and  death 
certificates.  However,  it  was  not  until  1978  that  the  Na- 
tional Center  for  Health  Statistics  recommended  for  the 
first  time  the  addition  of  a Hispanic  identifier  on  these 
certificates.  The  addition  of  a Hispanic  identifier  was 
needed  because  Hispanics  are  ethnic  minorities  and  are 


racially  diverse.  Since  the  vast  majority  of  Hispanics  are 
classified  as  white,  their  records  were  being  combined 
with  white  non-Hispanics,  a group  which  is  frequently  cul- 
turally, genetically,  and  socioeconomically  dissimilar. 

In  1978,  19  registration  areas,  including  New  York 
State  and  New  York  City  (an  independent  registration 
area),  followed  the  recommendation  of  the  National  Cen- 
ter for  Health  Statistics  and  participated  in  the  reporting 
of  Hispanic  origin  deaths.  These  18  states  and  New  York 
City  provided  coverage  for  approximately  58%  of  the  US 
Hispanic  population.  Unfortunately,  not  all  persons  re- 
sponsible for  completing  the  birth  and  death  records  in 
these  areas  completed  the  Hispanic  origin  question.  His- 
panic origin  was  unknown  or  not  reported  for  approxi- 
mately one  fourth  of  the  resident  deaths  of  these  reporting 
areas. ^ The  large  number  of  death  certificates  with  an  un- 
answered Hispanic  origin  question  severely  limited  the 
analytic  potential  for  investigating  mortality  among  His- 
panics. 

Fortunately,  more  states  are  adding  a Hispanic  identifi- 
er on  their  birth  and  death  certificates  and  reporting  of 
this  item  has  become  more  complete.  States  revise  their 
birth  and  death  certificates  approximately  every  ten 
years.  In  an  effort  to  assist  the  states  in  deciding  which 
items  to  include  in  their  certificates,  the  National  Center 
for  Health  Statistics  issues  a Standard  Certificate  of  Birth 
and  a Standard  Certificate  of  Death  which  includes  the 
data  elements  of  a minimally  acceptable  record.  In  the 
late  1980s,  the  National  Committee  on  Vital  and  Health 
Statistics  (a  15-member  committee  appointed  by  the  US 
Secretary  of  Health  and  Human  Services  to  advise  the 
Department  of  Health  and  Human  Services  on  health  sta- 
tistical policy  issues)  voted  to  add  the  Hispanic  origin 
question  on  the  Standard  Certificates  of  Birth  and  Death. 
It  is  hoped,  though  deemed  somewhat  unlikely,  that  all 
states  and  registration  areas  will  follow  the  National  Cen- 
ter for  Health  Statistics’  recommendations  and  add  the 
Hispanic  origin  question  to  the  vital  statistics  certificates 
they  will  use  during  the  1990s.  Should  this  happen  and 
should  the  medical  personnel  and  funeral  directors  who 
complete  the  certificates  understand  the  utility  of  the  data 
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and  complete  the  Hispanic  origin  question  accurately  and 
completely,  we  will  for  the  first  time  in  this  country  be 
able  to  assess  the  mortality  experience  of  Hispanic  Ameri- 
cans. This  would  appear  to  be  a timely  issue  given  that 
Hispanics  have  resided  in  the  United  States  for  more  than 
400  years. 

The  article  by  Dr  Polednak^  in  this  issue  of  the  Journal 
highlights  some  of  the  limitations  as  well  as  the  potential 
utility  of  the  vital  statistics  system  for  identifying  the  di- 
vergent health  needs  of  our  diverse  populations.  Over  the 
years,  the  vital  statistics  system  has  demonstrated  its  utili- 
ty as  a relatively  inexpensive  yet  effective  means  for  moni- 
toring the  health  status  of  our  citizenry. 

Cross-cultural  health  research,  by  investigating  the 
similarities  and  differences  in  the  prevalence  of  disease 
among  ethnically  and  racially  diverse  populations,  can 
help  target  those  health  needs  in  a more  effective  and  effi- 
cient manner.  Furthermore,  such  cross-cultural  health  re- 
search offers  great  potential  for  an  understanding  of  the 
etiology  of  disease.  At  the  present  time,  there  are  impor- 


tant differences  between  our  ethnic/racial  populations. 
These  populations  are  different  genetically,  culturally, 
and  socioeconomically.  They  oftentimes  have  different  oc- 
cupational histories,  health  habits,  living  conditions,  and 
diets.  As  we  find  differences  in  disease  prevalence  rates, 
we  can  begin  to  ask  which  of  our  differences  are  responsi- 
ble for  our  different  experiences  with  disease. 

FERNANDO  M.  TREVINO,  PhD 
Director,  Center  for  Cross-Cultural  Research 
Associate  Professor  of  Preventive  Medicine  and 

Community  Health 
The  University  of  Texas  Medical  Branch 
Galveston,  TX  77550 
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The  present  and  future  importance  of  mortality  statistics 


The  report  by  Polednak'  in  this  issue  of  the  Journal  con- 
cerning Hispanic  mortality  in  a New  York  county  has 
three  very  important  messages.  These  are  the  unusual  dif- 
ferentials in  total  mortality  and  cause  of  death  in  those  of 
Puerto  Rican  origin;  the  potential  usefulness  of  cause-of- 
death  statistics  from  small  geographic  areas  for  etiologic 
research  and  public  health  programs;  and,  finally,  the  con- 
tinued need  to  improve  cause-of-death  statistics  through 
physician  education  in  the  state  and  country. 

First,  for  30  years  there  have  been  observations  about 
decreased  coronary  mortality  on  the  island  of  Puerto  Rico 
compared  with  the  general  United  States  population.^ 
These  differences  have  not  been  explained  by  variation  in 
certification  practices  between  locations.  More  recently, 
comparisons,  using  comparable  methods,  have  been  made 
between  an  epidemiologic  study  in  Puerto  Rico  and  the 
Framingham  Heart  Study.^  A persistent  two-fold  differ- 
ence was  found  in  cardiovascular  mortality  as  well  as  inci- 
dence. However,  the  risk  factors  of  elevated  blood  pres- 
sure and  cholesterol  level  did  predict  coronary  heart 
disease  incidence  in  both  populations.  Also,  Rosenwaike'* 
has  been  particularly  resourceful  in  using  national  mortal- 
ity statistics  in  investigations  of  differences  among  Puerto 
Rican  and  other  Hispanic  subgroups. 

In  the  report  in  this  issue  of  the  Journal,  the  author 
postulates  that  the  Hispanic  subgroup  in  Suffolk  County, 
predominantly  of  Puerto  Rican  origin,  could  be  at  greater 
mortality  risk  than  the  general  white  population  because 
of  lower  socioeconomic  status,  including  lower  levels  of 
education  and  increased  poverty.  However,  the  study  gave 
mixed  results.  In  fact,  total  mortality  in  Hispanics  was 
lower,  principally  from  ischemic  heart  disease.  This  find- 
ing is  consistent  with  previous  reports. Also,  possibly 
with  the  exception  of  stomach  cancer,  total  cancer  mortal- 


ity was  lower,  including  specifically  lung,  breast,  and  colo- 
rectal cancer.  On  the  downside,  however,  is  the  apparent 
increase  in  mortality  from  diabetes  in  Hispanic  women. 
This  was  true  both  with  the  standardized  and  proportion- 
ate mortality  ratios.  Such  an  excess  in  Hispanics  has  been 
previously  noted  but  is  still  unexplained.^  Finally,  even 
with  relatively  few  deaths,  the  ominous  finding  of  in- 
creased homicide  mortality  among  Hispanic  men  cannot 
be  overlooked.  The  author  properly  suggests  that  further 
specific  hypothesis-driven  investigations  are  necessary  be- 
fore making  final  conclusions. 

Second,  this  report  illustrates  the  potential  usefulness 
of  mortality  data  from  a small  geographic  area  to  identify 
important  epidemiologic  and  public  health  issues.  Al- 
though a small  number  of  deaths  required  the  combina- 
tion of  data  for  five  years  and  precluded  any  time  trend 
analyses,  study  results  such  as  these  can  be  tremendously 
important  for  local  jurisdictions  in  assessing  their  health 
needs.  In  the  present  case,  the  author  was  able  to  take 
advantage  of  special  circumstances  of  a large  concentra- 
tion of  persons  born  in  Puerto  Rico,  who  were  of  a slightly 
higher  socioeconomic  status  than  those  in  New  York  City 
or  on  the  island.  Also,  local  area  death  analyses  might  be 
used  to  alert  practicing  physicians  to  diseases  causing 
large  numbers  of  deaths  in  their  community,  such  as  car- 
diovascular disease  and  cirrhosis  in  Harlem.^  Mortality 
data  are  among  the  most  uniformly  available  health  sta- 
tistics and  can  be  used  for  public  health  purposes  or  for 
addressing  specific  hypotheses.  There  are  many  applica- 
tions in  health  planning.^  For  example,  as  state  and  county 
health  organizations  consider  the  implementation  of 
health  promotion  and  disease  prevention  objectives  for  the 
year  2000,  the  ability  to  track  potential  effects  of  interven- 
tions with  mortality  statistics  needs  to  be  considered. 
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Third,  although  mortality  data,  as  collected  in  this  and 
other  studies,  are  useful  and  valid  measures  of  disease  bur- 
den, continued  diligence  by  physicians  in  New  York  and 
elsewhere  in  the  United  States  in  striving  to  improve  the 
quality  of  cause  of  death  statistics  is  necessary.*  The  Na- 
tional Center  for  Health  Statistics,  part  of  the  Centers  for 
Disease  Control,  and  the  National  Committee  on  Vital 
and  Health  Statistics,  advisory  to  the  Secretary  of  Health 
and  Human  Services,  concluded  in  a recent  workshop  that 
enhanced  efforts  in  physician  education  are  an  important 
aspect  of  this  process.  Such  programs  would  need  to  occur 
with  the  active  assistance  of  state  vital  statistics  registrars, 
professional  medical  organizations,  academic  centers,  and 
other  groups.  In  these  programs,  for  example,  physicians 
should  be  reminded  that  mortality  statistics  are  based  on 
“underlying”  cause,  or  the  bottom  line  disease  that  initiat- 
ed the  chain  of  events  leading  to  death.  This  cause  is  of 
most  etiologic  importance  and  potentially  could  lead  to 
possible  public  health  interventions.  The  “underlying” 
concept  differs  somewhat  from  the  “principal”  or  primary 
cause  as  required  on  a hospital  discharge  face  sheet  to  in- 
dicate the  main  reason  for  admission. 

In  addition,  the  physician  needs  to  be  encouraged  to  en- 
ter on  the  certificate  the  various  conditions  or  disease 
manifestations  that  connect  the  underlying  cause  and  the 
immediate  cause  of  death.  However,  the  immediate  cause 
is  more  than  a final  common  event,  such  as  respiratory 
arrest  or  asystole,  which  adds  no  etiologic  information.  It 
should  represent  as  specific  an  entity  as  possible.  Also,  the 
physician  should  take  time  to  add  other  significant  condi- 
tions contributing  to  death  but  not  directly  included  in  the 
final  chain  of  events.  This  is  particularly  important  be- 
cause such  additional  information  allows  the  preparation 
of  analyses  of  secondary  causes  of  death.  For  example, 
diabetes  is  often  not  listed  as  the  underlying  cause  of 
death,  but  multiple  cause  tabulations  highlight  the  overall 
importance  of  diabetes.^  In  the  present  report,  multiple 
cause  tabulations,  if  they  had  been  available,  might  have 
added  to  or  perhaps  decreased  the  adverse  differential  in 
diabetes  deaths  in  Hispanic  women  when  compared  to 
other  whites. 

Finally,  physicians  should  be  cognizant  of  the  need  to 


report  the  cause  of  death  as  accurately  as  possible.  Ideally, 
this  should  be  done  without  regard  to  the  potential  sensi- 
tivity of  family,  friends  and  other  interested  parties  to  the 
correct  diagnosis,  such  as  acquired  immunodeficiency 
syndrome  or  suicide.  Of  course,  in  real  life  situations  there 
may  be  blatant  and/or  subtle  influences  affecting  such 
decisions.  In  order  to  minimize  such  pressures,  many 
states  have  confidentiality  laws  that  protect  the  death  cer- 
tificate from  public  disclosure  of  cause  of  death.  However, 
other  states  have  completely  open  records.  The  effect  of 
these  two  extremes  on  the  accuracy  of  death  certificate 
data  has  not  been  fully  documented.  In  the  long  run  the 
public’s  health  and  that  of  future  patients  will  be  benefit- 
ed most  by  more  accurate  and  complete  reporting  of  cause 
of  death  on  death  certificates.  In  order  to  assist  physicians 
in  this  process,  a Physicians  Handbook  on  Medical  Cer- 
tification of  Death  or  comparable  document  can  be  ob- 
tained from  the  State  Vital  Statistics  Office  or  from  the 
National  Center  for  Health  Statistics. 

RICHARD  J.  HAVLIK,  MD,  MPH 
Special  Assistant  for  Biomedical  Applications 
Centers  for  Disease  Control 
6525  Belcrest  Rd 
Hyattsville,  MD  20782 

1 . Polednak  AP:  Mortality  in  the  Hispanic  population  of  Suffolk  County,  New 
York.  NY  State  J Med  1990;  90:442-446. 

2.  Garcia-Palmieri  MR,  Feliberti  M,  Costas  R Jr,  et  al:  Coronary  heart  disease 
mortality — A death  certificate  study.  J Chron  Dis  1965;  18:1317-1323. 

3.  Gordon  T,  Garcia-Palmieri  MR,  Kagan  A,  et  al:  Differences  in  coronary 
heart  disease  in  Framingham,  Honolulu  and  Puerto  Rico.  J Chronic  Dis 
1974;  27:329-344. 

4.  Rosenwaike  I;  Mortality  differentials  among  persons  born  in  Cuba,  Mexico, 
and  Puerto  Rico  residing  in  the  United  States,  1979-81.  Am  J Public  Health 
1987;  77:603-606. 

5.  Stern  MP:  Diabetes  in  Hispanic  Americans,  in  National  Diabetes  Data 
Group  (ed):  Diabetes  in  America,  US  Dept  of  Health  and  Hum.an  Services  publica- 
tion No.  (NIH)  85-1468.  Government  Printing  Office,  1985,  pp  IX-l-IX-1 1. 

6.  McCord  C,  Freeman  HP:  Excess  mortality  in  Harlem.  N Engl  J Med 
1990;  322:173-177. 

7.  Charlton  JRH:  Use  of  mortality  data  in  health  planning,  in  Hansluwka  H, 
Lopez  AD,  Porapakkham  Y,  et  al  (eds):  New  Developments  in  the  Analysis  of 
Mortality  and  Causes  of  Death.  Geneva,  World  Health  Organization,  1986,  pp  1- 
54. 

8.  Rosenberg  H:  Improving  cause-of-death  statistics.  Am  J Public  Health 
1989;  79:563-564. 

9.  National  Center  for  Health  Statistics:  Multiple  causes  of  death  in  the  Unit- 
ed States.  Monthly  Vital  Statistics  Report.  Vol.  32,  No.  10,  Supp.  (2)  DHHS 
publication  No.  (PHS)  84-1 120.  Hyattsville,  Md,  Public  Health  Service,  February 
17,  1984. 


SEPTEMBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  441 


RESEARCH  PAPERS 


Mortality  in  the  Hispanic  population  of  Suffolk  County, 

New  York 

Anthony  P.  Polednak,  phd 


ABSTRACT.  In  the  1980  census,  the  “Spanish-origin”  or 
“Hispanic”  population  of  Suffolk  County,  New  York  (predom- 
inantly of  Puerto  Rican  origin),  had  a lower  median  family 
Income  and  a higher  prevalence  of  poverty  than  the  “all 
white”  population  of  that  county.  Mortality  among  Hispanics, 
however,  was  not  greater  than  expected  on  the  basis  of  age- 
speclflc  death  rates  for  “all  whites”  In  1979-1983.  The  stan- 
dardized mortality  ratios  for  Ischemic  heart  disease  and  all 
neoplasms  were  less  than  1.00  for  each  sex,  but  were  signifi- 
cantly elevated  for  diabetes  mellltus  In  females  and  for  both 
Infectious  diseases  and  homicides  In  males.  Comparisons 
were  made  with  mortality  patterns  In  other  American  Hispan- 
ic populations  predominantly  of  Puerto  Rican  origin,  but  with 
lower  Income  levels  (Including  those  from  New  York  City), 
and  with  data  from  Puerto  Rico.  The  limitations  of  routinely 
reported  mortality  data  are  discussed,  along  with  the  value  of 
such  data  in  suggesting  leads  for  more  in-depth  studies. 

(NY  State  J Med  1990;  90:442-446) 

The  label  “Hispanic”  is  commonly  used  despite  lack  of 
consensus  on  terminology.'’^  Hispanic  groups,  even  in  the 
same  geographic  area,  are  heterogeneous  with  regard  to 
socioeconomic  status,  sociocultural  factors,^  and  genetic 
background.  This  heterogeneity  may  have  implications 
for  the  prevalence  of  various  diseases. 

The  1980  US  census  reports  contain  responses  to  two 
separate  items  concerning  “Spanish  origin”  and  “race,” 
so  that  “all  whites”  includes  whites  of  “Spanish  origin.” 
Persons  of  Spanish  origin  living  in  Suffolk  County  (Long 
Island,  NY)  had  lower  median  family  incomes  and  higher 
proportions  of  the  population  with  incomes  near  or  below 
the  poverty  level  in  comparison  with  “all  whites”  in  the 
1980  census  (Table  Median  family  income,  however, 
was  considerably  higher  for  Hispanics  in  Suffolk  County 
($20,087)  than  for  Hispanics  in  the  entire  United  States 
($  1 4,7 1 1 ) or  in  the  New  Y ork  City  standard  metropolitan 
statistical  area  ($10,347).  As  in  New  York  City,  the  pre- 
dominant subgroup  of  Hispanics  in  Suffolk  County  is 
Puerto  Rican,  representing  61%  of  the  total  Spanish-ori- 
gin population.  The  remainder  includes  persons  of  Mexi- 
can (3%),  Cuban  (4%),  and  “other  Spanish”  origin 
(32%).“*’^  Puerto  Ricans,  the  second  largest  Hispanic 
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group  in  the  US,  migrated  from  the  Commonwealth  of 
Puerto  Rico  primarily  after  1945. 

This  report  repesents  data  on  mortality  in  Hispanics  in 
comparison  with  “all  whites”  in  Suffolk  County  for  1979- 
1983.  Mortality  data  for  the  entire  Hispanic  population  in 
the  United  States  are  limited  to  numbers  of  deaths  in  15 
states,  with  no  estimated  mortality  rates. ^ Comparisons 
are  also  made  with  mortality  data  reported  for  other  His- 
panic populations  of  Puerto  Rican  origin,  in  the  United 
States  and  for  residents  of  Puerto  Rico  itself. 

Methods 

Computerized  individual  records  (without  personal  identifi- 
ers) of  all  deaths  in  Suffolk  County  during  1979-1 983  were  used 
to  identify  deaths  among  residents  of  the  county.  Underlying 
cause  of  death  had  been  coded  to  the  ninth  revision  of  the  Inter- 
national Classification  of  Diseases  (ICD).^  A specific  question 
regarding  “Spanish  origin,”  with  categories  including  “Puerto 
Rican,”  “Mexican,”  “Cuban,”  and  “other,”  has  been  used  on 
Suffolk  County  death  certificates  since  1979.  Population  data 
for  all  persons  of  Spanish  origin  and  “all  whites”  in  Suffolk 
County  for  1980  were  used  for  the  period  1979-1983. 

Average  annual  age,  sex,  and  cause-specific  death  rates  (per 
100,000  people)  were  calculated  for  “all  whites”  in  Suffolk 
County.  Population  estimates  for  the  Spanish-origin  population 
from  the  1980  census  were  multiplied  by  the  death  rates  in  “all 
whites”  to  obtain  expected  numbers  of  deaths  in  Hispanics.  Age 
groups  used  were  <5, 5-19,  20-34, 35-44,  45-54,  55-64,  65-74 
and  75-1-  years.  The  total  number  of  deaths  observed  in  Hispanics 
during  1979-1983  was  divided  by  the  expected  number  of 
deaths,  to  obtain  a standardized  mortality  ratio  (SMR). 

Only  2.8%  of  Spanish-origin  decedents  in  1979-1983  were 
black,  and  0.4%  were  listed  as  “other”  race  on  death  certificates, 
while  in  the  1980  census,  3.7%  of  Spanish-origin  persons  in  Suf- 
folk County  were  classified  as  black  and  21%  as  “other”  race. 
One  possible  explanation  for  this  is  that  physicians  who  complete 
death  certificates  may  use  the  “other”  race  category  less  fre- 
quently than  persons  who  describe  their  own  race  in  censuses, 
and/or  Spanish  origin  may  be  under-reported  on  death  certifi- 
cates (especially  among  blacks  and  “other  races”).  In  view  of  the 
latter  possibility,  SMRs  were  also  calculated  (but  not  shown)  by 
using  only  the  white  Spanish-origin  population  to  obtain  expect- 
ed numbers  of  deaths. 

Proportional  mortality  ratios  (PMRs)  for  the  Puerto  Rican 
born  were  compared  with  those  for  “non-Hispanic  whites”  (ie, 
“all  white”  decedents  excluding  those  of  Spanish  origin)  as  re- 
ported on  the  death  certificate.  For  comparison  purposes,  PMRs 
were  calculated  from  mortality  data  for  Puerto  Rico  in  1983.* 

A chi-square  test  was  used  for  analysis  of  PMRs  for  individual 
age  strata.  For  analysis  of  SMRs,  95%  confidence  limits  were 
based  on  the  Poisson  distribution.’ 
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TABLE  I.  Selected  Characteristics  of  All  “Spanish-Origin”  Persons  and  “All  Whites”  In  Suffolk  County  from  1980  Census 


Family  Income 

Poverty 

Mean 

Median 

Education 

LeveP 

Group 

Males 

Females 

Total 

($) 

($) 

>12  yrs* 

<75%  <150% 

All  Spanish- 

28,883  (49%) 

29,856  (51%) 

58,689  (100%) 

22,185 

20,087 

59.4% 

7.4%  22.3% 

origin 
All  whites^ 

577,395  (49%) 

607,714  (51%) 

1,185,109  (100%) 

27,254 

24,484 

74.5% 

3.5%  11.3% 

♦ Percent  with  12  or  more  years  of  education  among  persons  25  years  of  age  or  older  (US  Bureau  of  the  Census,  1982,  1983). 

^ Proportion  of  the  population  at  <75%  and  <150%  of  the  poverty  level. 

t In  the  1980  census,  “Spanish-origin"  persons  may  be  of  any  “race,”  so  that  “all  whites”  includes  Spanish-origin  persons  who  classified  themselves  as  whites. 


Results 

SMRs  for  all  causes  were  less  than  1 .00  for  both  male  and  female 
Hispanics  (Table  II),  using  the  entire  Hispanic  population  for  the 
calculation  of  expected  numbers  of  deaths.  Using  only  the  Hispanic 
white  population  to  calculate  expected  numbers  of  deaths  (not 
shown),  SMRs  were  still  not  greater  than  1.00. 

SMRs  for  Hispanics  were  significantly  lower  than  1.00  for  all 
neoplasms  and  for  ischemic  heart  disease  (Table  II).  Using  only  the 
Hispanic  white  population  to  calculate  expected  numbers  of  deaths 
(not  shown),  SMRs  were  still  significantly  lower  for  all  neoplasms  in 
females  and  for  ischemic  heart  disease  in  males.  Significantly  elevat- 
ed SMRs  were  evident,  however,  for  diabetes  mellitus  in  females  and 
for  both  infectious  diseases  and  homicides  in  males  (Table  II). 

Numbers  of  deaths  from  specific  cancers  in  Hispanics  were  small. 
SMRs  for  stomach  cancer  were  not  significantly  elevated,  although 
confidence  limits  were  wide  (Table  III).  SMRs  significantly  lower 
than  1 .00  were  evident  for  colorectal  cancers  in  females,  lung  cancer 
in  both  sexes,  and  female  breast  cancer  (Table  III). 

Some  92%  of  all  decedents  aged  45  years  and  older  at  the  time  of 
death  and  classified  as  “Puerto  Rican”  were  born  in  Puerto  Rico. 


The  PMR  for  all  neoplasms  was  significantly  lower  in  Puerto-Rican 
born  vs  “non-Hispanic  white”  females  aged  65  years  or  older  in  Suf- 
folk County,  and  similar  to  the  PMR  for  Puerto  Rico  (Table  IV). 
PMRs  for  diabetes  mellitus  were  higher  for  Puerto  Rican  born  than 
for  “non-Hispanic  white”  female  decedents  in  Suffolk  County,  and 
were  as  high  as  (or  higher  than)  those  in  females  in  Puerto  Rico 
(Table  IV).  In  contrast,  PMRs  for  diabetes  did  not  differ  between 
Puerto  Rican  born  and  “non-Hispanic  white”  males  in  Suffolk 
County,  and  were  lower  than  those  for  males  in  Puerto  Rico.  Puerto 
Rican  born  male  decedents  45-64  years  old  had  a significantly  lower 
PMR  for  ischemic  heart  disease  than  “non-Hispanic  white”  males  in 
Suffolk  County.  For  females  45-64  years  old,  and  for  both  sexes  65 
years  of  age  or  older,  PMRs  for  ischemic  heart  disease  were  similar 
by  sex-ethnic  group  within  Suffolk  County,  and  consistently  higher 
than  those  for  Puerto  Rico  (Table  IV). 

Discussion 

Despite  the  lower  median  income  level  of  Hispanics  vs 
“all  whites”  in  Suffolk  County  (Table  I),  SMRs  for  all 


TABLE  II.  Standardized  Mortality  Ratios  (SMRs)  for  All  Causes  and  for  Selected  Causes  of  Death  Among  All  Hispanics  in 

Suffolk  County,  1979-1983 

Cause  of  Death  (ICD  Codes) 

Sex 

Observed  No. 

Expected  No.* 

SMR+  (and  95%  Confidence  Interval) 

All  causes 

Male 

513 

642.2 

080 

(0.73, 

0.87)1 

Female 

392 

523.9 

0.75 

(0.68, 

0.83)1 

Infectious  diseases  (001-139) 

Male 

13 

5.3 

2.43 

(1.26, 

4.16)1 

Female 

5 

4.5 

1.12 

(0.36, 

2.61) 

All  neoplasms  (140-239) 

Male 

105 

152.5 

0.69 

(0.57, 

0.84)1 

Female 

91 

145.8 

0.62 

(0.50, 

0.77)1 

Diabetes  mellitus  (250) 

Male 

8 

10.2 

0.79 

(0.34, 

1.56) 

Female 

19 

11.0 

1.73 

(1.04, 

2.70)1 

Ischemic  heart  disease  (410-414) 

Male 

130 

197.2 

0.66 

(0.55, 

0.79)1 

Female 

106 

150.6 

0.70 

(0.40, 

0.85)1 

Pulmonary  circulation  (415-429) 

Male 

26 

28.7 

0.90 

(0.59, 

1.32) 

Female 

25 

25.9 

0.97 

(0.63, 

1.44) 

Cerebrovascular  diseases  (430-438) 

Male 

27 

31.3 

0.86 

(0.57, 

1.26) 

Female 

31 

43.5 

0.71 

(0.48, 

1.01) 

Respiratory  system  (460-519) 

Male 

26 

31.3 

0.83 

(0.54, 

1.22) 

Female 

15 

22.1 

0.68 

(0.38, 

1.12) 

Chronic  liver  disease  (571) 

Male 

12 

14.1 

0.85 

(0.44, 

1.48) 

Female 

7 

9.8 

0.71 

(0.29, 

1.46) 

Perinatal  conditions  (760-779)§ 

Male 

12 

12.6 

0.95 

(0.49, 

1.66) 

Female 

10 

9.0 

1.11 

(0.53, 

2.04) 

Accidents  (E800-929) 

Male 

54 

61.7 

0.88 

(0.66, 

1.16) 

Female 

27 

23.2 

1.16 

(0.76, 

1.69) 

Suicide  (E950-959) 

Male 

11 

15.6 

0.71 

(0.35, 

1.27) 

Female 

3 

6.0 

0.50 

(0.10, 

1.46) 

Homicide  (E960-969) 

Male 

15 

6.0 

2.48 

(1.39, 

4.09)1 

Female 

3 

2.8 

1.08 

(0.22, 

3.15) 

* Expected  number  of  deaths,  on  the  basis  of  age-  and  sex-specific  death  rates  for  “all  whites”  in  Suffolk  County, 
t Standardized  mortality  ratio,  or  ratio  of  observed  to  expected  number  of  deaths, 
t p < 0.05  for  SMR. 

5 Denominators  for  rates  were  population  estimates  for  age  <1  year. 
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TABLE  III.  Standardized  Mortality  Ratios  for  Selected  Cancer  Sites  Among  All  HIspanIcs  in  Suffolk  County,  1979-1983 


Cancer  Site  (ICD  codes) 

Sex 

Observed  No. 

Expected  No. 

SMR  (and  95%  Confidence  Limits) 

Oral  cavity,  pharynx  ( 1 40- 1 49) 

Male 

2 

3.3 

0.59  (0.07,  2.13) 

Female 

0 

2.3 

0.00  (...,3.81) 

Stomach  (151) 

Male 

7 

5.9 

1.18  (0.47,  2.43) 

Female 

4 

3.3 

1.20  (0.33,  3.07) 

Colorectal  (153-154) 

Male 

14 

19.8 

0.71  (0.39,  1.19) 

Female 

10 

18.5 

0.54  (0.26,  0.99)* 

Pancreas  (157) 

Male 

6 

7.5 

0.80  (0.29,  1.74) 

Female 

4 

7.1 

0.56  (0.15,  1.43) 

Lung  (162) 

Male 

27 

48.6 

0.56  (0.37,  0.82)* 

Female 

7 

24.8 

0.28  (0.11,  0.58)* 

Breast  (174) 

Female 

17 

29.8 

0.57  (0.33,  0.91)* 

Cervix  (180) 

Female 

2 

2.9 

0.70  (0.08,  2.53) 

Prostate  (185) 

Male 

10 

11.0 

0.91  (0.44,  1.67) 

*p  < 0.05. 

causes  were  not  elevated  in  Hispanics.  This  finding  was 
due  in  part  to  lower  than  expected  numbers  of  deaths  from 
certain  major  chronic  diseases,  notably  neoplasms  and 
ischemic  heart  disease,  among  Hispanics  (Table  II). 

As  noted  earlier,  the  majority  of  Hispanics  in  Suffolk 
County  are  of  Puerto  Rican  origin,  and  almost  all  older 
decedents  of  Puerto  Rican  origin  were  born  in  Puerto 
Rico.  For  the  entire  United  States,  age-adjusted  death 
rates  for  age  5 years  or  older  were  slightly  lower  for  Puerto 
Rican  born  persons  than  for  “all  whites.” For  the  entire 
United  States,  the  ratios  of  age-adjusted  cancer  death 
rates  for  Puerto  Rican  born  vs  “all  whites”  were  low  for 
both  males  and  females  (0.78  for  each  sex).'° 

On  the  basis  of  small  numbers,  mortality  from  lung  can- 
cer, female  breast  cancer,  and  colorectal  cancer  in  females 
was  significantly  lower  in  Hispanics  vs  “all  whites”  in  Suf- 
folk County  (Table  III).  These  findings  are  generally  con- 


TABLE  IV.  Proportional  Mortality  Ratios  ( % ) for  Selected 
Chronic  Diseases  in  Suffolk  County  and  in  Puerto  Rico,* 
Ages  45-64  and  >65  Years 


Age 

(yr) 

Suffolk  County,  New  York 

Puerto  Rico 
Male  Female 

Non-Hispanic 

Whites 

Male  Female 

Hispanics,  Born 
in  Puerto  Rico 
Male  Female 

All  neoplasms 

45-64 

31.5 

47.1 

23.2  42.0 

19.1' 

27.9 

>65 

26.6 

20.6 

20.4  13.3' 

18.6 

13.4 

Diabetes  mellitus 

45-64 

1.9 

1.7 

2.4  6.0' 

4.9 

7.4 

>65 

2.0 

2.4 

2.9  10.4' 

4.0 

7.1 

Ischemic  heart  disease 

45-64 

36.3 

18.1 

23.2'  20.0 

17.2§ 

12.7 

>65 

38.9 

40.4 

39.8  35.6 

18.2 

18.3 

Total  deaths  (no.) 

45-64 

5,436 

3,443 

82  50 

2,754 

1,547 

>65 

13,286 

15,526 

103  135 

7,290 

6,314 

* For  1983  (from  data  in  1985  Demographic  Yearbook*). 

^ ICD  codes  140-208  (malignant  neoplasms)  only  for  Puerto  Rico,  vs  both  ICD 
140-208  and  209-239  (benign  and  unspecified  neoplasms)  for  Suffolk  County;  few 
deaths  are  due  to  the  latter  subcategory. 

•p  < 0.05  for  chi-square  test  comparing  the  Hispanic  subgroup  with  non-His- 
panic  whites  in  Suffolk  County.  Data  for  Puerto  Rico  are  presented  for  compari- 
son. but  statistical  tests  were  considered  inappropriate  (see  text), 

5 ICD  codes  410-414  for  both  Puerto  Rico  and  Suffolk  County. 


sistent  with  those  from  studies  of  Puerto  Rican  immi- 
grants in  New  York  City’  ’ and  Illinois. Although  SMRs 
were  not  elevated  for  stomach  and  cervical  cancer  in  the 
present  study  (Table  III),  in  contrast  to  Puerto  Ricans  in 
New  York  City  and  Illinois,  numbers  of  deaths  were 
small.  Further  data  are  needed  for  these  cancers  in  the 
Hispanic  population  of  Suffolk  County;  the  incidence  of 
these  cancers  is  inversely  associated  with  socioeconomic 
status. 

The  PMR  for  all  neoplasms  at  age  65  years  or  older  in 
Puerto  Rican  born  females  in  Suffolk  County  was  appar- 
ently similar  to  that  for  females  in  Puerto  Rico  (in  1983) 
(Table  IV).  Because  higher  death  rates  from  other  causes 
(eg,  infections)  in  Puerto  Rico  could  make  PMRs  from 
chronic  diseases  appear  low,  comparisons  of  PMRs  be- 
tween Suffolk  County  and  Puerto  Rico  (Table  IV)  must 
be  made  with  caution. 

SMRs  for  ischemic  heart  disease  among  Hispanics  in 
Suffolk  County  were  also  less  than  1.00  (Table  II). 
Among  decedents  45-64  years  old,  PMRs  were  signifi- 
cantly lower  in  Puerto  Rican  born  vs  “non-Hispanic-white” 
males  (but  not  females)  in  Suffolk  County.  For  the  entire 
United  States,  age-adjusted  death  rates  for  “diseases  of 
the  heart”  were  lower  for  Puerto  Rican  born  than  for  “all 
white”  males  (a  ratio  of  0.86)  but  not  for  females  (a  ratio 
of  1.09).’°  In  New  York  City  in  1969-1971,  age-specific 
death  rates  from  heart  disease  were  lower  in  Puerto  Rican 
born  vs  “all  others”  for  males  aged  25  years  or  older  but 
not  for  females  younger  than  75  years  old.’^  One  explana- 
tion for  this  sex  difference  is  suggested  by  the  higher 
PMRs  for  diabetes  mellitus  in  Puerto  Rican  born  females 
(Table  IV),  because  diabetes  is  a risk  factor  for  early  onset 
coronary  atherosclerosis and  death  from  ischemic  heart 
disease.’^ 

Data  from  Puerto  Rico  have  indicated  lower  death  rates 
from  ischemic  heart  disease  in  comparison  with  the  Unit- 
ed States. Possible  increases  in  mortality  in  Puerto  Ri- 
can born  Hispanics  in  Suffolk  County,  in  comparison  with 
the  present  population  of  Puerto  Rico,  were  suggested  by 
the  higher  PMRs  at  older  ages  in  comparison  with  PMRs 
in  Puerto  Rico  (Table  IV). 

In  contrast  to  the  findings  for  neoplasms  and  ischemic 
heart  disease,  SMRs  for  diabetes  mellitus  were  higher  in 
Hispanic  vs  “all  white”  females  in  Suffolk  County.  The 
PMR  for  diabetes  was  also  higher  among  Puerto  Rican 
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born  vs  non-Hispanic  white  females  in  Suffolk  County 
(Table  IV).  For  the  entire  United  States,  age-adjusted 
mortality  rates  for  diabetes  also  were  higher  for  Puerto 
Rican  born  vs  “all  white”  women, and  the  present  find- 
ing of  a similar  pattern  for  females  in  a higher  income 
Hispanic  population  is  noteworthy. 

Among  the  Puerto  Rican  born  Hispanics  in  New  York 
City  in  1969-1971,  only  females  had  higher  death  rates 
from  diabetes  than  the  non-Puerto  Rican  born  Hispan- 
ics"; this  is  in  agreement  with  the  present  findings  on 
SMRs  in  all  Hispanics  (Table  II).  In  contrast,  death  rates 
for  diabetes  in  the  United  States  were  also  higher  in  Puer- 
to Rican  born  vs  “all  white”  males.'®  This  suggests  region- 
al differences  in  mortality  patterns  for  Puerto  Rican  born 
groups  in  the  United  States,  although  differences  in  death 
certification  practices  cannot  be  ruled  out.  Only  the  un- 
derlying cause  of  death  was  available  for  the  present  anal- 
ysis of  diabetes  mortality.  Accuracy  of  death  certificate 
data  for  diabetes  as  the  underlying  cause  of  death  may 
vary  by  racial/ethnic  group,  as  has  been  suggested  for 
mortality  data  for  ischemic  heart  disease  in  American 
blacks  (especially  young  adult  females).'*  Community 
based  studies,  including  information  on  clinical  history, 
are  needed  to  evaluate  potential  biases  in  reporting  of  dia- 
betes mellitus  as  the  underlying  cause  of  death  by  ethnic 
group  and  sex. 

Selection  of  Puerto  Rican  migrants  for  better  health,'® 
among  males  only,  could  explain  the  apparent  mortality 
pattern  for  diabetes  mellitus  in  Suffolk  County  vs.  Puerto 
Rico  (Table  IV).  Another  possible  explanation  involves 
sex  differences  in  degree  of  acculturation  levels  and/or 
acculturation  effects  (perhaps  involving  obesity).  Among 
Mexican  Americans  in  Texas,  degree  of  acculturation  was 
more  important  than  socioeconomic  status  in  predicting 
obesity  and  diabetes. Length  of  residence  in  Suffolk 
County,  and  degree  of  acculturation,  were  unknown  in  the 
present  study.  The  prevalence  of  obesity  by  socioeconomic 
status  and  degree  of  acculturation  should  be  determined 
in  samples  of  Puerto  Rican  born  males  and  females  in  Suf- 
folk County. 

The  significantly  elevated  SMRs  for  infectious  diseases 
and  homicides  in  Hispanic  males  in  Suffolk  County  (Ta- 
ble II)  may  be  related  to  the  substantial  ethnic  differences 
in  income  and  poverty  level  within  the  county  (Table  I) — 
this  also  requires  further  examination.  For  the  entire  US, 
age-adjusted  rates  for  homicides  were  about  7.5  times 
higher  in  Puerto  Rican  born  vs  “all  white”  males  in  1979- 
1981,'®  in  comparison  with  the  SMR  of  3.3  for  Hispanics 
in  Suffolk  County.  Also,  the  SMR  for  chronic  liver  disease 
was  not  elevated  for  Hispanics  in  Suffolk  County  (Table 
II),  while  Puerto  Rican  born  males  in  the  United  States 
had  an  age-adjusted  death  rate  about  3.5  times  higher 
than  “all  whites;”  death  rates  for  infectious  diseases  in  the 
United  States  were  not  presented.'®  These  apparent  dif- 
ferences between  Hispanics  in  Suffolk  County,  the  major- 
ity of  whom  are  of  Puerto  Rican  origin  (and  ^erto  Rican 
born,  for  older  age  groups),  and  the  entire  population  of 
Puerto  Rican  born  residents  of  the  United  States  could  be 
related  to  the  higher  income  levels  of  the  Suffolk  County 
subgroup. 

This  study  illustrates  both  the  limitations  of  using  death 
records  for  the  analysis  of  ethnic  differences  in  mortality. 


and  the  value  of  such  analyses  in  generating  hypotheses 
that  can  serve  as  the  basis  of  further  studies.  Descriptive 
studies  could  be  improved  by  the  use  of  Spanish  surnames 
for  delineation  of  ethnic  groups, and  by  the  availability 
of  better  population  estimates  for  the  Hispanic  popula- 
tion. Underestimation  of  mortality  rates  for  ischemic 
heart  disease  and  neoplasms  in  Hispanics  in  Suffolk 
County  may  have  occurred  in  this  study.  In  contrast,  sig- 
nificantly increased  mortality  from  diabetes  mellitus  has 
been  shown  for  Hispanic  females  in  Suffolk  County. 
While  the  death  rates  and  PMRs  for  diabetes  mellitus  in 
Hispanics  could  be  even  higher  than  those  reported  here, 
studies  are  needed  on  the  quality  of  data  on  diabetes  re- 
ported on  death  certificates. 

If  these  ethnic  differences  are  confirmed,  explanations 
should  be  explored  through  studies  of  life  style  factors  that 
might  protect  against  ischemic  heart  disease  and  certain 
cancers,  but  also  increase  the  risk  of  diabetes  mellitus  in 
Hispanics  in  Suffolk  County.  Identification  of  such  fac- 
tors could  lead  to  public  health  programs  aimed  at  main- 
taining salubrious  habits  such  as  nonsmoking,  and  per- 
haps supporting  aspects  of  the  diet  in  certain  ethnic 
groups,  while  reducing  the  prevalence  of  other  factors 
such  as  obesity.  Finally,  results  of  such  studies  could  be 
useful  in  encouraging  the  modification  of  certain  life 
styles  or  specific  habits  among  other  ethnic  groups. 
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Small  bowel  injuries  following  blunt  abdominal  trauma 

Early  recognition  and  management 

Edward  J.  Coleman,  md,  Patrick  A.  Dietz,  md 


ABSTRACT.  We  reviewed  the  cases  of  15  patients  with  In- 
testinal perforation  following  blunt  abdominal  trauma,  which 
occurred  between  1971  and  1988.  Twelve  patients  were 
treated  at  The  Mary  Imogene  Bassett  Hospital  (Coopers- 
town,  NY);  three  other  patients  were  treated  at  surrounding 
area  hospitals.  These  Injuries  Included  1 1 motor  vehicle  ac- 
cidents, three  low-velocity  Impact  Injuries,  and  one  blast  In- 
jury. There  were  four  duodenal,  ten  jejunal,  and  two  Ileal  Inju- 
ries. Five  patients  who  were  operated  on  within  12  hours  had 
classic  signs  of  peritonitis  or  gross  blood  on  diagnostic  peri- 
toneal lavage.  Four  patients  were  operated  on  after  12  hours, 
and  six  after  24  hours;  physical  signs  were  subtle  In  this 
group.  Pain  was  a universal  finding  but  was  usually  moder- 
ate; nausea  and  vomiting  were  frequent  early  findings  In  the 
ten  patients  with  late  recognition.  An  altered  sensorlum  due 
to  Intoxication  or  head  Injury  was  present  In  three  of  ten  pa- 
tients operated  on  after  12  hours. 

Laboratory  determinations.  Including  a white  blood  cell 
count  and  amylase  analysis,  as  well  as  abdominal  radio- 
graphs, were  often  not  helpful.  Diagnostic  peritoneal  lavage 
Is  an  Important  test,  but  when  It  Is  performed  within  four 
hours  post-injury.  It  may  yield  false  negative  findings  In  up  to 
50%  of  patients  and  may  need  to  be  repeated.  Computer 
tomographic  scanning  should  employ  oral  and  Intravenous 
contrast  to  Increase  accuracy;  perforation  of  a hollow  viscus 
may  not  be  Immediately  recognized. 

Four  of  the  five  patients  operated  on  within  12  hours  had 
an  uncomplicated  course.  Complications  occurred  In  all  six 
patients  operated  on  beyond  24  hours  and  Included  Intra- 
abdomlnal  abscesses  In  five,  and  death  for  one  patient.  The 
mean  hospital  stay  was  nine  days  for  patients  operated  on 
within  12  hours  and  38  days  for  those  operated  on  after  24 
hours.  Appreciation  of  the  often  subtle  signs  and  symptoms 
of  small  bowel  Injuries  and  the  limitations  of  current  diagnos- 
tic methods  Is  essential  for  the  prompt  recognition  of  these 
Injuries.  Thorough  abdominal  exploration.  Including  com- 
plete mobilization  of  the  duodenum.  Is  necessary.  Early  sur- 
gical repair  markedly  reduces  complications  and  length  of 
hospital  stay. 

(NY  State  J Med  1990;  90:446-449) 
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Intestinal  perforations  following  blunt  abdominal  trauma 
remain  a challenging  problem  today.  Many  may  be  recog- 
nized early  because  of  multiple  associated  injuries.  Never- 
theless, a significant  number  of  patients  may  have  subtle 
physical  findings  and  an  insidious  onset  of  abdominal  sep- 
sis due  to  delay  in  treatment.  According  to  Harris,'  this 
may  be  due  to  delayed  peritoneal  reaction  to  succus  enter- 
icus;  an  altered  sensorium  from  drugs,  alcohol,  or  head 
injury;  and  false-negative  results  due  to  diagnostic  perito- 
neal lavage  (DPL),  abdominal  radiographs,  or  computer 
tomographic  scans.  Experimental  studies  by  Meuller  et 
al,^  Levinson  et  al,^  and  Maull  and  Reath''  have  shown 
that  DPL  may  not  become  positive  for  six  hours  in  cases  of 
intestinal  perforation.  Dauterive  et  aP  reported  that  early 
recognition  and  treatment  of  these  injuries  has  been 
shown  to  improve  outcome  markedly,  decrease  complica- 
tions, particularly  of  abdominal  sepsis,  and  shorten  hospi- 
tal stays. 

Gastrointestinal  fistulas  are  described  in  detail  by  Ed- 
munds.^ “Terminal”  duodenal  fistulas  have  been  distin- 
guished from  lateral  duodenal  fistulas  where  gastrointes- 
tinal continuity  is  maintained  because  of  the  greater 
severity  of  the  latter."^’^  Surgical  repair  techniques  have 
been  developed  to  prevent  fistulas,  or  to  convert  lateral  to 
terminal  duodenal  fistulas  to  control  drainage  and  im- 
prove prognosis.  These  techniques  include  primary  repair 
with  or  without  resection,  pyloric  exclusion,  duodenal  di- 
verticulization,  and  pancreaticoduodenectomy. 

This  study  is  a retrospective  review  of  our  recent  experi- 
ence with  intestinal  perforation  following  blunt  abdomi- 
nal trauma.  Numerous  studies  have  documented  the  com- 
plications following  these  injuries,  the  efficacy  of  various 
surgical  procedures,  and  the  importance  of  early  treat- 
ment. The  purpose  of  this  report  is  to  characterize  those 
patients  with  delayed  diagnosis  and  understand  the  fac- 
tors responsible  for  delay  in  diagnosis  despite  modern  di- 
agnostic capabilities. 

Patients  and  Methods 

The  hospital  records  of  12  patients  from  The  Mary  Imogene 
Bassett  Hospital  (Cooperstown,  NY)  with  intestinal  injuries  fol- 
lowing blunt  abdominal  trauma  from  1971  to  1988  were  re- 
viewed. Three  other  cases  were  offered  for  review  by  area  sur- 
geons with  an  interest  in  this  problem.  There  were  eight  male  and 
seven  female  patients  ranging  in  age  from  nine  to  77  years 
(mean,  34  years)  (Fig  1). 
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FIGURE  1.  Age  distribution. 

The  mechanisms  of  injury  included  ten  motor  vehicle  acci- 
dents (documented  use  of  restraints  in  six,  three  of  whom  had  a 
“seatbelt  sign”);  a blast  from  an  exploding  oil  drum;  a blow  when 
one  patient  struck  his  abdomen  on  the  steering  wheel  of  his  riding 
lawnmower  when  he  hit  a tree  stump;  two  sports  injuries,  when 
one  child  fell  on  his  bicycle  handlebar  and  another  youngster  was 
struck  in  the  abdomen  playing  football;  and  a tractor  crush  inju- 
ry (Table  I). 

There  were  four  duodenal  injuries  (three  perforations,  one  he- 
matoma), 1 1 jejunal  injuries  (ten  perforations  and  one  mesenter- 
ic avulsion),  and  three  ileal  injuries  (two  mesenteric  avulsions 
and  one  hematoma)  (Table  II). 

Results 

Clinical  Course.  Pain  is  a universal  finding,  occurring  in  all  con- 
scious patients;  however,  it  is  often  only  mild  to  moderate.  Other 
symptoms  referable  to  abdominal  injury  include  nausea,  vomiting, 
and  fever.  The  classic  triad  of  peritonitis,  including  tenderness,  ri- 
gidity, and  absent  bowel  sounds,  was  seen  in  only  four  of  nine  pa- 
tients (45%)  who  were  operated  on  within  the  first  24  hours,  and  was 
not  present  on  admission  in  any  of  the  patients  in  whom  the  diagnosis 
was  delayed  beyond  24  hours.  Among  the  patients  with  delay  in  di- 
agnosis beyond  24  hours,  three  of  five  did  have  the  triad  of  pain, 
nausea,  and  vomiting  (60%)  at  the  time  of  admission.  Fever  is  not  a 
common  presentation  within  the  first  24  hours  and  was  seen  in  only 
three  of  15  patients  (20%). 

Five  patients  were  operated  on  within  12  hours  of  injury.  Delay  in 
operation  from  12  hours  to  24  hours  occurred  in  four  patients,  two  of 
whom  were  intoxicated  (50%).  Delay  in  diagnosis  beyond  24  hours 
occurred  in  six  patients,  one  of  whom  was  unresponsive,  with  a 
closed  head  injury.  An  altered  sensorium  therefore  complicated  the 
diagnosis  in  three  of  ten  patients  (33%)  with  a delayed  operation, 
none  of  whom  were  operated  on  within  12  hours  (Fig  2,  Table  III). 


TABLE  I.  Trauma  by  Mechanism 

Mechanism  Number  % 


Motor  vehicle  accident 

10 

67 

Low  velocity  impact 

3 

20 

Blast 

1 

6.5 

Crush 

1 

6.5 

Total 

15 

100 

TABLE  II. 

Anatomic  Distribution  of  Injuries 

Site 

Number  and  Type  of  Injuries 

Duodenum 

4 (3  perforation,  1 hematoma) 

Jejunum 

11  (10  perforations,  1 mesenteric  avulsion) 

Ileum 

3 (2  mesenteric  avulsion,  1 hematoma) 

Total 

18  injuries  in  15  patients 

NO.  OF  PATIENTS 
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TIME  TO  SURGERY 

FIGURE  2.  Distribution  of  injuries  and  time  to  surgery. 

Diagnostic  Studies.  Twelve  abdominal  roentgenograms  were 
performed  in  1 1 patients  and  were  abnormal  in  six  (50%).  These 
included  three  patients  with  pneumoperitoneum.  Interestingly,  in 
one  patient,  the  first  film  was  normal  and  the  second  film  four  hours 
later  demonstrated  free  air.  Loss  of  the  right  psoas  shadow  was  seen 
in  two  patients. 

Diagnostic  peritoneal  lavage  was  performed  in  four  patients  and 
was  positive  in  two  (50%).  One  patient  had  return  of  gross  blood,  and 
lavage  performed  on  the  third  hospital  day  in  another  patient  was 
positive  for  blood  and  bacteria.  There  were  two  false-negative  results 
in  this  group. 

Six  abdominal  computed  tomographic  (CT)  scans  were  per- 
formed in  four  patients  and  were  abnormal  in  five  (83%),  two  in 
retrospect.  Two  CT  scans  were  performed  on  the  second  hospital  day 
and  were  not  helpful  in  establishing  the  diagnosis.  Of  the  later  CT 
scans,  four  out  of  four  were  abnormal,  with  three  showing  abscesses, 
and  a large  collection  of  peritoneal  fluid  in  a fourth. 

Upper  gastrointestinal  series  were  performed  in  three  patients  and 
were  all  abnormal,  but  none  demonstrated  leaks.  There  were  duode- 
nal hematoma  in  two,  and  jejunal  mucosal  irregularity  in  a third 
(Table  IV). 

Laboratory  tests  were  not  useful  in  the  prediction  of  injury.  The 
mean  white  blood  cell  count  on  admission  was  not  significantly  dif- 
ferent in  three  groups  based  on  time  from  injury  to  surgery,  nor  was 
there  any  relation  between  the  white  blood  cell  count  on  admission 
and  subsequent  complications.  Amylase  was  elevated  in  only  one  of 
15  patients  on  admission. 

There  was  one  death  in  the  group  (6%),  following  a tractor  crush 
injury.  This  patient  had  a 4-cm  duodenal  tear  and  retroperitoneal 

TABLE  III.  Relationship  of  Symptoms  Present  at  Time  of 
Admission  to  Time  of  Surgical  Exploration 

Hours 

<12 A 12-24 >24 

Symptoms  No.  (%)  No.  (%)  No.  (%) 

Pain  5/5  (100%)  4/4  (100%)  5/5  (100%) 

Nausea,  vomiting  1/5  (20%)  3/4  (75%)  3/5  (60%) 

“Peritonitis”  3/5  (60%)  1/4  (25%) 

Fever  1/4  (25%)  2/5  (40%) 


TABLE  IV.  Diagnostic  Studies  Performed 


Studies  Number  % 


AXR  (abdominal  plain  film) 

6/12  abnormal 

(50%) 

DPL  (diagnostic  peritoneal  lavage) 
CT  (computed  tomography) 

2/4  positive 

(50%) 

abdomen 

4/4  abnormal 

(100%) 

UGI 

3/3  abnormal 

(100%) 

abdominal  tap,  culdocentesis 

1 /3  positive 

(33%) 
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abscess.  Multiple  associated  injuries  including  rib  fractures,  and 
cerebral,  myocardial,  and  pulmonary  contusions  were  present.  This 
patient  underwent  repair  of  his  duodenal  perforation,  but  expired  on 
the  third  hospital  day  of  sepsis  and  respiratory  failure.  Blood  and 
peritoneal  cultures  subsequently  grew  Clostridium  perfringens. 

Delay  in  surgery  had  a marked  effect  on  length  of  hospital  stay 
and  the  incidence  of  complications.  An  uncomplicated  postoperative 
course  was  experienced  by  seven  of  nine  patients  (77%)  who  were 
operated  on  within  24  hours  of  injury.  The  patient  with  a blast  injury 
that  resulted  in  ileal  infarction  from  mesenteric  avulsion  developed 
four  complications  manifested  by  pneumonia,  pulmonary  embolus, 
arrhythmia,  and  wound  dehiscence.  A second  patient,  who  suffered 
a low-velocity  impact  from  a bicycle  handlebar,  developed  a small 
bowel  obstruction  several  months  later  that  required  enterolysis. 

Peritoneal  cultures  were  negative  in  three  of  five  patients  operated 
on  within  12  hours.  In  two  patients,  positive  cultures  grew  Strepto- 
coccus, Klebsiella,  Corynebacteria,  and  Candida  species.  Only  one 
of  six  patients  operated  on  after  24  hours  had  a negative  peritoneal 
culture.  The  remainder  grew  a mixture  of  gram-negative  and  gram- 
positive microbes,  anaerobes,  and  yeast.  Five  of  six  patients  (83%) 
operated  on  after  24  hours  developed  intra-abdominal  abscesses. 
One  death  occurred  in  this  group.  Hospital  stay  was  considerably 
prolonged  in  patients  operated  on  after  more  than  24  hours.  The  five 
patients  operated  on  within  12  hours  had  a mean  stay  of  nine  days. 
Those  operated  on  between  1 2 and  24  hours  had  a mean  stay  of  1 2 
days.  Surviving  patients  operated  on  beyond  24  hours  had  a mean 
hospital  stay  of  38  days  (Figs  3,  4). 

Reparative  techniques  are  listed  in  Table  V.  Three  patients  with 
duodenal  perforation  underwent  pyloric  exclusion  and  gastrojejun- 
ostomy; one  duodenal  fistula  developed  and  closed  with  conservative 
management.  Nine  jejunoileal  injuries  resulted  in  1 1 perforations 
and  four  segments  of  necrotic  bowel  due  to  mesenteric  vascular  inju- 
ries. All  were  treated  with  primary  closure  or  simple  resection  and 
primary  anastomosis.  One  patient  with  jejunal  mucosal  irregularity 
on  an  upper  gastrointestinal  series  had  an  abdominal  abscess  that 
was  presumed  due  to  jejunal  perforation;  this  was  successfully  man- 
aged by  percutaneous  drainage.  There  were  no  leaks  following  jejun- 
oileal repairs,  and  no  patients  required  a second  operation  because  of 
missed  injuries. 

Discussion 

Intestinal  injuries  following  blunt  abdominal  trauma 
continue  to  be  a challenging  problem  for  surgeons.  Mor- 
tality is  reported  to  be  from  10%  to  30%  and  is  related  to 
associated  injuries. Of  major  importance  in  improving 
outcome  in  these  patients  is  early  diagnosis  and  prompt 
surgical  intervention  to  avoid  serious  infectious  complica- 
tions. Current  diagnostic  methods  are  a tremendous  ad- 
vantage to  the  trauma  surgeon.  Recognition  of  their  limi- 
tations, a high  index  of  suspicion,  careful  and  repeated 


TIME  TO  SURGERY 

FIGURE  3.  Hospital  stay  versus  time  to  surgery. 
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FIGURE  4.  Complications. 

physical  examination,  and  prompt  surgical  intervention 
are  essential.  Delayed  diagnosis  increases  morbidity,  mor- 
tality, and  length  of  hospital  stay.  This  study  was  under- 
taken to  identify  those  characteristics  that  might  expedite 
diagnosis  and  treatment  in  the  future. 

Major  intestinal  injuries  are  reported  to  occur  in  5%  to 
15%  of  cases  of  blunt  abdominal  trauma.^  Motor  vehicle 
accidents  are  responsible  for  most  adult  injuries.  Cobb  et 
al'°  found  child  abuse  to  be  responsible  for  8 of  12  cases  of 
intestinal  perforation  in  their  pediatric  population.  The 
injuries  included  transmural  perforation,  mesenteric  lac- 
eration, and  bowel  wall  contusion.  The  mechanisms  for 
these  injuries  include  bursting  of  fluid-filled  small  bowel 
loops  from  sudden  increase  in  intraluminal  pressure  from 
an  extrinsic  blow,  compression  of  intestinal  loops  against 
the  vertebral  column,  and  tangential  tears  at  fixed  points 
or  adhesions.  Frey"  has  also  described  delayed  diagnosis 
when  a crushed  segment  that  is  initially  intact  becomes 
necrotic  and  perforates. 

Intestinal  perforation  may  be  found  at  exploration  for 
associated  intra-abdominal  injuries.  Harris'  pointed  out 
that  the  neutral  pH,  low  bacterial  counts,  and  enzymatic 
activity  of  jejunal  contents  may  be  responsible  for  the  in- 
sidious development  of  peritonitis  following  perforation. 
Absence  of  small  bowel  gas,  short  interval  from  time  of 
injury  to  radiography,  small  size  of  perforations,  and 
omentum  overlying  jejunum  may  mask  development  of 
free  air  within  the  peritoneum.  Schenk  et  al'^  found  ab- 
dominal pain  to  be  the  only  universal  complaint  in  1 3 pa- 
tients with  jejunal  perforation  following  blunt  abdominal 
trauma.  This  is  consistent  with  our  findings.  In  addition, 
otherwise  unexplained  nausea  and  vomiting  appeared  to 


TABLE  V.  Methods  of  Treatment 


Treatment 

Number 

% 

Debridement  and  primary  repair 

7 

47 

Pyloric  exclusion,  gastrojejunostomy 

3 

20 

and  feeding  jejunostomy 

Resection  and  primary  anastomosis 

3 

20 

Drainage  of  abscess 

1 

6.5 

Resolution  of  intramural  hematoma 

1 

6.5 

(observation) 

Total 

15 

100 
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be  important  findings  in  our  group. 

Flint  et  al^  and  Cobb  et  al*°  identified  several  of  the 
difficulties  in  the  diagnosis  and  management  of  these  pa- 
tients. Laboratory  tests,  including  amylase  level,  white 
blood  cell  count,  abdominal  radiographs,  and  contrast 
duodenography,  were  often  not  helpful  in  identifying  these 
injuries.  They  found  the  presence  of  abdominal  tenderness 
and  diagnostic  peritoneal  lavage  useful  in  early  recognition. 

Flint  et  al^  emphasized  the  need  for  wide  mobilization 
of  the  duodenum  in  order  to  recognize  all  injuries.  Root  et 
al,'^  in  1965,  described  the  technique  of  diagnostic  perito- 
neal lavage,  which  has  now  become  standard  in  trauma 
management.  This  technique  is  proven  to  be  very  sensitive 
in  detecting  free  blood  within  the  peritoneal  cavity.  False 
negatives,  up  to  50%,^  following  intestinal  perforation 
have  been  reported.  Experimental  studies^  have  shown  a 
low  yield  for  diagnostic  peritoneal  lavage  within  four 
hours  of  injury,  although  94%  became  positive  by  six 
hours.  Peitzman  et  aP'*  and  Federle  et  al'^  have  shown  CT 
scanning  to  be  a useful  adjunct  to  DPL,  particularly  in  the 
recognition  of  solid  organ  and  retroperitoneal  injuries. 
Kaufman  et  al'^  emphasized  combining  oral  and  intrave- 
nous contrast  to  maximize  efficacy,  but  effectiveness  in 
identifying  loss  of  intestinal  continuity  or  leakage  of  con- 
trast from  the  gastrointestinal  tract  was  limited  in  our  study. 

Celiotomy  should  be  considered  an  extension  of  the  sur- 
geon’s diagnostic  options  when  the  previous  tests  leave 
sufficient  concern  about  the  extent  of  unrecognized  inju- 
ries. After  control  of  hemorrhage,  a thorough  exploration 
must  be  performed.  Attention  must  be  directed  to  identi- 
fying any  signs  suggestive  of  duodenal  injuries,^  including 
periduodenal  hematomas,  bile  staining,  or  air  bubbles  in 
the  region  of  the  bilary  tree  or  duodenum.  A careful  explo- 
ration'^'^ must  include  wide  mobilization  of  the  duode- 
num employing  the  methods  of  Kocher  and  Cattell,'*  and 
taking  down  the  ligament  of  Treitz. 

Perl,'^  in  1935,  distinguished  “terminal  duodenal  fistu- 
la” from  the  more  serious  “lateral  fistula,”  since  the  latter 
remain  in  continuity  with  gastrointestinal  flow.  Bartlett 
and  Lowell,^"  in  1938,  found  a mortality  of  14%  with  ter- 
minal fistulas,  while  lateral  duodenal  fistulas  had  a 40% 
mortality  at  that  time.  The  complexity  of  these  injuries 
and  their  complications  have  been  recognized  for  years. 
Several  surgical  techniques  have  now  evolved  to  deal  with 
these  problems. 

Techniques  of  duodenal  diverticulization  and  pyloric 
exclusion  are  aimed  at  converting  lateral  to  terminal  fistu- 
las. Berne  et  aF'  described  the  technique  of  duodenal  di- 
verticulization, which  included  antrectomy,  duodenosto- 
my,  vagotomy,  gastrojejunostomy,  feeding  jejunostomy, 
and  drainage.  Selective  biliary  drainage  was  employed 
when  necessary.  Vaughan  et  al®  popularized  the  role  of 
pyloric  exclusion  in  1977  as  a means  of  avoiding  antrec- 
tomy; vagotomy  was  not  employed.  Of  75  patients  treated 
with  pyloric  exclusion,  Vaughan  et  al  dealt  with  the  devel- 
opment of  three  fistulas  and  three  marginal  ulcers.^  Pan- 
creaticoduodenectomy is  infrequently  necessary,  and 
most  series  report  mortalities  of  30%  often  related  to  asso- 
ciated injuries.  Oreskovich  et  aF^  recently  reported  a se- 
ries of  ten  patients  with  no  deaths  following  pancreatico- 
duodenectomy for  trauma. 

Intestinal  perforation  following  blunt  abdominal  trau- 


ma remains  a challenge  for  the  surgeon.  Numerous  au- 
thorshave  reported  morbidity  and  mortality  follow- 
ing these  injuries,  and  sound  methods  have  been  developed 
for  management.  The  development  of  diagnostic  peritone- 
al lavage,  CT  scanning,  newer  antibiotics,  and  surgical 
techniques  have  all  played  an  important  role  in  improving 
outcome  for  these  patients.  Nevertheless,  delay  in  recog- 
nition, and  treatment  of  these  injuries  after  24  hours,  have 
been  associated  with  marked  increase  in  both  morbidity 
and  mortality. It  is  important  to  realize  that  the  signs 
and  symptoms  of  these  injuries  are  often  subtle.  Pain  is  a 
constant  finding,  often  associated  with  nausea  and  vomit- 
ing; fever  may  not  be  present.  Diagnostic  peritoneal  la- 
vage may  be  misleading  within  the  first  six  hours  of  hollow 
viscus  injury,  and  repeat  lavage  may  be  necesary.  CT 
scanning  should  employ  both  oral  and  intravenous  con- 
trast to  improve  yield,  and  CT  scanning  may  not  specifi- 
cally recognize  bowel  injuries. 

It  is  essential  to  maintain  a high  index  of  suspicion  for 
these  injuries  and  recognize  the  limitations  of  current  di- 
agnostic techniques.  It  is  only  after  careful,  complete,  se- 
rial examination,  and,  on  occasion,  “diagnostic  celioto- 
my,” that  prompt  therapy  is  instituted  in  an  effort  to 
reduce  morbidity  and  expeditiously  treat  the  injury  to  the 
small  bowel. 
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HISTORY 


A history  of  the  New  York  Society  of  Tropical  Medicine 

Pascal  James  Imperato,  md 


The  New  York  Society  of  Tropical  Medicine  was  orga- 
nized in  the  spring  of  1933  by  a group  of  17  men  who 
shared  a common  interest  in  the  specialty.  They  came 
from  a diversity  of  professional  backgrounds  which  in- 
cluded medical  teaching,  research,  overseas  mission  work, 
industrial  medicine,  dermatology,  and  military  medicine.' 
The  heterogeneous  nature  of  this  original  group  has  come 
to  characterize  the  society’s  membership  over  the  years.  It 
has  drawn  to  it  clinicians,  basic  science  researchers,  public 
health  specialists,  and  others  whose  pooled  experiences, 
training,  and  skills  have  consistently  given  it  strength.  In 
addition,  the  society  has  functioned  as  a forum  for  the  dis- 
cussion of  clinical,  laboratory,  and  field  problems  in  tropi- 
cal medicine,  thus  enriching  the  knowledge  of  its  individ- 
ual members. 

The  necessary  environment  for  such  a society  to  func- 
tion has  been  provided  by  the  unique  character  of  the 
greater  New  York  City  metropolitan  region.  This  includes 
a cosmopolitan  population;  the  steady  flow  of  immigrants 
and  travelers  from  tropical  areas;  several  large  research 
institutions  and  medical  centers;  philanthropic,  industrial 
and  religious  organizations  involved  in  work  in  the  tropics; 
pharmaceutical  firms  with  a focus  on  antiparasitic  drugs 
and  parasitic  diagnostics;  and  the  presence  of  profession- 
als with  a past  and/or  current  involvement  with  tropical 
diseases.  The  society  has  historically  drawn  most  of  its 
membership  from  New  York,  New  Jersey,  Connecticut, 
and  Pennsylvania,  and  presently  includes  on  its  rolls  a few 
individuals  from  places  as  distant  as  California  and  Wash- 
ington, DC.  Diversity  of  professional  background  has  long 
characterized  the  society’s  membership  and  been  a source 
of  strength  and  intellectual  enrichment.  However,  the  so- 
ciety has  not  attracted  to  it  great  numbers  of  molecular 
biologists,  the  most  recent  professional  group  to  show  an 
interest  in  parasites. 

Prior  to  the  founding  of  the  society,  national  profession- 
al societies  of  tropical  medicine  had  existed  for  several  de- 
cades. The  Royal  Society  of  Tropical  Medicine  and  Hy- 
giene was  founded  in  1907.^  In  the  United  States,  the 
American  Society  of  Tropical  Medicine  was  founded  in 
1903  and  the  National  Malaria  Society  in  1916.  In  1951, 
these  two  societies  merged  as  the  American  Society  of 
Tropical  Medicine  and  Hygiene.^  Local  societies  of  tropi- 
cal medicine  have  also  existed  in  various  parts  of  the  coun- 
try, the  one  in  Washington,  DC,  being  the  oldest. 

Dr  Imperato  is  Professor  and  Chairman,  Department  of  Preventive  Medicine 
and  Community  Health,  State  University  of  New  York  Health  Science  Center  at 
Brooklyn,  Brooklyn,  NY. 

Address  correspondence  to  Dr  Imperato,  Editor,  New  York  State  Journal  of 
Medicine,  420  Lakeville  Rd,  Lake  Success,  NY  1 1042. 


Constitution  and  By-Laws 

The  society’s  constitution  and  by-laws  were  adopted  at 
a meeting  on  November  23,  1934,  a year  and  a half  after 
its  founding.  The  purpose  of  the  society  then,  as  now,  “ . . . 
shall  be  to  further  interest  in  tropical  medicine  and  the 
related  sciences,  and  to  offer  a forum  for  informal  discus- 
sion of  clinical,  field,  and  laboratory  problems.”  Three  of- 
ficers, a president,  vice-president,  and  secretary-treasur- 
er, were  elected  for  one-year  terms,  a pattern  that  has 
persisted  to  the  present.  Membership  was  restricted  to 
those  “actively  engaged  in  or  interested  in  tropical  medi- 
cine and  hygiene,  and  in  related  sciences.”  The  number  of 
active  members  was  first  restricted  to  25,  but  this  was 
changed  to  50  by  the  time  the  constitution  and  by-laws 
were  promulgated  in  1934.  In  1947,  the  limit  was  set  at  75 
in  response  to  large  numbers  of  applicants  who  had  re- 
turned from  World  War  II  service.  In  1949,  limits  on  the 
number  of  members  were  removed.  Members  in  good 
standing  had  to  attend  at  least  one  meeting  per  year  and 
had  to  pay  their  annual  dues,  which  in  1934  were  $1.00. 
Dues  were  raised  to  $5.00  in  1968,  and  by  1990  were 
$15.00.  Failure  to  meet  either  of  the  above  requirements 
resulted  in  a member’s  being  dropped  from  the  society’s 
rolls.  The  attendance  requirement,  fulfilled  by  some  in  re- 
cent years  by  attending  the  annual  dinner  meeting,  was 
rigorously  enforced  until  the  1970s. 

Since  the  promulgation  of  the  constitution  and  by-laws 
in  1 934,  the  society  has  generally  held  four  regular  meet- 
ings per  year,  in  November,  January,  March,  and  May.'* 
On  occasion,  specially  called  meetings  have  been  held  to 
honor  distinguished  visitors.  The  cycle  of  holding  the  first 
meeting  in  the  fall  has  been  consistent,  except  for  1961 
when  the  first  meeting  was  held  in  April. 

The  incoming  officers  of  the  society  take  office  at  the 
first  meeting  of  the  year,  which  is  often  in  November.  A 
nominating  committee  of  three  members  is  appointed  by 
the  president  at  the  third  regular  meeting  of  each  year, 
and  the  nominations  are  voted  on  at  the  fourth  meeting  in 
May.  As  in  many  societies  of  this  type,  the  secretary-trea- 
surer carries  a heavy  burden  of  keeping  minutes,  sending 
out  notices  of  meetings,  collecting  dues,  making  arrange- 
ments for  meeting  places,  and  organizing  the  annual  din- 
ner in  May.  In  the  early  years  of  the  society,  the  secretary- 
treasurer  often  secured  the  speakers  for  the  four  scientific 
meetings.  However,  in  later  years,  some  presidents  as- 
sumed this  responsibility,  often  in  consultation  with  the 
other  officers  and  members.  The  selection  of  the  speaker 
for  the  Theobald  Smith  Memorial  Lecture  has  long  been 
the  prerogative  of  the  president  of  the  society. 
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Early  Developments 

The  group  of  17  men  who  met  at  the  New  York  Hospi- 
tal on  April  25,  1933,  to  found  the  society,  were  led  by 
Ralph  Welty  Nauss,  MD,  who  at  the  time  was  an  Instruc- 
tor in  Public  Health  and  Preventive  Medicine  at  Cornell 
University  Medical  College  (Fig  1).  The  group  voted  to 
have  Nauss,  who  chaired  the  meeting,  serve  as  chairman 
of  the  group,  and  Thomas  Turlay  Mackie,  MD,  to  serve  as 
secretary-treasurer  for  the  first  year  (Fig  2).  Mackie,  who 
would  serve  in  this  post  for  nine  years,  was  a Research 
Associate  in  Public  Health  and  Preventive  Medicine  at 
Cornell.  Two  years  previously,  he  had  obtained  a Diploma 
in  Tropical  Medicine  and  Hygiene  from  the  London 
School  of  Hygiene  and  Tropical  Medicine,  and  had  been 
the  recipient  of  the  school’s  prestigious  Duncan  Medal. ^ 
It  was  decided  at  this  meeting  to  postpone  the  election  of 
regular  officers  until  the  following  year  after  a constitu- 
tion had  been  approved. 

The  original  17  or  charter  members  intended  the  soci- 
ety to  be  an  informal  grouping  which  would  meet  four 
times  a year  to  discuss  clinical,  field,  and  laboratory  issues 
in  tropical  medicine.  From  a certain  perspective,  it  was 
initially  an  elitist  group  given  its  small  size  and  the  fact 
that  admission  to  membership  was  by  invitation  only.  In 
time,  this  character  of  the  society  changed,  particularly 
after  World  War  II,  when  the  ranks  of  those  interested  in 
tropical  medicine  in  the  greater  New  York  City  area  were 
swelled  by  returning  physician  veterans  with  extensive 


FIGURE  1 . Ralph  Welty  Nauss,  md,  who  served  as  the  chairman  of  the 
society  during  the  first  year  of  its  existence  {Rev  Med  Trap  Parasit 
1940;  6:104). 


FIGURE  2.  Thomas  Turlay  Mackie,  md,  the  society’s  first  secretary-trea- 
surer and  18th  president  (courtesy  of  the  New  York  Academy  of  Medi- 
cine). 


field  and  clinical  experience.  Many  of  these  retained  an 
interest  in  tropical  medicine  and  entered  private  practice. 
Thus,  by  1953, 25  years  after  the  society’s  founding,  of  the 
then  96  members,  18  were  in  private  practice  compared  to 
only  one  among  the  original  founders. '*p^*  In  commenting 
on  this  increase  in  private  practice  members,  the  society’s 
History  Committee  said: 

. . . there  has  been  a threefold  increase  in  the  proportion  of  those 
who  are  in  private  practice.  This  trend  may  point  the  way  to  fur- 
ther expansion  and  wider  usefulness  in  the  future;  but  of  one 
thing  we  can  be  sure,  the  Society  will  continue  to  prosper  just  as 
long  as  it  adapts  itself  to  changing  conditions  and  responds  to 
new  needs." 

The  charter  members  held  four  scientific  meetings  the 
first  year,  the  first  of  which  took  place  on  November  3, 
1933,  seven  months  after  the  initial  organizational  meet- 
ing. The  speaker,  Wilbur  A.  Sawyer,  MD,  spoke  on  “Re- 
cent Developments  Concerning  Yellow  Fever.’’  Sawyer, 
who  at  the  time  was  Associate  Director  of  the  Internation- 
al Health  Division  of  the  Rockefeller  Foundation,  had 
been  a member  of  the  Foundation’s  West  African  Yellow 
Fever  Commission  in  1926-1927.  Previous  Foundation 
commissions  had  set  up  a yellow  fever  laboratory  in  Lagos 
and  had  initiated  research  projects  in  West  Africa.^  Initi- 
ating a pattern  that  was  to  become  the  rule  in  later  years, 
the  second  meeting  on  January  5,  1934,  featured  two 
speakers.  One,  Arthur  W.  Grace,  spoke  on  “Filariasis  in 
British  Guiana  and  Jamaica,”  and  the  other,  Cecil  K. 
Drinker,  on  “Experimental  Elephantiasis  in  Dogs.”  This 
balancing  of  the  scientific  program  for  a given  year  with 
clinical,  epidemiological,  and  basic  science  research  pre- 
sentations was  necessary  in  order  to  maintain  the  interest 
of  the  society’s  heterogeneous  membership.  In  the  late 
1940s  when  two  or  more  speakers  per  regular  meeting  be- 
came the  rule,  attempts  were  made  to  achieve  this  same 
balance  within  a given  evening’s  program. 

With  only  occasional  changes  in  location,  meetings 
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were  held  at  Cornell  University  Medical  College-New 
York  Hospital  on  a regular  basis  from  1933  to  1941.  Be- 
cause of  labor  problems  at  the  hospital  at  the  outset  of 
World  War  II,  the  society  was  told  it  would  have  to  meet 
elsewhere. During  the  following  year,  meetings  were 
then  held  at  Roosevelt  Hospital,  New  York  University, 
and  at  the  New  York  Academy  of  Medicine  before  the 
society  once  again  returned  to  meet  at  Cornell  in  Novem- 
ber 1942.  The  Cornell  site  remained  consistent  for  the 
next  six  years  until  January  1949.  Thereafter,  meetings 
were  held  at  either  Columbia  University  School  of  Public 
Health  or  at  New  York  University  School  of  Medicine. 
Cornell  once  again  hosted  the  society  on  January  9,  1963, 
after  a hiatus  of  14  years.  The  three  institutions  were  the 
site  of  most  meetings  for  the  next  two  years.  There  were 
exceptions,  as  when  occasional  meetings  were  held  at  the 
Esso  Standard  Oil  Auditorium  in  New  York  City.  On 
May  27,  1965,  the  society  held  its  annual  dinner  meeting 
and  the  27th  Theobald  Smith  Memorial  Lecture  at  the 
Rockefeller  Institute,  which  had  moved  to  the  east  side  of 
Manhattan  from  Princeton,  New  Jersey.  Although  the 
annual  dinner  and  the  Theobald  Smith  Memorial  Lecture 
had  been  held  at  the  Rockefeller  Institute  for  the  first  time 
in  March  1958,  1965  marked  the  beginning  of  a tradition 
which  has  been  followed  for  most  years  ever  since,  with 
only  occasional  departures. 

During  the  1970s,  meetings  were  held  at  Cornell,  New 
York  University,  Rockefeller,  and  occasionally  at  Colum- 
bia. Beginning  in  the  1980s,  increasing  numbers  of  meet- 
ings were  held  at  Rockefeller  University.  By  the  latter 
part  of  that  decade,  virtually  all  meetings  were  held  there 
through  the  good  offices  of  Dr  William  Trager,  who 
served  as  the  society’s  president  in  1982-1983,  and  the 
university’s  generous  hospitality. 

The  society’s  History  Committee  left  a poignant  de- 
scription of  the  mood  of  the  early  meetings  at  Cornell  in 
the  1930s: 

. . . the  . . . members  . . . will  always  cherish  memories  of  those 
early  winter  twilights  when  they  would  gather  in  the  great  bow- 
window  high  up  in  the  new  hospital  overlooking  the  East  River 
and  watch  the  yellow,  twinkling  lights  of  the  city,  while  they 
waited  to  greet  the  speaker  of  the  evening,  whether  he  were  Sir 
Aldo  Castellani,  fresh  from  the  Abyssinian  Campaign,  or  their 
own  Max  Theiler,  from  his  laboratory  just  across  the  street. 

The  Theobald  Smith  Memorial  Lecture 
At  the  society’s  sixth  meeting  on  May  4, 1 934,  Dr  Theo- 
bald Smith,  then  president  of  the  board  of  the  Rockefeller 
Institute  in  Princeton,  New  Jersey,  addressed  the  16 
members  and  three  guests  present  (Fig  3).  Smith  was  one 
of  the  most  eminent  pathologists  and  microbiologists  of 
his  time,  who  received  wide  international  recognition  for 
his  research  on  the  transmission  of  various  diseases. 
Among  these  was  his  demonstration  in  conjunction  with 
F.  L.  Kilborne  that  ticks  transmit  Texas  cattle  fever  (Piro- 
plasmosis),  a subject  about  which  he  spoke  that  evening.’ 
Although  he  was  never  a member  of  the  society,  the  soci- 
ety membership  held  him  in  very  high  regard. 

Born  on  July  31,  1859,  in  Albany,  New  York,  Smith 
received  a PhB  degree  in  1 88 1 from  Cornell  University  and 
an  MD  degree  from  Albany  Medical  College  in  1883. 
In  1884,  he  was  appointed  Director  of  the  Pathological 


FIGURE  3.  Theobald  Smith,  md  (National  Cyclopedia  of  American  Biog- 
raphy). 


Laboratory  and  Assistant  Chief  of  the  Division  of  Pathol- 
ogy of  the  Bureau  of  Animal  Industry  in  the  Department 
of  Agriculture.  During  the  ten  years  he  worked  for  the 
bureau,  his  research  on  a wide  range  of  parasitic  and  in- 
fectious diseases  led  to  important  discoveries  for  which  he 
received  international  recognition.  He  and  Elmer  Salmon, 
the  chief  of  the  bureau,  elucidated  swine  plague  and  hog 
cholera,  and  later  showed  that  cultures  of  killed  bacteria 
could  be  used  to  produce  immunity.  This  discovery  made 
possible  the  development  of  vaccines  against  diseases  such 
as  typhoid  fever  and  cholera. 

While  in  Washington,  DC,  Smith  organized  the  first 
department  of  bacteriology  in  a US  medical  school  at  Co- 
lumbian University  (later  George  Washington  Universi- 
ty). In  1895,  he  moved  to  Harvard  as  Professor  of  Applied 
Zoology  and  in  1 896  became  the  first  George  Fabyan  Pro- 
fessor of  Comparative  Pathology.  While  at  Harvard,  he 
also  served  as  Director  of  the  Pathological  Laboratory  of 
the  Massachusetts  Department  of  Health  where  he  con- 
ducted research  on  antitoxins  for  tetanus  and  diphtheria. 
In  1901,  he  became  a member  of  the  Board  of  the  Rocke- 
feller Institute  for  Medical  Research,  and  in  1914  joined 
the  institute  as  Director  of  the  Department  of  Animal  Pa- 
thology. In  1933,  he  became  president  of  the  Board  of  the 
Rockefeller  Institute.^ 

Smith  was  at  the  end  of  a long  and  illustrious  career  at 
the  time  he  addressed  the  society  on  May  4,  1934.  In  fact, 
his  talk  was  to  be  his  last  public  appearance,  as  he  died 
seven  months  later  in  New  York  City  on  December  10th. 
The  History  Committee  left  a vivid  description  of  his  visit 
and  talk. 

During  the  meal,  he  conversed  happily  about  his  twenty  years  on 
the  Harvard  faculty.  Later  on,  he  spoke  without  notes  for  over  an 
hour,  showing  lantern  slides  and  telling  the  story  of  his  earlier 
work  for  the  Bureau  of  Animal  Industry.  He  described  the  eco- 
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nomic  importance  of  Texas  fever,  and  how  he  was  able  to  prove 
that  it  was  caused  by  the  bite  of  an  infected  cattle  tick  ...  he 
expressed  considerable  regret  that  he  could  not  return  to  the 
study  of  this  most  interesting  disease  . . .'•p'** 

In  1936,  the  society  voted  to  establish  an  annual  Theo- 
bald Smith  Memorial  Lecture  in  his  honor.  The  first  lec- 
ture was  delivered  on  January  22,  1937,  by  Hans  Zinsser 
of  Harvard  University  (Fig  4).  Since  1937,  the  annual  lec- 
ture has  been  delivered  every  year,  except  for  1960  and 
1961  (Fig  5,  Table  I).  Two  lectures  were  held  in  1949,  the 
second  to  coincide  with  the  US  visit  of  the  speaker.  Sir 
Philip  Manson-Bahr.  As  a result,  no  lecture  was  delivered 
in  1950.  The  lecture  has  been  held  in  conjunction  with  the 
annual  dinner,  generally  during  the  month  of  May,  every 
year  since  1959,  except  for  1989  when  no  dinner  preceded 
the  lecture. 


Scientific  Activities 

By  the  late  1940s,  the  society’s  meetings  usually  includ- 
ed more  than  one  lecturer.  In  addition,  demonstrations 
consisting  of  35  mm  projection  slides  and  microscopic 
slides  were  also  presented  at  some  meetings,  especially  in 
the  1960s  and  1970s.  The  society  also  occasionally  co- 
sponsored meetings,  as  for  example  when  it  joined  with 
the  Section  on  Medicine  of  the  New  York  Academy  of 
Medicine  on  February  17, 1942,  to  present  three  speakers. 
Dr  Thomas  T.  Mackie  spoke  on  “Florence  Nightingale 
and  Tropical  and  Military  Medicine,”  Dr  Henry  E.  Me- 
leny  spoke  on  “Tropical  Medicine  in  United  States  Mili- 


FIGURE  4.  Announcement  of  the  First  Annual  Theobald  Smith  Memorial 
Lecture,  1937  (Society  Archives). 


THE  NEW  YORK  SOCIETY  OF  TROPICAL  MEDICINE 

cordially  invitai  you  to  attaod  fba 

2 1st  ANNUAL  THEOBALD  SMITH  MEMORIAL  LECTURE 

to  ba  dolivarad  by 

DR.  PAUL  C.  BEAVER 

Professor  of  Parasitology 

Dapartmant  of  Tropical  Medicine  and  Public  HealtH 
School  of  Medicina.  Tulana  University 
New  Orleans.  Louisiana 

on 

LARVA  MIGRANS 

on  WEDNESDAY  evening,  APRIL  10.  1957,  at  S.JX)  o'clock 
SCHOOL  OF  PUBLIC  HEALTH COLUMBIA  UNIVERSHY 

600  West  168th  Street.  New  York  Cty 
FIGURE  5.  Announcement  of  the  21st  Annual  Theobald  Smith  Memorial 
Lecture,  1957  (Society  Archives). 


tary  History,”  and  Dr  John  C.  Snyder  spoke  on  “Typhus 
Fever.”  The  society  has  regularly  presented  groups  of 
speakers  who  have  covered  diverse  aspects  of  a given  topic. 
These  topics  have  either  been  addressed  in  an  evening  ses- 
sion or  in  a larger  symposium  format,  sometimes  co-spon- 
sored  by  another  organization  such  as  the  New  York 
Academy  of  Medicine.  In  1953,  the  society  devoted  one 
meeting  to  schistosomiasis  (January  15)  and  another  to 
medical  mission  work  (April  24).  The  toxicity  of  drugs 
then  used  in  treating  schistosomiasis  was  covered  on  Janu- 
ary 27, 1955,  and  clinical  difficulties  in  relation  to  parasit- 
ism on  November  15,  1963.  The  tropical  disease  activities 
of  the  New  York  City  Department  of  Health  were  pre- 
sented by  five  speakers  on  March  20, 1964,  and  on  March 
11,  1966,  Dr  Harry  Most  and  four  of  his  colleagues  at 
New  York  University  spoke  on  different  aspects  of  “Re- 
cent Studies  in  Rodent  Malaria.” 

In  addition  to  covering  topics  in  depth,  the  society  has 
also  sponsored  symposia.  These  have  included  “Lepro- 
sy— New  Concepts,”  co-sponsored  with  the  New  York 
Academy  of  Medicine,  the  American  Leprosy  Missions, 
and  the  Leonard  Wood  Memorial,  held  on  April  1,  1969. 
On  March  14,  1974,  the  society  sponsored  a symposium, 
“Anisakiasis — A New  Disease  from  Raw  Fish,”  which 
featured  six  speakers,  and  on  October  29,  1980,  the  soci- 
ety co-sponsored  a “Symposium  on  Amebiasis — A New 
Look  at  an  Old  Disease,”  with  the  New  York  Academy  of 
Medicine.  This  symposium  focused  on  sexually  transmit- 
ted amebiasis,  which  was  then  a major  problem  in  New 
York  City  and  elsewhere.^ 

In  1970,  Lassa  Fever  was  a new  and  significant  disease 
just  uncovered  in  Africa.  On  January  20, 1 970,  the  society 
heard  presentations  from  Dr  John  D.  Frame  of  Columbia 
University  and  Dr  Jordi  Casals  of  Yale  University,  lead- 
ing authorities  on  the  disease.  Dr  Casals  became  ill  with 
infection  himself  while  working  with  blood  samples  from  a 
patient  who  had  contracted  the  disease  in  Africa.  He  was 
later  successfully  treated  with  this  patient’s  convalescent 
serum. " Continuing  its  tradition  of  presenting  up-to- 
date  information  to  its  members,  the  society  recently 
heard  Dr  Mahfouz  Zaki,  the  Director  of  Public  Health  of 
Suffolk  County,  New  York,  speak  on  “Current  Trends  in 
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TABLE  I.  Theobald  Smith  Memorial  Lectures  of  the  New  York  Society  of  Tropical  Medicine,  1937-1990 


Number  Year 


1st 

1937 

2nd 

1938 

3rd 

1939 

4th 

1940 

5th 

1941 

6th 

1942 

7th 

1943 

8th 

1944 

9th 

1945 

10th 

1946 

11th 

1947 

12th 

1948 

13th 

1949 

14th 

1949 

15th 

1951 

16th 

1952 

17th 

1953 

18th 

1954 

19th 

1955 

20th 

1956 

21st 

1957 

22nd 

1958 

23rd 

1959 

24th 

1962 

25th 

1963 

26th 

1964 

27th 

1965 

28th 

1966 

29th 

1967 

30th 

1968 

31st 

1969 

32nd 

1970 

33rd 

1971 

34th 

1972 

35th 

1973 

36th 

1974 

Speaker  and  Topic 

Hans  Zinsser  (Harvard  University  Medical  School):  Rickettsia  Diseases 

George  W.  McCoy  (National  Institute  of  Health):  Plague  in  the  United  States 

Richard  P.  Strong  (Harvard  University  Medical  School):  Filarial  Disease  in  the  Western  Hemisphere 

Edward  B.  Vedder  (Col.  MC,  USA,  Retired):  Beri  Beri  and  Vitamin  B;  Deficiency 

Carl  Ten  Broeck  (Rockefeller  Institute):  Theobald  Smith  as  I Knew  Him 

Edward  E.  Tyzzer  (Harvard  University  Medical  School):  Blood  Infections  in  Small  Native  Mammals 
M.  Ruis  Castaneda  (Director,  Typhus  Fever  Research,  Mexico):  The  Role  of  Strain  Variation  in  Typhus 
Vaccination 

Marshall  C.  Balfour  (Rockefeller  Foundation):  Current  Problems  of  India  and  China  in  Relation  to  Tropi- 
cal Medicine 

Paul  F.  Russell  (Rockefeller  Foundation):  Malaria  in  India 

Willard  H.  Wright  (National  Institute  of  Health):  Experiences  with  Schistosomiasis  Japonica  in  the  Philip- 
pine Islands  and  Japan 

Abner  Wolf  (Columbia  University  College  of  Physicians  and  Surgeons):  Congenital  Toxoplasmosis 
Cornelius  B.  Philip  (Rocky  Mountain  Laboratory,  National  Institute  of  Health):  Tsutsugamushi  Disease 
{Scrub  Typhus)  in  World  War  II 

Fred  L.  Soper  (Director  of  the  Pan  American  Sanitary  Bureau):  The  1949  Yellow  Fever  Situation  in  the 
Americas 

Sir  Philip  Manson-Bahr  (Director,  Division  of  Clinical  Tropical  Medicine,  London  School  of  Hygiene  and 
Tropical  Medicine):  Diarrheal  Diseases  with  Special  Reference  to  the  Late  Effects  of  Amebiasis 
Kenneth  C.  Smithburn  (International  Health  Division  of  the  Rockefeller  Foundation):  Studies  of  Neuro- 
tropic Viruses  Isolated  in  Africa  from  Human  Beings  and  from  Insects 
Karl  F.  Meyer  (Director,  G.  W.  Hooper  Foundation,  University  of  California  Medical  Center):  Plague  in  the 
Light  of  Newer  Knowledge 

Herald  R.  Cox  (Director  of  Virus  and  Rickettsial  Disease  Section,  Lederle  Laboratories):  Living  Viruses  as 
Immunizing  Agents 

Louis  L.  Williams,  Jr  (Medical  Director  (retired)  USPHS):  Tropical  Medicine  and  International  Relations 
William  H.  Taliaferro  (Professor  and  Chairman  of  the  Department  of  Microbiology,  University  of  Chicago): 
The  Effects  of  X-Rays  on  Antibody  Formation 

John  B.  Poole  (Sterling-Winthrop  Research  Institute):  Echinococcus  Disease  in  North  America  and  Its 
Prevalence  among  Natives  in  Canada’s  Northwest  Territories 
Paul  C.  Beaver  (Professor  of  Parasitology,  Department  of  Tropical  Medicine  and  Public  Health,  Tulane 
University):  Larva  Migrans 

Donald  B.  McMullen  (Chief,  Department  of  Medical  Zoology,  Walter  Reed  Army  Institute  of  Research): 
Biological  Aspects  of  Schistosomiasis  Control 

Benjamin  Schwartz  (Principal  Parasitologist,  US  Department  of  Agriculture,  Agricultural  Research  Ser- 
vice, Animal  Disease  and  Parasite  Research  Division):  Evolution  of  Knowledge  Concerning  Ascaris  lum- 
bricoides 

Norman  Stoll  (Associate  Professor,  The  Rockefeller  Institute):  On  Endemic  Hookworm,  Where  Do  We 
Stand  Today? 

R.  Elsdon-Dew,  FRSSAf  (Director  of  the  Amoebiasis  Research  Unit,  Institute  for  Parasitology,  Durban, 
SA):  Amoebiasis 

Arnold  Gabaldon  (Former  Minister  of  Health  and  Social  Welfare  of  Venezuela):  Bilharziasis,  Chagas’ 
Disease  and  Malaria  in  Venezuela 

Nevin  S.  Scrimshaw  (Head,  Department  of  Nutrition,  Massachusetts  Institute  of  Technology):  Nutrition 
and  Infection 

Col.  William  D.  Tiggert,  MC  (Director,  Walter  Reed  Army  Institute  of  Research):  Important  Aspects  of 
Tropical  Medicine  in  Viet  Nam 

Harry  Hoogstraal  (US  Naval  Medical  Research  Unit  No.  3,  Cairo,  UAR):  Tickborne  Hemorrhagic  Fevers, 
Encephalitis  and  Typhus  in  USSR  and  Southern  Asia 
Michael  Heidelberger  (New  York  University  School  of  Medicine):  Chemical  Constitution  and  Immunologi- 
cal Specificity 

Jordi  Casals  (Yale  University  School  of  Medicine):  Certain  Aspects  of  the  Immune  Response  of  Vertebrates 
to  Arbovirus  Infections 

P.  C.  C.  Garnham  (London  School  of  Hygiene  and  Tropical  Medicine):  Malaria  Research:  Old  Problems 
Solved  and  the  Challenge  of  the  New 

George  S.  Nelson  (London  School  of  Hygiene  and  Tropical  Medicine):  Zooprophylaxis:  The  Prevention  or 
Amelioration  of  Disease  in  Man  as  a Result  of  Previous  Exposure  to  Heterologous  Infections  of  Animal 
Origin 

Edward  F.  Knipling  (Science  Advisor,  Agricultural  Research  Service,  US  Department  of  Agriculture):  The 
Principles  of  Insect  Control  by  Genetic  Means 

Robert  M.  Lewert  (Department  of  Microbiology,  University  of  Chicago):  Schistosoma  japonicum:  Field 
and  Laboratory  Immunology  of  the  Philippine  Disease 
Wilbur  G.  Downs  (Clinical  Professor  of  Epidemiology,  Yale  University  School  of  Medicine):  Malaria — The 
Great  Umbrella 
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TABLE  I continued 


Number  Year 


Speaker  and  Topic 


37th 

1975 

38th 

1976 

39th 

1977 

40th 

1978 

4Ist 

1979 

42nd 

1980 

43rd 

1981 

44th 

1982 

45th 

1983 

46th 

1984 

47th 

1985 

48th 

1986 

49th 

1987 

50th 

1988 

51st 

1989 

52nd 

1990 

Thomas  H.  Weller  (Professor  and  Chairman,  Department  of  Tropical  Public  Health,  Harvard  University 
School  of  Public  Health):  Manson’s  Schistosomiasis — Retrospective  and  Prospective  Reflections 
William  Trager  (Professor  of  Parasitology,  Rockefeller  University):  Human  Malaria  Parasites  in  Continu- 
ous Culture 

George  B.  Mackaness  (President,  Squibb  Institute  for  Medical  Research):  Prospects  for  an  Anti-Malarial 
Vaccine 

Kenneth  S.  Warren  (Director  for  Health  Sciences,  Rockefeller  Foundation):  Worms  and  People,  A Unique 
Relationship 

Carl  Alving  (Chief,  Department  of  Membrane  Biochemistry,  Walter  Reed  Army  Institute  of  Research): 
Liposomes  as  Drug  Carriers  in  Parasitic  Diseases 

Frans  von  Lichtenberg  (Professor  of  Pathology,  Peter  Bent  Brigham  Hospital,  Harvard  Medical  School):  In 
vivo  Veritas 

Ernest  Bueding  (Johns  Hopkins  University):  Selective  Approaches  to  the  Chemotherapy  of  Schistosomiasis 
Elmer  Pfefferkorn  (Dartmouth  Medical  School):  Genetic  Approaches  to  Understanding  the  Biochemistry  of 
the  Host-Parasite  Relationship  in  Cultured  Cells  Infected  with  Toxoplasma  gondii 
B.  H.  Kean  (Clinical  Professor  (Emeritus)  of  Tropical  Medicine  and  Public  Health,  The  New  York  Hospital- 
Cornell  Medical  Center):  Patients,  Parasites  and  Parasitologists 
Saul  Krugman  (Professor  of  Pediatrics,  New  York  University  School  of  Medicine):  Viral  Hepatitis:  New 
Light  on  an  Old  Disease 

William  C.  Campbell  (Senior  Director,  Basic  Parasitology,  Merck  Institute  for  Therapeutic  Research): 
Tropical  Flukes  and  Frozen  Hands — An  Excursion  in  Historical  Parasitology 
Ruth  S.  Nussenzweig  (New  York  University  School  of  Medicine):  Experimental  Basis  for  the  Development 
of  a Malaria  Vaccine 

Barry  R.  Bloom  (Albert  Einstein  College  of  Medicine):  Learning  from  Leprosy 

Myron  Levine  (Director,  Center  for  Vaccine  Development,  University  of  Maryland  School  of  Medicine): 
Clinical  Trials  of  Candidate  Malaria  Vaccines 
Jonathan  I.  Ravdin  (University  of  Virginia  Health  Sciences  Center):  Update  on  Amebiasis 
John  P.  Craig  (Professor  of  Microbiology  and  Immunology,  State  University  of  New  York,  Health  Science 
Center  at  Brooklyn):  The  Continuing  Search  for  the  Cause  of  Cholera 


the  Epidemiology  of  Lyme  Disease.”  In  addition  to  the 
titles  of  regular  lectures,  those  of  the  annual  Theobald 
Smith  Lecture  also  chronicle  the  changing  challenges  in 
tropical  medicine  and  topics  of  concern  to  the  society’s 
members  (Table  I). 

The  SOCIETY’S  Seal 

At  the  time  of  its  founding,  the  society  did  not  adopt  a 
seal  or  logo.  However,  in  1974,  Dr  Meir  Yoeli,  then  presi- 
dent of  the  society  and  Professor  of  Preventive  Medicine 
at  New  York  University  Medical  Center,  proposed  an  of- 
ficial seal.'^  It  was  his  hope  that  the  seal  would  be  used  on 
letterheads,  invitations,  and  possibly  as  a model  for  an  en- 
graved medallion  to  be  given  to  invited  distinguished  lec- 
turers. He  had  a preliminary  drawing  made  by  an  artist 
friend  of  his,  Sam  Kweskin  (Fig  6). 

Dr  Yoeli  sent  out  copies  of  the  design  with  a circular 
letter  inquiring  if  the  society  should  have  a seal  and  asking 
for  opinions  of  the  one  Kweskin  had  designed.  A commit- 
tee was  appointed  to  study  the  seal  and  make  a recommen- 
dation for  or  against  adoption.  As  it  was  deliberating,  a 
number  of  members  sent  in  their  opinions  about  the  seal. 

A small  minority  strongly  opposed  the  need  for  a seal 
citing  unnecessary  costs  and  the  fact  that  it  was  incompat- 
ible with  the  informal  character  of  the  society.  Others  had 
numerous  suggestions  to  make  about  the  design  itself.  The 
mosquito  hovering  over  the  New  York  City  skyline  came 
in  for  especially  sharp  criticism  on  the  grounds  that  ma- 
laria and  yellow  fever  were  no  longer  locally  transmitted. 
Some  suggested  substituting  an  airplane  for  the  mosquito, 
and  an  ocean  liner  for  the  ferry/tug  boat.  Others  found  it 


disturbing  that  the  head  of  the  Statue  of  Liberty  merged 
into  the  skyline,  and  one  favored  an  historical  skyline  of 
the  time  when  malaria  and  yellow  fever  were  endemic. 
The  pair  of  worms  on  the  right  side  disturbed  some  who 
favored  use  of  a larvated  worm  egg.  And  one  member 
found  the  whole  design  lacking  in  dignity.  Artistic  criti- 
cism was  extended  to  the  lettering  (too  crowded  at  the 
top),  the  absence  of  the  society’s  founding  date,  and  to 
what  some  saw  as  a lack  of  symmetry. 

Despite  the  criticism,  a resolution  for  the  acceptance  of 


FIGURE  6.  Society  seal  adopted  In  1975  (Society  Archives). 
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the  seal  was  presented  at  the  society’s  March  4,  1975 
meeting,  and  a request  made  for  a written  ballot.  The 
members  present  overwhelmingly  approved  adoption  of 
the  original  seal.  On  May  4,  1975,  Dr  Yoeli  wrote  to  Dr 
Herman  Zaiman,  the  society’s  secretary-treasurer,  in- 
forming him  that  the  seal  could  be  used  on  all  documents 
and  stationery.'^ 

Although  the  seal  was  approved,  it  was  never  embraced 
with  enthusiasm  by  subsequent  officers.  In  part  this  was 
due  to  the  fact  that  each  new  president  and  secretary-trea- 
surer generally  makes  up  his  or  her  own  stationery,  which 
is  usually  rudimentary  since  it  is  used  for  only  a short 
time.  However,  resistance  to  using  a seal  which  did  not 
have  the  weight  of  historical  precedent  behind  it  must 
have  also  played  a role. 

Profiles  Of  Early  Officers 

A brief  look  at  the  professional  profile  of  some  of  the 
society’s  early  officers  provides  insights  into  the  broad 
scope  of  their  interests. 

Ralph  Welty  Nauss,  md  (1905-1959).  A graduate  of  Northwest- 
ern University  Medical  School,  Nauss  served  as  the  chairman  of  the 
society  during  its  first  year  of  existence  and  the  following  year  as  its 
vice-president.  He  was  a faculty  member  of  Cornell  University  Med- 
ical College  who  also  spent  three  years  as  a medical  missionary  in  the 
Belgian  Congo  (now  Zaire)  and  later  authored  Medical  Parasitolo- 
gy and  Zoology}^ 

Wilbur  A.  Sawyer,  MD  (1879-1952).  Dr  Sawyer,  a graduate  of 
Harvard  Medical  School,  succeeded  Nauss  as  president  of  the  soci- 
ety in  1934  when  he  was  in  charge  of  the  Rockefeller  Foundation’s 
Yellow  Fever  Laboratory  (Fig  7).  Eventually  he  became  Director  of 


FIGURE  7.  Wilbur  A.  Sawyer,  md  (1951),  the  society’s  second  president 
(courtesy  of  the  Rockefeller  Archive  Center). 


the  Foundation’s  International  Health  Division.  In  1943-1944,  he 
served  as  president  of  the  American  Society  of  Tropical  Medicine.’^ 

Charles  St.  John  Butler  (1875-1944).  Dr  Butler,  a graduate  of 
the  University  of  Virginia  Department  of  Medicine,  was  the  socie- 
ty’s third  president  at  a time  when  he  was  commander  of  the  US 
Naval  Hospital  in  Brooklyn,  New  York.  He  later  became  command- 
ing officer  in  charge  of  the  US  Naval  Medical  Center  in  Washing- 
ton, DC.  He  authored  Syphilis  Sive  Morbus  Humanus  in  1936.'^  ” 

Alvin  W.  Schoenleber,  MD  (1887-1972).  A graduate  of  the  Uni- 
versity of  Illinois,  Dr  Schoenleber  became  the  society’s  president  in 
1 936.  He  was  the  Medical  Director  of  the  Standard  Oil  Company  of 
New  Jersey.'* 

Eugene  Lindsay  Opie  (1875-1971).  A graduate  of  Johns  Hop- 
kins University  School  of  Medicine,  he  had  previously  served  as  vice- 
president  and  became  president  when  he  was  Professor  of  Pathology 
at  Cornell  University  Medical  College.  Opie  was  among  the  most 
eminent  pathologists  of  his  time  and  was  associated  with  both  the 
Rockefeller  Institute  and  the  International  Health  Division  of  the 
Rockefeller  Foundation.'’ 

Wade  Wright  Oliver,  md  (1890-1965).  Dr  Oliver  was  a 1915 
graduate  of  the  University  of  Cincinnati  and  became  president  at  the 
time  that  he  was  Professor  and  Chairman  of  the  Department  of  Bac- 
teriology at  the  Long  Island  College  of  Medicine,  where  in  1935- 
1937  he  also  served  as  Acting  Dean.  In  1916-1917,  he  participated 
in  the  Rockefeller  Foundation’s  Hookworm  Survey  in  Brazil  and 
then  joined  the  faculty  at  the  Long  Island  College  of  Medicine.  Dr 
Oliver  was  a noted  bacteriologist  and  also  a highly  respected  poet. 
He  was  the  author  of  two  volumes  of  poetry,  Sky  Rider  (1928)  and 
Fantasia  (1938),  and  the  recipient  of  several  poetry  prizes  in  the  US 
and  Great  Britain.  In  1930,  his  book.  Stalkers  of  Pestilence,  a histo- 
ry of  bacteriology  and  medicine,  won  critical  acclaim.  His  biography 
of  William  Hallock  Park,  The  Man  Who  Lived  for  Tomorrow,  was 
published  in  1941.  In  1948-1950,  he  served  as  the  president  of  the 
Harvey  Society.-®-^' 

Louise  Pearce,  MD  (1885-1959).  Dr  Pierce  was  the  first  woman 
officer  of  the  society,  serving  as  vice-president  from  1928  to  1929 
(Fig  8).  A graduate  of  Johns  Hopkins  University  School  of  Medi- 
cine, she  was  associated  with  the  Rockefeller  Institute  for  many 
years.  In  1920-1921,  she  led  the  Institute’s  African  Sleeping  Sick- 


FIGURE  8.  Louise  Pearce,  md  (1934),  vice-president,  1938-1939  (cour- 
tesy of  the  Rockefeller  Archive  Center). 
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ness  Mission  to  the  Belgian  Congo  (now  Zaire) . From  1 946  to  1 95 1 , 
she  served  as  the  president  of  the  Women’s  Medical  College  of  Penn- 
sylvania.-^ 

Howard  Fox,  MD  (1873-1954).  Dr  Fox  succeeded  Dr  Oliver  as 
president  in  1939.  A graduate  of  Columbia  University  College  of 
Physicians  and  Surgeons,  he  was  a distinguished  dermatologist  and 
Professor  of  Dermatology  and  Syphilology  at  New  York  University 
College  of  Medicine.  He  served  as  president  of  the  American  Der- 
matological Association  in  1925-1926  and  was  for  many  years  pres- 
ident of  the  American  Academy  of  Dermatology  and  Syphilology. 
He  was  a consulting  editor  of  the  New  York  State  Journal  of  Medi- 
cine and  editor-in-chief  of  the  Archives  of  Dermatology  and  Syphi- 
lologyP 

Horace  W.  Stunkard,  PhD  (1889-1989).  Dr  Stunkard,  a found- 
ing member  of  the  society,  died  last  year  at  the  age  of  100.  In  1916, 
he  received  his  doctorate  in  biology  from  the  University  of  Illinois 
and  then  joined  the  Department  of  Biology  at  New  York  University, 
of  which  he  eventually  served  as  chairman  for  29  years.  He  was  also 
a Research  Associate  at  the  American  Museum  of  National  History 
from  1921  until  his  death.  He  served  as  president  of  the  New  York 
Academy  of  Sciences  in  1927,  1942,  and  1943,  and  president  of  the 
American  Microscopical  Society  in  1936.^“*  Dr  Stunkard  was  a loyal 
supporter  of  the  society.  During  his  later  years,  he  regularly  rose  to 
his  feet  during  the  short  business  meeting  following  the  annual  din- 
ner and  moved  that  the  nominations  for  officers  be  closed.  This  ritu- 
al was  repeated  for  so  many  years  that  it  became  an  integral  part  of 
the  dinner  meetings. 

Mclver  Woody,  MD  (1886-1970).  A graduate  of  Harvard  Medi- 
cal School,  Dr  Woody  served  as  a physician  with  the  Esso  Standard 
Oil  Company  of  New  Jersey  beginning  in  1922.  He  then  served  as 
Medical  Director  of  the  company  from  1944  to  1951.  He  was  the 
first  president  of  the  society  to  serve  two  consecutive  terms,  1941- 
1942  and  1942-1943. 

Wilson  George  Smiilie,  MD  (1886-1971).  Dr  Smillie,  who  also 
served  two  terms  as  president,  was  a graduate  of  Harvard  Medical 
School,  from  which  he  also  obtained  a DrPH  degree  in  1916  (Fig  9). 
After  working  as  a fellow  at  the  Rockefeller  Institute  for  a year. 


FIGURE  9.  Wilson  George  Smillie,  md.  who  served  as  vice-president  in 
1942-1943  and  as  president  in  1943-1945  (courtesy  of  the  Rockefeller 
Archive  Center). 


1916-1917,  he  was  Assistant  Professor  at  the  State  Medical  School 
in  Sao  Paulo,  Brazil,  from  1 9 1 8 to  1 920.  From  1 923  to  1 93 5,  he  was 
associated  with  the  International  Health  Division  of  the  Rockefeller 
Foundation,  and  from  1937  to  1955  was  Professor  and  Chairman  of 
the  Department  of  Public  Health  and  Preventive  Medicine  at  Cor- 
nell University  Medical  College.  He  was  the  author  of  numerous 
books  including  Public  Health  Administration  in  the  United  States 
(1937, 1940,  \ 9A1),  Preventive  Medicine  and  Public  Health  (1946), 
and  The  History  of  Public  Health  in  America  (1953).^^ 

Henry  Edmund  Meleney,  md  (1887-1971).  Dr  Meleney,  who 
graduated  from  Columbia  University  College  of  Physicians  and 
Surgeons,  served  for  two  terms  as  president  at  a time  when  he  was 
Professor  of  Preventive  Medicine  at  New  York  University  School  of 
Medicine.  A noted  pathologist  who  made  many  original  research 
contributions,  he  spent  two  years  (1920-1922)  as  a pathologist  at 
Peking  Union  Medical  College.  He  served  as  president  of  the  Ameri- 
can Society  of  Tropical  Medicine  in  1935,  and  as  president  of  the 
American  Society  of  Parasitology  in  1942-1943.  His  research  inter- 
ests centered  on  malaria,  leishmaniasis,  amebiasis,  schistosomiasis, 
and  relapsing  fever.^^ 

Norman  Rudolf  Stoll,  ScD  (1892-1976).  Dr  Stoll,  who  became 
president  in  1947,  is  considered  one  of  the  most  eminent  parasitolo- 
gists of  this  century  (Fig  10).  After  receiving  his  doctorate  from 
Johns  Hopkins  University  School  of  Hygiene  and  Public  Health,  he 
taught  high  school  biology  in  Massilon,  Ohio.  He  later  served  on  the 
Commission  to  Investigate  Hookworm  Disease  in  Puerto  Rico 
(1922),  China  (1923-1924),  and  Panama  (1926).  While  in  China, 
he  served  as  an  associate  in  parasitology  at  Peking  Union  Medical 
College.  In  1925,  he  joined  the  staff  of  the  Rockefeller  Institute  as 
an  associate  member  and  remained  with  the  institution  until  his  re- 
tirement in  1962.  He  was  a member  of  the  World  Health  Organiza- 
tion’s Expert  Advisory  Panel  on  Parasitic  Diseases  between  1952 


FIGURE  10.  Norman  Rudolf  Stoll,  Sco  (1953),  vice-president  in  1939- 
1940  and  president  in  1947-1948  (courtesy  of  the  Rockefeller  Archive 
Center). 
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and  1973.  A charter  member  of  the  American  Society  of  Parasitolo- 
gy, he  served  as  its  president  in  1946.  Widely  known  for  his  research 
in  helminthology,  he  authored  a classic  paper,  “This  Wormy 
World.”^^’^* 

Edward  Hicks  Hume,  MD  (1876-1957).  Dr  Hume  served  four 
terms  as  the  society’s  vice-president  during  the  period  1943  to  1948 
(Fig  1 1 ).  Born  in  India,  he  received  his  MD  from  John  Hopkins  Uni- 
versity School  of  Medicine  in  1 90 1 . He  then  worked  in  India  for  two 
years  (1903-1905)  as  an  acting  associate  surgeon  with  the  United 
States  Public  Health  Service.  From  1906  to  1927,  he  worked  in  Chi- 
na with  Yale  University,  serving  for  several  years  as  dean  of  the 
Hunan-Yale  Medical  College.  He  was  the  author  of  several  highly 
acclaimed  books  including  The  Chinese  Way  of  Medicine  (1940), 
Doctors  East,  Doctors  West  (1946),  and  Doctors  Courageous 
(1950).2^-” 

Morton  Charles  Kahn,  PhD  (1895-1959).  Dr  Kahn,  who  received 
his  PhD  from  Cornell  University  in  1927,  served  as  the  society’s  sec- 
ond secretary-treasurer  for  five  years,  1942-1947.  In  1922,  he  par- 
ticipated in  a Collecting  Expedition  to  Central  America  and  to  Brit- 
ish Guiana  in  1925.  A bacteriologist,  he  taught  for  many  years  at 
Cornell  University  Medical  College  where  his  research  interests  fo- 
cused on  anaerobic  spore-bearing  bacteria  and  the  bacteriology  of 
gas  gangrene.” 

Victor  George  Heiser,  MD  (1873-1972).  Dr  Heiser,  the  society’s 
thirteenth  president,  ranks  among  the  leading  American  physicians 
of  the  20th  century  (Fig  12).  In  1889,  when  he  was  13  years  old,  he 
survived  the  Johnstown  flood  but  lost  both  of  his  parents  in  it.  Work- 
ing as  a plumber  and  a carpenter,  he  saved  up  enough  money  to 
attend  Jefferson  Medical  College,  from  which  he  graduated  in  1 897. 
He  joined  the  United  States  Health  Marine  Service  (the  predecessor 
of  the  United  States  Public  Health  Service),  and  in  1903  became 
Chief  Quarantine  Officer  in  the  Philippines.  He  remained  in  the 
Philippines  until  1915,  eventually  becoming  Director  of  Health.  It 
was  while  he  was  in  the  Philippines  that  he  first  developed  what 
would  become  a life-long  interest  in  leprosy.  In  1915,  he  became 
Director  for  the  East  on  the  International  Health  Board  of  the 


FIGURE  1 1 . Edward  Hicks  Hume,  md.  who  served  for  four  terms  as  vice- 
president  (reproduced  with  permission  from  The  Chinese  Way  of  Medi- 
cine, Baltimore,  Md,  The  Johns  Hopkins  University  Press,  1940). 


Rockefeller  Foundation,  a position  he  held  until  1927.  For  the  next 
six  years,  he  served  as  Associate  Director  of  the  Rockefeller  Founda- 
tion’s International  Health  Division.  From  1931  to  1938,  he  served 
as  the  first  president  of  the  International  Leprosy  Association,  and 
for  many  years  was  a member  of  the  medical  board  of  the  Leonard 
Wood  Memorial  for  the  Eradication  of  Leprosy.  Dr  Heiser  circled 
the  globe  17  times  while  on  medical  missions,  some  of  which  are 
described  in  his  bestselling  and  now  classic  autobiography.  An 
American  Doctor’s  Odyssey. 

Dr  Heiser,  who  had  served  as  president  of  the  American  Society  of 
Tropical  Medicine  in  1921-1922,  became  president  of  the  New 
York  Society  of  Tropical  Medicine  in  1948,  when  he  was  75  years 
old.  He  remained  physically  active  throughout  the  later  years  of  his 
life  and  regularly  attended  the  society’s  meetings.  When  he  died  in 
1972,  he  left  a multi-million  dollar  bequest  to  the  New  York  Com- 
munity Trust  to  be  used  for  basic  biomedical  research  on  leprosy. 
The  Heiser  Program  currently  consists  of  research  grants,  post-doc- 
toral research  fellowships,  and  visiting  research  awards.””^ 

Harold  William  Brown,  ScD,  MD  (1902-1988).  Dr  Brown,  who 
was  the  society’s  1 4th  president  ( 1 949- 1 950),  received  his  doctorate 
in  parasitology  from  Johns  Hopkins  University  in  1928,  and  his  MD 
degree  from  Vanderbilt  University  in  1933.  He  also  received  a DrPH 
degree  from  Harvard  in  1936.  From  1937  to  1943,  he  was  Professor 
of  Public  Health  at  the  University  of  North  Carolina  School  of  Pub- 
lic Health,  and  later  served  as  dean  of  the  school  from  1941  to  1943. 
In  1943,  he  became  Professor  of  Parasitology  at  Columbia  Universi- 
ty School  of  Public  Health,  and  from  1947  to  1951  was  acting  direc- 
tor of  the  school,  becoming  director  in  1951  for  a period  of  four 
years.  Following  this,  he  remained  at  Columbia  as  Professor  of  Para- 
sitology. Between  1957  and  1964,  he  was  a Visiting  Professor  at  the 
University  of  Taiwan  on  several  occasions,  and  in  1 962  and  1 964  was 
Visiting  Professor  at  Airlangga  University  in  Indonesia.  He  served 
as  president  of  the  American  Society  of  Parasitology  in  1960,  and 
vice-president  of  the  American  Society  of  Tropical  Medicine  in 
1944.  Dr  Brown’s  research  focused  on  anti-helminthics,  malaria, 
and  the  chemotherapy  of  amebiasis.  Recognized  in  his  lifetime  as  an 
eminent  parasitologist  and  teacher,  he  was  the  recipient  of  numerous 
honors  and  awards  including  the  Medal  of  the  New  York  Academy 
of  Medicine  in  1969.  Dr  Brown  was  co-author  of  a standard  text  in 
parasitology,  Basic  Clinical  Parasitology,  which  is  widely  used  by 
medical  students.^* 

Herald  Rea  Cox,  Sc  D ( 1 907- ).  Dr  Cox,  who  succeeded  Dr  Brown 
as  president,  received  his  doctorate  in  filterable  viruses  at  Johns 
Hopkins  University  in  1931.  During  the  1930s,  he  was  associated 
with  the  Rockefeller  Institute  and  the  United  States  Public  Health 


FIGURE  12.  Victor  George  Heiser,  md.  who  served  as  president  in  1948- 
1949  (courtesy  of  the  Rockefeller  Archive  Center). 
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Service.  In  1940,  he  joined  Lederle  Laboratories,  and  in  1944  be- 
came Director  of  the  Viral  and  Rickettsial  Disease  Section,  a posi- 
tion he  held  for  many  years.  In  1960-1961,  he  served  as  president  of 
the  American  Society  of  Microbiology.  From  1968  to  1972,  he  was 
Director  of  Cancer  Research,  Viral  Oncology  Section,  Roswell  Park 
Memorial  Institute.  His  research  interests  focused  on  neurotropic 
viral  diseases,  rickettsial  diseases,  and  live  virus  vaccines.'" 

Zacharias  Taylor  Bercovitz,  PmD,  md  (1895-1984).  Dr  Bercovitz 
served  as  vice-president  of  the  society  for  three  years  and  became 
president  in  1951.  He  received  a PhD  degree  in  physiology  in  1924 
and  an  MD  degree  the  same  year  from  Rush  Medical  College.  From 
1924  to  1929,  he  was  a medical  missionary  in  Korea,  serving  as  the 
Physician  in  Charge  of  the  Presbyterian  Mission  Hospital  in  An- 
dong,  and  from  1929  to  1930  was  a student  at  the  London  School  of 
Hygiene  and  Tropical  Medicine.  He  took  a year’s  fellowship  at  the 
New  York  Post-Graduate  Medical  School  and  also  joined  the  facul- 
ty of  the  Department  of  Medicine  of  Columbia  University  College  of 
Physicians  and  Surgeons  and  the  staff  of  the  Presbyterian  Hospital. 
From  1934  to  1943,  he  was  the  Physician  in  Charge  of  the  Parasitol- 
ogy Service  of  the  Bureau  of  Laboratories  of  the  New  York  City 
Department  of  Health.  He  was  associated  with  New  York  Universi- 
ty Medical  Center  from  1949  to  1964.  In  1964,  he  entered  private 
practice,  and  in  1975  moved  to  LaJolla,  California.  His  areas  of 
interest  were  clinical  tropical  medicine,  medical  parasitology,  and 
ulcerative  colitis.'*^ 

Kenneth  Rushton  Fourcher,  MD  (1904-1977).  Dr  Fourcher,  who 
served  as  the  society’s  17th  president  in  1952-1953,  received  his  MD 
degree  from  the  Medical  College  of  Georgia  in  1928.  After  a year  of 
internship,  he  became  associate  physician  at  the  Samaritan  Hospital 
in  Panama  for  a period  of  two  years.  In  1930,  he  became  associate 
physician  at  the  Talara  Hospital  in  Talara,  Peru,  a position  he  held 
for  ten  years.  In  1940,  he  joined  the  Standard  Oil  Company  of  New 
Jersey  as  Associate  Medical  Director,  remaining  in  this  position  un- 
til 1953.  For  the  next  nine  years,  he  was  Medical  Director  of  the 
Standard-Vacuum  Oil  Company.  In  1962,  he  returned  to  the  Stan- 
dard Oil  Company  for  two  years  as  Associate  Medical  Director.'^^ 

Thomas  Turlay  Mackie,  md  (1895-1955).  Dr  Mackie  was 
among  the  most  eminent  tropical  medicine  specialists  of  his  time  and 
the  society’s  18th  president,  serving  in  1953-1954.  A graduate  of 
Columbia  University,  College  of  Physicians  and  Surgeons  (1924), 
he  did  post-graduate  work  at  the  London  School  of  Hygiene  and 
Tropical  Medicine.  From  1926  until  1935,  he  was  associated  with 
his  alma  mater  in  a variety  of  capacities.  However,  in  1933  he  joined 
the  faculty  of  Cornell  University  Medical  College  as  a Research 
Associate  in  Public  Health  and  Preventive  Medicine.  During  World 
War  II,  he  served  as  a Colonel  in  the  Medical  Corps  and  as  Execu- 
tive Officer  of  Tropical  and  Military  Medicine  and  Chief  of  the  Di- 
vision of  Parasitology  at  the  Army  Medical  School.  Following  the 
war,  he  became  Professor  and  Chairman  of  the  Department  of  Pre- 
ventive Medicine  and  Director  of  the  Institute  of  Tropical  Medicine 
at  Bowman-Gray  School  of  Medicine  of  Wake  Forest  College,  posi- 
tions he  held  until  1951.  He  became  a consultant  and  branch  section 
chief,  tropical  medicine,  for  the  Veterans  Administration  and  served 
as  a consultant  in  tropical  medicine  to  companies  working  in  the 
tropics.  Dr  Mackie  had  served  as  the  society’s  first  secretary-trea- 
surer for  a period  of  nine  years,  a term  longer  than  anyone  else  who 
has  since  served  in  that  position.  His  term  as  the  society’s  president 
ended  a year  before  his  untimely  death  from  a pulmonary  embo- 
lism.^ He  was  the  co-author  of  what  has  become  a classic  volume,  A 
Manual  of  Tropical  Medicine  (1945).''“’ 

Donald  Vincent  Moore,  PhD  (1915-  ).  Dr  Moore,  the  society’s 
19th  president,  received  his  doctorate  in  parasitology  from  Rice  In- 
stitute in  1942.  After  working  as  a senior  parasitologist  with  the 
Bureau  of  Laboratories  of  the  Texas  State  Department  of  Health,  he 
joined  the  faculty  of  Cornell  University  Medical  College  in  1946  as 
an  Assistant  Professor  of  Preventive  Medicine.  He  remained  at  Cor- 
nell until  1974,  serving  from  1955  onwards  as  Assistant  Professor  of 
Microbiology.  In  1974,  he  became  Associate  Professor  of  Patholo- 
gy, Microbiology,  and  Medical  Laboratory  Science  at  the  Universi- 
ty of  Texas  Health  Science  Center  in  Dallas.'*^ 

Howard  B.  Shookhoff,  md  (1910-1977).  Dr  Shookhoff,  an  inter- 
nationally respected  authority  on  tropical  diseases,  became  the  so- 


ciety’s 20th  president  in  1955  (Fig  13).  He  received  his  MD  degree 
from  Columbia  University,  College  of  Physicians  and  Surgeons  in 
1 933,  and  a diploma  in  tropical  medicine  from  the  London  School  of 
Hygiene  and  Tropical  Medicine  in  1938.  From  1938  to  1942,  he 
practiced  internal  medicine  in  New  York  City.  During  World  War 
II,  he  served  as  the  chief  of  a field  party  in  Colombia  for  the  Health 
and  Sanitation  Division  of  the  Office  of  Inter-American  Affairs.  In 
1944,  he  became  an  epidemiologist  in  tropical  diseases  with  the  New 
York  City  Department  of  Health,  and  in  1946  Physician  in  Charge 
of  the  department’s  Tropical  Disease  Diagnostic  Service.  In  1954, 
this  service  was  made  a division  in  the  department’s  Bureau  of  Pre- 
ventable Diseases.  As  Chief  of  the  Tropical  Disease  Division,  Dr 
Shookhoff  supervised  four  public  clinics  which  provided  free  diag- 
nostic and  therapeutic  services.  The  influx  of  large  numbers  of  new 
immigrants  from  the  Caribbean,  especially  Puerto  Rico,  and  intensi- 
fication of  air  travel  resulted  in  a rapid  growth  in  the  numbers  of 
patients  seen  by  the  division’s  clinics.  By  the  early  1970s,  these  clin- 
ics were  managing  8,000  patients  and  25,000  patient  visits  per 
year.''*’  Schistosomiasis  was  a major  problem  among  many  of  the 
Caribbean  immigrants.  Beginning  in  1940,  Dr  Shookhoff  became 
associated  with  Columbia  University  College  of  Physicians  and  Sur- 
geons, where  at  the  time  of  his  death  he  was  Adjunct  Professor  of 
Tropical  Medicine.  He  was  also  Visiting  Associate  Professor  of  Pre- 
ventive and  Environmental  Medicine  at  the  Albert  Einstein  College 
of  Medicine.  Dr  Shookhoff  was  associated  with  the  Presbyterian 
Hospital,  Montefiore  Hospital,  and  Bronx  Municipal  Hospital.  He 
is  affectionately  remembered  by  his  colleagues  as  a warm  and  per- 
sonable man,  and  as  a caring  and  sensitive  physician.  Highly  re- 
spected for  his  vast  knowledge  of  tropical  diseases  and  his  clinical 
acumen,  he  was  also  admired  for  his  modesty. In  1980,  the  soci- 
ety co-sponsored  a symposium  with  the  New  York  Academy  of 
Medicine  entitled,  “Amebiasis — A New  Look  at  an  Old  Disease,’’ 
which  was  dedicated  to  Dr  ShookhofFs  memory.’ 

Meir  Yoeli,  MD  (1912-1975),  Dr  Yoeli,  who  became  the  socie- 


FIGURE  13.  Howard  B.  Shookhoff,  md,  who  was  vice-president  in  1954- 
1955  and  president  in  1955-1956  (courtesy  of  Mrs  Muriel  Shookhoff). 
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ty’s  38th  president  in  1974,  was  among  the  leading  malaria  research- 
ers of  his  time.  Born  in  Kaunas,  Lithuania,  he  received  his  M D degree 
from  Basel  in  1939  and  studied  tropical  medicine  at  the  University 
of  Padova  in  Italy.  From  1934  to  1938,  he  was  a scientific  assistant 
at  the  malaria  research  station,  Hebrew  University,  Israel.  During 
World  War  II,  he  was  a medical  officer  with  the  British  Army  Medi- 
cal Corps  in  North  Africa,  and  participated  in  the  siege  of  Tobruk. 
In  1948,  he  served  as  the  head  of  the  Department  of  Preventive 
Medicine  of  the  Israeli  Defense  Forces.  From  1 949  to  1 956,  he  was  a 
lecturer  in  parasitology  and  tropical  medicine  at  the  Hebrew  Uni- 
versity in  Israel.  In  1956,  he  joined  the  faculty  of  New  York  Univer- 
sity Medical  Center  as  an  Associate  Professor  of  Preventive  Medi- 
cine where  he  worked  with  Dr  Harry  Most,  the  department’s 
chairman.  Dr  Yoeli  and  his  associates  received  worldwide  recogni- 
tion for  their  research  advances  in  malaria.  They  demonstrated  how 
rodent  plasmodia  could  be  used  in  place  of  human  and  simian  ones 
for  experimental  research. 

The  above  profiles  provide  some  indication  of  the  scien- 
tific and  medical  excellence  embodied  in  the  society’s  ear- 
ly leadership  (see  Table  II).  This  excellence  has  continued 
down  through  the  years  and  space  does  not  permit  a fuller 
documentation  of  it.  However,  two  of  the  society’s  subse- 
quent presidents  deserve  special  mention.  They  are  Dr 
B.  H.  Kean  of  Cornell  University  Medical  Center,  whose 
recent  autobiography  has  received  widespread  critical  ac- 
claim,5‘  and  Dr  Harry  Most  of  New  York  University 
Medical  Center,  whose  pioneering  malaria  research  has 
received  international  recognition. 

Later  Developments 

When  the  society  first  began,  it  was  an  all-male  group. 
Dr  Louise  Pearce  was  the  first  woman  elected  to  member- 
ship at  the  society’s  meeting  of  January  18,  1935.  She  lat- 
er served  as  vice-president  in  1938-1939.  It  was  not  until 
January  16,  1948,  that  two  additional  women.  Dr  Flor- 
ence Stone,  Assistant  Professor  in  the  Department  of  Bac- 
teriology at  the  Long  Island  College  of  Medicine,  and  Dr 
Kathleen  L.  Hussey,  Research  Associate  in  Parasitology 
at  the  Columbia  University  School  of  Public  Health,  were 
elected  to  membership.  Others  soon  followed,  including 
Dr  Eva  J.  Weddigen  of  the  Christian  Medical  Council  for 
Overseas  Work,  and  Dr  Suzanne  Howe,  who  were  elected 
to  membership  later  in  1948.  The  small  number  of  women 
members  during  the  early  years  paralleled  their  represen- 
tation in  the  disciplines  and  institutions  from  which  the 
society  drew  its  support. 

It  was  not  until  the  1960s  that  women  began  to  regular- 
ly occupy  officer  positions.  Dr  Kathleen  L.  Hussey  served 
as  vice-president  in  1964-1965,  and  Dr  Eileen  H.  Pike  in 
1970-1971.  Dr  Pike,  who  was  then  Associate  Professor  of 
Parasitology  at  New  York  Medical  College,  later  became 
the  society’s  35th  president  in  1971-1972.  Since  that 
time,  two  other  women  have  served  as  president.  Dr  Ruth 
S.  Nussenzweig,  New  York  University  Medical  School,  in 
1981-1982,  and  Dr  Jan  S.  Keithly,  then  of  Cornell  Uni- 
versity Medical  College,  in  1984-1985. 

Local  medical  societies  which  draw  members  from 
those  in  clinical  practice  tend  to  have  low  levels  of  mem- 
bership turnover.  This  results  from  the  infrequency  with 
which  those  in  private  practice  move,  once  they  are  estab- 
lished. However,  those  working  in  research  and  full-time 
academic  settings  tend  to  move  on  to  other  institutions 
with  a fair  degree  of  frequency.  Thus  the  society,  drawing 
as  it  does  on  these  types  of  institutions  for  a significant 


proportion  of  its  members,  witnessed  constant  turnover, 
even  in  its  early  days.  Such  turnover  became  more  fre- 
quent after  World  War  II  as  inter-institutional  moves 
were  facilitated  by  newer  opportunities  at  academic  set- 
tings outside  of  the  New  York  City  metropolitan  area.  De- 
spite this,  a number  of  individuals  have  remained  faithful 
members  for  several  decades,  and  the  society  has  consis- 
tently attracted  newer  members. 

As  with  all  societies  whose  aim  is  to  serve  as  a forum  for 
the  exchange  of  scientific  information,  the  society  has  had 
to  compete  with  a wide  range  of  local  and  national  meet- 
ings. At  any  one  medical  center  or  research  institute,  there 
are  now  almost  enough  meetings  scheduled  to  occupy 
most  hours  of  the  working  day.  Despite  this  competition, 
the  society  has  continued  to  draw  from  20  to  30  individ- 
uals to  its  meetings,  a level  that  has  been  consistent  for  the 
past  few  decades. 

As  it  enters  the  1990s,  the  New  York  Society  of  Tropi- 
cal Medicine  counts  among  its  members  both  internation- 
ally renowned  senior  researchers  and  practitioners  and 
younger  men  and  women  in  the  early  stages  of  their  ca- 
reers. They  continue  to  share  the  society’s  aim,  which  is  to 
provide  a forum  for  the  collegial  exchange  of  scientific 
and  clinical  information  about  tropical  medicine  and  re- 
lated sciences. 
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TABLE  II.  Officers  of  The  New  York  Society  of  Tropical  Medicine,  1933-1991 


Year 

President 

Vice-President 

Secretary-Treasurer 

1933-34 

Ralph  W.  Nauss 

— 

Thomas  T.  Mackie 

1934-35 

Wilbur  A.  Sawyer 

Ralph  W.  Nauss 

Thomas  T.  Mackie 

1935-36 

Charles  S.  Butler 

Howard  Fox 

Thomas  T.  Mackie 

1936-37 

Alvin  W.  Schoenleber 

Eugene  L.  Opie 

Thomas  T.  Mackie 

1937-38 

Eugene  L.  Opie 

Claude  H.  Lavinder 

Thomas  T.  Mackie 

1938-39 

Wade  W.  Oliver 

Louise  Pearce 

Thomas  T.  Mackie 

1939-40 

Howard  Fox 

Norman  R.  Stoll 

Thomas  T.  Mackie 

1940-41 

Horace  W.  Stunkard 

Edward  M.  Dodd 

Thomas  T.  Mackie 

1941-42 

Mclver  Woody 

Morton  C.  Kahn 

Thomas  T.  Mackie 

1942-43 

Mclver  Woody 

Wilson  G.  Smillie 

Morton  C.  Kahn 

1943-44 

Wilson  G.  Smillie 

Edward  H.  Hume 

Morton  C.  Kahn 

1944-45 

Wilson  G.  Smillie 

Henry  E.  Meleney 

Morton  C.  Kahn 

1945-46 

Henry  E.  Meleney 

Edward  H.  Hume 

Morton  C.  Kahn 

1946-47 

Henry  E.  Meleney 

Edward  H.  Hume 

Morton  C.  Kahn 

1947-48 

Norman  R.  Stoll 

Edward  H.  Hume 

Irving  Rappaport 

1948-49 

Victor  G.  Heiser 

Zacharias  T.  Bercovitz 

Irving  Rappaport 

1949-50 

Harold  W.  Brown 

Zacharias  T.  Bercovitz 

Donald  V.  Moore 
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FROM  THE  LIBRARY 

REPORT  OF  AN  ITCHING  DERMATITIS  APPARENTLY  DUE  TO  SCHISTOSOMA 

CERCARIAE 

Beginning  about  the  latter  part  of  July,  bathers  at  Interlaken  Lake  in  the  Town  of  Eastchester, 
Westchester  County,  New  York,  began  to  experience  an  itching  eruption  that  at  first  was  considered  to 
be  the  result  of  insect  bites.  The  lesions  developed,  shortly  after  bathing,  as  minute  red  macules  or 
papules  which  increased  in  diameter,  in  some  cases  remaining  more  or  less  flattened  and  in  others 
becoming  slightly  raised.  In  the  more  extensively  involved  cases  the  distribution  was  irregular  but  more 
or  less  general,  except  for  the  face  and  arms.  Some  of  the  lesions  became  quite  red,  appearing  almost 
purpuric.  The  fastigium  lasted  about  three  days  with  more  or  less  discomfort  due  to  the  itching,  after 
which  the  eruption  tended  to  subside  during  the  next  few  days.  The  itching  did  not  respond  to  the  usual 
local  applications.  One  patient,  an  adult  woman  with  a very  extensive  involvement,  was  hospitalized  for 
relief  from  the  intense  irritation.  Among  the  children  there  was  evidence  of  mechanical  injury  and  mild 
secondary  infection  with  crusting  due  to  scratching.  Two  or  three  of  the  patients  mentioned  some  edema 
about  the  eyes. 

The  lake  in  question  is  part  of  a multiple  apartment  development,  housing  about  1,500  people.  Bath- 
ing is  restricted  to  the  tenants.  Formerly  a reservoir  for  the  City  of  New  Rochelle,  Interlaken  Lake, 
which  is  shaped  like  a V,  is  a little  over  a mile  long  and  a little  less  than  ‘4  of  a mile  at  the  widest  part. 
There  is  an  artificial  sandy  beach  about  100  feet  long  on  the  outer  shore  near  the  center  of  the  V,  with  a 
dock  extending  out  into  deep  water  for  the  swimmers  and  a fenced-in  pen  for  young  children.  A short 
distance  from  the  dock  on  the  side  opposite  the  pen  are  some  boats  and  the  resting  place  of  a flock  of 
waterfowl.  The  waterfowl,  which  consist  of  some  domestic  white  ducks  and  a few  wild  ducks,  together 
with  occasional  wild  geese,  have  been  more  numerous  this  year  than  formerly.  As  they  are  fed  by  the 
children,  they  tend  to  congregate  near  the  same  part  of  the  shore  in  close  proximity  to  the  bathing  area. 

In  view  of  the  supposed  absence  of  water  itch  in  this  part  of  the  country  it  was  at  first  thought  that  the 
itching  eruption  was  probably  due  to  insect  bites.  It  was  generally  agreed,  however,  that  it  did  not 
resemble  mosquito  bites  nor  did  there  appear,  on  casual  inspection,  to  be  any  other  insects  present  in 
sufficient  numbers  to  account  for  the  trouble. 

In  view  of  the  inconclusive  nature  of  the  investigation,  and  having  in  mind  the  possibility  of  a causal 
connection  with  the  water  fowl,  some  snails  obtained  in  the  area  of  the  bathing  beach  were  submitted 
for  examination  to  the  Department  of  Preventive  Medicine,  New  Y ork  University,  College  of  Medicine. 
Dr.  Donald  V.  Moore,  who  conducted  the  investigation  in  the  laboratory,  discovered  cercariae  in  one  of 
the  snails  which,  when  placed  on  his  wrist,  produced  a typical  water  itch  eruption.  Two  of  his  associates 
also  developed  a dermatitis.  The  snails,  which  were  sent  by  Dr.  Moore  to  the  Museum  of  Comparative 
Zoology  at  Harvard  University,  were  identified  by  Dr.  William  J.  Clench,  curator  of  mollusks,  as  Physa 
heterostropha  Say.  Dr.  Moore  was  unable  to  find  cercariae  in  a pail  of  the  lake  water  obtained  at  the 
bathing  beach.  However,  one  of  the  white  ducks  that  was  sent  to  him  for  examination  was  found  to 
harbor  schistosomes  which  proved  to  be  Trichobilharzia  physellae. 

It  appears  probable  from  the  foregoing  that  the  bathers  at  Interlaken  Lake  were  affected  by  schisto- 
some dermatitis.  This  in  turn  evidently  resulted  from  the  presence  of  some  infected  waterfowl  that  have 
been  visiting  the  lake  as  well  as  other  collections  of  water  in  lower  Westchester  County  in  increasing 
numbers  in  recent  years.  It  is  evident  that  this  condition,  formerly  associated  primarily  with  the  Great 
Lakes  region,  is  now  present  in  this  part  of  the  country.  With  the  increasing  influx  of  waterfowl  it  is 
probable  that  water  itch  will  be  encountered  with  greater  frequency  hereabouts  in  the  future. 

WILLIAM  A.  HOLLA,  MD 
EDWARD  A.  LANG,  MD 

{NY State  J Med  1947;  47:2458) 
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CASE  REPORTS 


Lofgren’s  syndrome  (acute  sarcoidosis)  sine  erythema 
nodosum  mimicking  acute  rheumatoid  arthritis 

Lee  D.  Kaufman,  md 


The  triad  of  bilateral  hilar  lymphade- 
nopathy,  erythema  nodosum  (EN),  and 
polyarthralgias-arthritis  has  been 
linked  to  Lofgren  since  he  initially  de- 
scribed it  in  1952.’  Nearly  half  of  suf- 
ferers from  this  syndrome  have  acute 
sarcoidosis  as  the  cause.  However, 
among  patients  with  acute  sarcoid  ar- 
thritis, the  prevalence  of  EN  varies 
widely.’  ^ In  Scandinavia,  about  two 
thirds  of  patients  with  acute  or  sub- 
acute sarcoid  arthritis  have  associated 
EN,  while  in  France  EN  is  reported  as 
being  unusual.^ 

Rheumatoid  arthritis  is  a common 
disorder  of  unknown  cause,  which  is  di- 
agnosed on  the  basis  of  a constellation 
of  clinical  signs  and  symptoms.  These 
are  descriptive  criteria  and  may  be 
found  in  many  different  arthropathies 
considered  in  the  differential  diagnosis 
of  rheumatoid  arthritis.^ 

This  report  describes  a patient  with 
acute  sarcoidosis  who  presented  with  a 
clinical  syndrome  identical  to  early  ser- 
opositive, polyarticular  rheumatoid  ar- 
thritis. This  patient  had  acute  sarcoid 
arthritis  in  the  absence  of  EN.  The  ar- 
ticular manifestations  and  often  self- 
limited course  of  that  process  are  fea- 
tures that  distinguish  it  from  acute 
rheumatoid  arthritis. 

Case  Report 

A 25-year-old  woman  presented  to  the 
rheumatology  clinic  of  the  University  Hos- 
pital at  Stony  Brook,  NY,  in  February  1989, 
with  a four-week  history  of  polyarthralgias 
involving  the  knees,  ankles,  elbows,  wrists, 
and  proximal  interphalangeal  joints  of  the 
hands  bilaterally.  Morning  stiffness  oc- 
curred for  one  hour  daily.  Articular  swelling 
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was  noted,  predominantly  in  the  ankles. 
There  was  no  history  of  fever,  prodromal  ill- 
ness prior  to  the  onset  of  articular  com- 
plaints, dyspnea,  cough,  skin  rash,  Rayn- 
aud’s phenomenon,  oral  mucosal  lesions, 
colitis,  or  symptoms  suggesting  inflamma- 
tory eye  disease.  She  had  no  previous  history 
of  joint  swelling  or  pain.  There  were  no  other 
medical  problems. 

On  physical  examination,  there  was  no 
adenopathy,  and  the  heart,  lungs,  abdomen, 
and  extremities  were  normal.  Lacrimal 
gland  enlargement  was  detected.  Moderate 
synovitis  was  noted  in  both  ankles  and  was 
associated  with  subtalar  tenderness.  Patello- 
femoral  tenderness  was  also  present  and  was 
symmetric,  with  a positive  “bulge”  sign. 

Laboratory  studies  revealed  a white  blood 
cell  count  of  8,300/mm^  with  a normal  dif- 
ferential count;  hemoglobin,  12.4  g/dL; 
erythrocyte  sedimentation  rate  (ESR),  83 
mm/h;  rheumatoid  factor,  1/160;  negative 
antinuclear  antibody;  nonreactive  rapid 
plasma  reagin  (RPR)  test  for  syphilis;  nor- 
mal CH-50;  and  negative  serologic  tests  for 
Lyme  borreliosis. 

The  prominent  ankle  swelling,  even  in  the 
absence  of  EN,  was  suggestive  of  acute  sar- 
coidosis. A chest  film  subsequently  revealed 
bilateral  hilar  adenopathy  (Fig  1).  The  an- 
giotensin converting  enzyme  level  was  ele- 
vated to  86.3  U/L  (normal  range,  10-50).  A 
gallium  scan  demonstrated  prominent  up- 
take in  the  hilar  nodes,  salivary  glands,  and 
ankles  bilaterally  (Figs  2,  3). 

The  patient  was  treated  with  ibuprofen, 
and  over  the  following  month  her  condition 


FIGURE  1.  Prominent  bilateral  hilar  adenop- 
athy. 


FIGURE  2.  Gallium  (®^Ga)  scintigraphic  study 
demonstrating  uptake  in  the  parotid  glands  and 
hilar  lymph  nodes  symmetrically. 

significantly  improved.  On  follow-up  visits 
in  March  and  May  1989,  there  was  progres- 
sive improvement  and  she  was  able  to  dis- 
continue the  anti-inflammatory  medication. 
A repeat  ESR  was  23  mm/hr,  and  the  physi- 


FIGURE  3.  Gallium  (®^Ga)  scintigraphic  study 
showing  prominent  uptake  in  the  ankles  bilater- 
ally. 
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cal  examination  demonstrated  full  range  of 
motion,  no  articular  tenderness,  and  resolu- 
tion of  the  ankle  synovitis. 

Discussion 

In  the  years  between  1942  and  1945, 
Lofgren  studied  212  patients  with  the 
bilateral  hilar  adenopathy  syndrome.' 
The  majority  of  these  patients  were  fe- 
male, and  the  prevalence  of  EN  among 
women  was  66%,  as  opposed  to  12% 
among  men.  Almost  half  of  these  indi- 
viduals were  thought  to  have  sarcoid- 
osis. This  presentation  of  the  disease 
has  subsequently  been  noted  to  have  an 
excellent  prognosis  for  spontaneous  re- 
covery in  most  series.'^  In  this  stage  of 
disease,  however,  one  must  also  consid- 
er that  infection  with  tuberculosis,  coc- 
cidioidomycosis, histoplasmosis,  and 
North  American  blastomycosis  may 
produce  the  triad  of  EN,  hilar  adenop- 
athy, and  peripheral  arthritis.^ 

Arthritis  occurs  with  a prevalence  of 
11-39%  in  patients  with  sarcoidosis  and 
can  present  as  three  variants.  The  most 
common  is  illustrated  in  the  patient  de- 
scribed in  this  report,  and  includes  mi- 
gratory or  symmetric  polyarthritis, 
with  or  without  EN,  and  hilar  adenop- 
athy. Some  of  these  patients  may  also 
have  prominent  tenosynovitis  with  peri- 
articular swelling  or  tenderness.  Poly- 
articular arthritis  is  usually  appendicu- 
lar, with  involvement  of  the  small  and 
large  joints  of  the  upper  and  lower  ex- 
tremities. In  decreasing  order,  the  an- 
kle, knee,  wrist,  and  proximal  interpha- 
langeal  joints  are  most  frequently  af- 
fected. Axial  disease  is  unusual  but  can 
occur.  Most  acute  attacks  resolve  over  a 
six-week  period.  A second  variant  in- 
cludes patients  with  recurrent  polyarth- 
ritis or,  rarely,  monoarticular  disease. 
Finally,  in  the  presence  of  advanced  pa- 
renchymal lung  disease  associated  with 
cutaneous  lesions  and  visceral  involve- 
ment, chronic  deforming  arthritis  may 
develop.  In  all  stages,  sarcoid  joint  dis- 
ease may  resemble  rheumatoid  arthri- 
tis. In  children,  artieular  disease  in  sar- 
coidosis is  more  often  associated  with 
skin  and  ocular  involvement  than  in  pa- 
tients without  arthritis.^  Such  an  asso- 
ciation has  not  been  statistically  con- 
firmed in  adults. 


Synovial  effusions  are  more  common 
with  chronic  arthritis  and  are  usually 
type  II  (inflammatory)  in  nature. 
Granulomas  can  be  identified  in  synovi- 
al biopsies;  however,  these  are  usually 
found  with  chronic  arthropathy  and 
have  only  rarely  been  reported  with  the 
acute  syndrome.  Radiographic  changes 
are  generally  not  seen  in  the  acute 
form.  Subchondral  cysts,  punched  out 
lesions,  and  a “lace-like”  trabecular 
pattern  characterize  the  radiographic 
appearance  of  chronic  deforming  ar- 
thritis. 

Spilberg  et  aF  described  28  patients 
with  sarcoid  arthropathy.  EN  was  seen 
in  seven  (25%)  and  was  always  associat- 
ed with  hilar  adenopathy.  Fifteen  pa- 
tients experienced  a single  attack,  five 
had  two  attacks,  and  eight  sustained 
multiple  recurrences.  Of  the  latter,  per- 
sistent chronic  arthritis  developed  in 
four  patients.  The  authors  found  no  dif- 
ference in  the  pattern  of  arthritis 
among  patients  with  or  without  EN.  As 
in  Lofgren’s  patients,  EN  occurred 
more  often  in  women  than  in  men.  Ca- 
plan  et  al’®  described  a group  of  19  pa- 
tients with  bilateral  hilar  adenopathy 
and  polyarthritis  without  EN.  Based  on 
clinical  findings,  these  patients  were 
otherwise  similar  to  those  with  skin  le- 
sions, and  73%  had  biopsy  evidence  for 
sarcoidosis. 

A recent  study  by  Pennec  et  aF  in 
France  compared  the  manifestations  of 
acute  sarcoid  arthritis  in  1 1 patients 
with  and  five  patients  without  EN.  No 
difference  was  noted  with  regard  to  the 
joints  involved,  ESR,  or  disease  dura- 
tion. Although  not  statistically  differ- 
ent, there  was  a trend  toward  fewer 
joints  affected  per  patient  in  individuals 
with  EN. 

A positive  rheumatoid  factor  is  seen 
in  approximately  6-10%  of  patients 
with  sarcoid  arthritis  and  was  present  in 
this  patient.^  Random  muscle  biopsies 
demonstrate  noncaseating  granulomas 
in  50-60%  of  patients  with  sarcoid. 
This  has  been  reported  to  be  as  high  as 
89%  in  patients  with  EN  and  arthral- 
gias." 

In  summary,  acute  sarcoid  arthritis 
is  almost  always  accompanied  by  hilar 
adenopathy  and  is  most  frequently  po- 


lyarticular and  symmetrical.  The  pres- 
ence of  rheumatoid  factor  in  some  pa- 
tients may  be  misleading;  however, 
prominent  ankle  involvement  and  teno- 
synovitis (periarthritis)  should  suggest 
sarcoidosis.  Furthermore,  a diagnosis 
of  rheumatoid  arthritis  should  not  be 
made  until  synovitis  has  been  present 
for  at  least  six  weeks.  Using  that  dura- 
tion of  disease  activity,  the  1987  revised 
criteria  will  correctly  classify  most  pa- 
tients with  rheumatoid  arthritis  (speci- 
ficity of  89.3%)  and  exclude  individuals 
with  other  disorders.^  An  elevated  an- 
giotensin converting  enzyme  level  and  a 
positive  gallium  scan  are  also  useful  in 
confirming  the  diagnosis  of  sarcoid- 
osis.'^ The  patient  described  in  this  re- 
port illustrates  the  importance  of  con- 
sidering acute  sarcoid  arthritis  in  the 
absence  of  erythema  nodosum. 
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In  1895,  Hildebrand'  described  a tumor 
with  epithelial  and  lymphoid  elements, 
which  he  considered  to  be  one  variant  of 
the  congenital  cysts  that  arise  in  the  lat- 
eral aspect  of  the  neck.  It  was  not  until 
1929  that  this  tumor  was  first  reported 
in  the  American  medical  literature  by 
Alfred  Scott  Warthin.^  Since  that  time, 
this  peculiar  tumor  has  been  described 
by  many  authors.  The  most  commonly 
used  names  for  it  have  been  adenolym- 
phoma,  oncocytoma,  papillary  cystade- 
noma  lymphoma tosum,  and  Warthin’s 
tumor.  ^ 

Warthin’s  tumor  is  a benign  tumor 
that  primarily  involves  the  parotid 
gland.  Its  incidence  has  been  reported 
to  vary  from  a low  of  2%^  to  a high  of 
24%'*  of  all  parotid  tumors.  However, 
the  accepted  incidence  rate  is  6-10%.^ 
These  tumors  most  commonly  arise  in 
men  in  their  sixth  and  seventh  decades 
of  life.  The  tumors  have  been  reported 
to  be  bilateral  in  up  to  13.4%  of  cases^ 
and  multicentric  in  up  to  12%.’ 

Extraparotid  Warthin’s  tumors  have 
been  reported  in  the  submandibular 
gland,*” in  cervical  lymph  nodes,’" 
and  in  the  minor  salivary  glands  of  the 
oral  cavity'^”'*  and  the  oropharynx.'^ 
The  incidence  of  extraparotid  Warthin’s 
tumors  has  been  reported  to  be  8%  of  all 
Warthin’s  tumors.’-'’  We  report  three 
cases  of  extraparotid  Warthin’s  tumor 
and  review  the  histogenesis  and  treat- 
ment of  these  neoplasms. 

Case  Reports 

Case  1.  An  83-year-old  woman  with  a 
history  of  an  endometrial  adenocarcinoma 
treated  in  1 960  and  an  infiltrating  duct  cell 
carcinoma  of  the  breast  treated  in  1986  pre- 
sented with  a progressively  enlarging  mass 
over  a six-month  period  in  the  left  upper 
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neck.  The  patient  underwent  direct  laryn- 
goscopy, nasopharyngoscopy,  and  excisional 
biopsy  of  a 2-cm  mass  in  an  upper  jugular 
lymph  node.  The  pathologic  diagnosis  was 
Warthin’s  tumor  in  a cervical  lymph  node. 
Salivary  duct  inclusions  were  present  in  the 
lymph  node.  The  patient  has  had  an  18- 
month  follow-up  with  no  evidence  of  recur- 
rence. 

Case  2.  A 74-year-old  woman  with  a 
history  of  arterial  hypertension  noted  a 3-cm 
painless  mass  in  her  upper  neck  that  devel- 
oped over  a period  of  six  weeks.  Direct  lar- 
yngoscopy, nasopharyngoscopy,  and  exci- 
sional biopsy  of  the  mass  were  performed. 
The  pathologic  diagnosis  was  Warthin’s  tu- 
mor in  an  upper  jugular  lymph  node  which 
also  contained  salivary  duct  inclusions.  The 
patient  was  lost  to  follow-up  four  months  af- 
ter excision  of  the  tumor,  at  which  time  she 
had  no  evidence  of  recurrence. 

Case  3.  A 68-year-old  woman  with  a 40 
pack/year  history  of  cigarette  smoking  was 
admitted  with  a clinical  TlN2cM0,’°  well 
differentiated  squamous  cell  carcinoma  of 
the  anterior  floor  of  the  mouth.  She  under- 
went resection  of  the  primary  tumor  and  bi- 
lateral supraomohyoid  neck  dissections. 
Pathologic  examination  of  the  specimen  re- 
vealed chronic  sialadenitis  of  the  left  sub- 
mandibular gland  and  Warthin’s  tumor  in 
two  lymph  nodes  adjacent  to  the  right  sub- 
mandibular gland.  As  in  the  two  previous 
cases,  salivary  duct  inclusions  were  also 
present. 


Discussion 

Warthin’s  tumors  are  usually  soft, 
well-encapsulated  neoplasms  with  a 
smooth  or  lobulated  external  surface. 
On  sectioning,  multiple  irregular  cystic 
spaces  with  or  without  papillary  projec- 
tions may  be  seen.  These  cysts  contain 
fluid  which  is  usually  mucoid  and 
brown  colored. 

The  histologic  diagnosis  of  a papil- 
lary cystadenoma  lymphomatosum  re- 
quires the  presence  of  both  a lymphoid 
component  and  an  epithelial  compo- 
nent (oncocytes).  The  epithelial  compo- 
nent consists  of  papillary  cystic  struc- 
tures or  tubular  structures  lined  by  two 
layers  of  granular  eosinophilic  cells. 


FIGURE  1.  Corpora  amylacea-like  bodies 
within  tubular  structure  of  Warthin’s  tumor  (orig- 
inal magnification  X 240). 


The  inner  or  luminal  layer  consists  of 
columnar  cells,  the  nuclei  of  which  are 
aligned  toward  the  luminal  surface. 
Squamous  metaplasia  of  the  epithelium 
is  occasionally  seen.  The  lumina  con- 
tain eosinophilic  material  which,  at 
times,  resembles  colloid.  Corpora  amy- 
lacea-like  bodies  may  be  seen  (Fig  1). 
The  lymphoid  tissue  contains  sinuses, 
follicles,  and  a connective  tissue  capsule 
(Fig  2).  The  lymphoid  tissue  is  com- 
posed predominantly  of  B-cell  lympho- 
cytes, as  shown  by  Cossman  et  al,’'  who 
postulated  that  these  B lymphocytes 
were  residual  lymph  node  elements  that 
were  reacting  against  the  epithelium. 
However,  Diamond  and  Braylan" 
showed  that  T-cell  lymphocytes  pre- 
dominated over  B-cell  lymphocytes  in 
Warthin’s  tumor.  This  supports  the 
concept  that  Warthin’s  tumor  origi- 


FIGURE  2.  Lymph  node  showing  marginal  si- 
nuses, cortex  with  reactive  germinal  centers, 
and  Warthin's  tumor  (original  magnification 
X 80). 
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FIGURE  3.  Lymph  node  with  salivary  duct  in- 
clusion and  Warthin's  tumor  (original  magnifica- 
tion X 80). 


nates  from  preexisting  lymph  nodes. 

The  most  widely  accepted  theory 
concerning  the  histogenesis  of  Warthin’s 
tumor  is  the  heterotopic  theory,  which 
states  that  these  neoplasms  originate 
from  neoplastic  proliferation  of  salivary 
gland  ducts  present  within  intra  or 
para-parotid  lymph  nodes. ^ Another 
theory,  proposed  by  Allegra^"*  in  1971, 
suggested  that  Warthin’s  tumor  was 
not  a neoplasm,  but  a delayed  hypersen- 
sitivity reaction.  As  compared  to  the 
submandibular  and  sublingual  salivary 
glands,  the  late  encapsulation  of  the 
parotid  gland  during  embryogenesis  ac- 
counts for  the  fact  that  lymph  nodes 
containing  salivary  tissue  may  be  found 
both  within  and  outside  of  the  parotid 
gland. This  explains  the  presence  of 
ectopic  salivary  gland  tissue  in  extra- 
parotid lymph  nodes.  In  the  three  cases 
described  here,  salivary  duct  elements 
were  found  adjacent  to  the  Warthin’s 
tumor  (Figs  3,  4). 

When  a papillary  cystadenoma  lym- 
phomatosum  is  diagnosed  in  the  preop- 
erative period,  the  treatment  of  the  pa- 
tient can  be  individualized.  However,  if 
no  definite  preoperative  diagnosis  is  en- 
tertained, the  treatment  must  proceed 
as  with  any  other  parotid  gland  neo- 
plasm— ie,  lateral  or  total  parotidec- 
tomy depending  on  the  location  of  the 
tumor. 


FIGURE  4.  High  power  view  of  epithelial  and 
lymphoid  elements  of  Warthin’s  tumor  with  ad- 
jacent salivary  gland  ductal  elements  (original 
magnification  X 240). 


The  male  to  female  ratio  of  Warthin’s 
tumors  has  been  reported  as  ranging 
from  a low  of  1.5:1^^  to  a high  of  10:1.^ 
At  Roswell  Park  Cancer  Institute,  over 
a 24-year  period,  the  male  to  female  ra- 
tio in  33  patients  with  parotid  Warth- 
in’s tumors  was  15.5:1.  It  is  interesting 
to  note  that  the  three  patients  reported 
here  with  extraparotid  Warthin’s  tu- 
mors were  female. 

Usually,  extraparotid  Warthin’s  tu- 
mors are  diagnosed  incidentally  after 
pathologic  examination  of  the  resected 
specimen.  In  their  series  of  14  patients 
with  extraparotid  Warthin’s  tumors, 
Snyderman  et  al'^  reported  that  six  pa- 
tients (46%)  had  their  neoplasms  diag- 
nosed on  pathologic  examination  of  the 
specimen  after  resections  for  other  pri- 
mary tumors.  They  also  reported  a 23% 
(three  patients)  incidence  of  multifocal 
tumors.'^  One  of  the  patients  presented 
here  had  multifocal  extraparotid 
Warthin’s  tumor. 
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Superior  vena  cava  syndrome  is  a well- 
known  complication  of  various  malig- 
nancies including  lymphomas,  lung  car- 
cinomas, thyroid  malignancies,  and 
metastatic  breast  carcinoma.  There  are 
also  numerous  nonmalignant  causes, 
including  aneurysms  of  the  thoracic 
aorta,  teratomas,  thymomas,  medias- 
tinitis  secondary  to  granulomatous  dis- 
ease (histoplasmosis,  tuberculosis),  and 
pericarditis.  Rarely,  benign  intratho- 
racic  goiters  cause  superior  vena  cava 
obstruction.  We  describe  a patient  with 
superior  vena  cava  syndrome  secondary 
to  giant  intrathoracic  colloid  goiter,  in 
whom  chest  roentgenography  revealed 
an  opacified  right  hemithorax  due  to 
the  presence  of  pleural  effusion  and  the 
thyroid  lesion. 

Case  Report 

A 53-year-old  woman  was  referred  for 
evaluation  of  increasing  shortness  of  breath 
and  worsening  jugular  venous  distension. 
The  patient  had  a history  of  hyperthyroid 
goiter,  which  was  initially  treated  with 
methimazole.  She  had  noted  a two-week  his- 
tory of  nonproductive  cough,  but  denied 
dysphagia,  fever,  night  sweats,  wheezing, 
hoarseness,  and  sore  throat. 

The  patient  was  afebrile  on  admission. 
The  physical  examination  was  remarkable 
for  a diffusely  enlarged  thyroid.  The  left 
lobe  was  larger  than  the  right,  was  smooth  in 
texture,  and  had  no  palpable  nodules.  No 
bruits  were  noted,  and  stridor  was  absent. 
The  jugular  veins  were  bilaterally  distended 
to  the  mandibular  angle,  and  there  was  no 
apparent  facial  edema.  Decreased  breath 
sounds  were  present  throughout  the  entire 
right  lung  field,  with  percussion  dullness 
over  the  lower  three  quarters  and  egophony 
throughout  the  entire  right  lung  field.  Ve- 
nous distension  was  noted  over  the  anterior 
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chest  wall.  The  cardiac  examination  was  un- 
remarkable, and  pulsus  paradoxus  was  ab- 
sent. 

The  white  blood  cell  count  was  5,900/ 
mm^  with  normal  differential.  Arterial 
blood  gases  (room  air)  were  as  follows:  pH, 
7.44;  PACO2,  52  torr;  PAO2,  64  torr.  Thy- 
roid function  tests  were  within  normal  lim- 
its. 

The  chest  roentgenogram  (Fig  1)  re- 
vealed diffuse  opacification  of  the  right  lung 
field,  tracheal  narrowing  at  the  level  of  the 
clavicles,  and  leftward  mediastinal  shift. 
Right  lateral  decubitus  films  revealed  a 
free-flowing  pleural  effusion. 

Right  thoracentesis  yielded  sanguinous, 
exudative  fluid  with  total  protein  of  3.2  g/ 
dL;  pH,  7.48;  white  blood  cell  count,  5,000 
with  90%  small  lymphocytes;  red  blood  cell 
count,  15,000;  and  pleural  fluid  lactate  de- 
hydrogenase (LDH)  level,  138  (serum 
LDH,  203;  pleural  fluid  to  serum  LDH  ra- 
tio, 0.68).  Bacterial  cultures  were  negative, 
and  no  malignant  cells  were  found  on  cyto- 
logic examination. 

A contrast  enhanced  computerized  tomo- 
graphic (CT)  scan  (Fig  2)  of  the  chest  re- 
vealed a large,  well-encapsulated  mass  in- 
volving almost  the  entire  right  hemithorax. 
The  mass  extended  laterally  and  was  in  close 
proximity  to  the  pleura.  It  was  not  possible 
to  discern  whether  the  mass  originated  from 


FIGURE  1.  Chest  film  showing  opacification 
of  right  hemithorax  with  mediastinal  shift  to  the 
left. 


FIGURE  2.  CT  of  the  chest  demonstrating  a 
mass  in  the  right  hemithorax  with  a small  area 
of  aerated  lung.  Note  also  a right  pleural  effu- 
sion. 

the  mediastinum  or  the  lung.  There  was  a 
small  area  of  normal-appearing  lung  anteri- 
or and  inferior  to  the  mass. 

Fluoroscopically  guided  transthoracic 
fine  needle  aspiration  was  performed  via  the 
lateral  and  anterior  approaches.  Both  aspi- 
rates yielded  sanguinous  fluid.  Needle  biop- 
sy (Abrams)  of  the  pleura  was  performed  at 
the  right  eighth  intercostal  space,  and  ade- 
quate tissue  was  obtained.  Pathologic  exam- 
ination revealed  normal  thyroid  tissue,  in- 
dicative of  the  diagosis  of  intrathoracic 
colloid  goiter.  Subsequent  re-examination 
of  both  needle  aspirate  samples  revealed 
normal  thyroid  tissue. 

The  patient  underwent  right  thoracoto- 
my, and  a 1,500-g  intrathoracic  colloid  goi- 
ter was  removed.  At  the  time  of  surgery,  the 
goiter  was  noted  to  extend  posterior  to  the 
great  vessels  and  was  also  adherent  to  the 
pleura  of  the  right  lung.  This  accounted  for 
the  diagnosis  having  been  made  from  the 
pleural  biopsy.  The  patient’s  right  lung  was 
encapsulated  in  fibrotic  tissue  and  re-ex- 
panded  to  near  normal  after  decortication. 

Discussion 

Transudative  pleural  effusions  result 
from  an  imbalance  or  disruption  in  the 
hydrostatic-oncotic  forces  that  control 
movement  of  fluid  across  pleural  mem- 
branes. The  superior  vena  cava  syn- 
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drome  is  a well  known  though  rare 
cause  of  transudative  right  pleural  effu- 
sions, which  develop  because  the  supe- 
rior vena  cava  obstruction  leads  to  in- 
creases in  systemic  venous  pressure  and 
consequent  increase  in  filtration  from 
the  parietal  pleural  capillaries.'  Ob- 
struction of  the  superior  vena  cava  is 
only  rarely  associated  with  benign  dis- 
ease processes.  In  a review  from  the 
Mayo  Clinic,^  only  22%  of  the  cases 
were  due  to  benign  causes.  Similarly, 
the  reported  experience  from  the  Cleve- 
land Clinic^  totalled  only  16  patients 
with  superior  vena  cava  syndrome  due 
to  benign  causes,  75%  of  which  resulted 
from  mediastinal  granuloma,  and  only 
two  of  which  resulted  from  retrosternal 
thyroid. 

In  many  series,  malignant  lesions  are 
reported  to  be  the  underlying  cause  in 
85-90%  of  the  cases  of  superior  vena 
cava  syndrome.'''^  In  the  current  report, 
we  document  superior  vena  cava  syn- 
drome with  an  exudative  right  pleural 
effusion  caused  by  a giant  colloid  goi- 
ter. The  exudative  nature  of  the  pleural 
effusion  was  most  likely  due  to  the  in- 


flammatory/fibrotic pleural  reaction  to 
ingrowth  of  the  goiter.  Benign  intratho- 
racic  goiter  in  association  with  the  su- 
perior vena  cava  syndrome  has  only  oc- 
casionally been  described.  Transient 
acute  superior  vena  cava  obstruction 
occurred  in  one  patient  with  substernal 
goiter  treated  for  hyperthyroidism  with 
propylthiouracil.^  The  patient  present- 
ed here  had  previously  received  antithy- 
roid therapy,  but  symptoms  of  superior 
vena  cava  obstruction  were  not  de- 
scribed at  that  time.  Other  reports  of 
superior  vena  cava  syndrome  due  to  in- 
trathoracic  goiter  have  been  infre- 
quent,’"^ and  the  presence  of  exudative 
pleural  effusion  appears  to  be  a new 
finding.  The  mechanism  of  arterial  hy- 
percapnia in  this  patient  may  be  related 
to  the  combined  effects  of  extrinsic  up- 
per airway  compression  (note  tracheal 
narrowing  in  Fig  1)  and  the  reduction 
in  gas  exchanging  surface  area  from 
mass  effect  and  effusion  in  the  right  he- 
mithorax.  This  combined  etiology  is 
most  likely  since  hypercapnia  is  not 
seen  in  previously  normal  subjects  until 
the  upper  airway  diameter  constricts  to 


below  5 mm,'®  which  is  more  severe 
than  the  narrowing  observed  in  this  pa- 
tient. 
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Make  way  for  tomorrow 

TO  THE  EDITOR:  The  buzz  words  con- 

tinue to  toss  around  on  the  turbulent  sea 
of  health  care.  Health  care  tradeoffs, 
medical  industrial  complex,  quality,  ac- 
cess, and  cost  are  but  a few  of  the  terms. 
Unions  are  watching  their  hard-won 
health  care  benefits  disappear  in  a be- 
wildering whirlpool  of  give-backs.  Phy- 
sicians are  constantly  being  pressured 
to  do  more  with  less. 

The  question  that  is  being  whispered 
about  is,  “What  if  these  cost  contain- 
ment strategies  don’t  work?”  The  mur- 
murs are  getting  louder  that  it  will  be 
the  elderly  who  will  be  asked  to  make 
sacrifices.  In  a sense,  they  will  be  en- 
couraged to  “make  way  for  tomorrow,” 
to  step  aside  and  let  the  benefits  of  tech- 
nology be  enjoyed  by  the  younger  gen- 
eration. The  popular  age  to  start  custo- 
dial care  appears  to  be  80.  The 
emphasis  seems  to  be  that  children 
should  not  be  made  to  continue  sacrific- 
ing for  their  parents.  Ignored  in  this 
presentation  are  the  sacrifices  that  the 
elders  have  made  for  their  children  and 
the  over-utilization  of  resources  that  all 
segments  of  the  society  enjoy.  The  el- 
derly will  thus  be  asked  to  accept  the 
realities  of  rationing  unless  they  can 
pay  for  high-tech  procedures  and  treat- 
ment. Attention  will  be  drawn  to  the 
largesse  that  they  enjoy,  Medicare.  The 
fact  that  they  made  substantial  contri- 
butions to  Social  Security  and  Medi- 
care and  that  the  “run  on  the  Social  Se- 
curity bank”  was  partly  fueled  by 
payouts  to  unemployment  insurance 
will  be  forgotten. 

Both  the  seniors  and  physicians  suf- 
fer from  the  misguided  efforts  to  con- 
tain costs  at  the  expense  of  caring.  It 
will  not  be  easy  but  these  two  camps 
with  common  interests  will  have  to 
learn  to  work  together  if  we  hope  to 
emerge  intact  from  bureaucratic  en- 
counters. There  will,  of  course,  be  times 
when  we  disagree  but  these  differences 
must  not  be  misconstrued  as  stark  ideo- 
logical positions. 

We  have  already  discovered  that  well 
meaning  regulations  which  become  pu- 
nitive toward  physicians  only  serve  to 
shatter  the  relationship  between  physi- 
cians and  seniors.  The  result  is  further 


isolation  and  mistrust.  If  we  are  to 
achieve  meaningful  legislation,  the  ar- 
chitects of  this  endeavor  should  consid- 
er convening  a consensus  development 
panel  with  pertinent  participants  from 
all  levels  of  involvement  before  a pro- 
gram is  designed.  It  is  unproductive  to 
have  regulatory  agencies  develop  a plan 
and  then  ask  physicians  and  their  repre- 
sentatives to  rubber  stamp  it.  The  agen- 
cies need  to  seek  this  input  at  the  begin- 
ning of  the  process  and  not  at  the  end. 
Physicians  have  to  be  stake  holders  in 
health  care  planning,  not  obedient  ser- 
vants. The  policies  formulated  would 
then  more  accurately  reflect  the  con- 
cerns of  all  rather  than  document  that 
which  often  satisfies  none  of  the  constit- 
uencies. This  will  not  be  a speedy  pro- 
cess, but  it  might  well  avoid  some  of  the 
chaos  that  currently  occurs. 

In  our  talks  with  seniors,  we  must 
continue  to  stress  that  we  are  just  as 
much  victims  of  the  system  as  they  are. 
We  must  strive  to  get  beyond  their  pan- 
ic and  fear  and  seek  a dialogue  that  con- 
siders the  realities  and  the  opportuni- 
ties. Together  we  can  fashion  a 
collaborative  relationship  which  seeks 
equity  and  fairness  for  our  seniors  and 
ourselves. 

RANDALL  D.  BLOOMFIELD,  MD 
Past  President 
Medical  Society  of  the  County  of 
Kings 

1313  Bedford  Ave 
Brooklyn,  NY  11216 


The  use  of  free  phenytoin  levels  in 
averting  phenytoin  toxicity 

TO  THE  EDITOR:  A paradoxical  in- 

crease in  seizure  frequency'  is  a dose- 
related  neurotoxicity  effect  of  pheny- 
toin and  is  generally  reversible  with 
decreased  dosage.  There  is  little  infor- 
mation on  the  use  of  free  phenytoin  lev- 
els to  better  monitor  serum  drug  con- 
centrations. 

Case  Report.  A 29-year-old  woman 
with  Type  I diabetes  mellitus  and  longstand- 
ing epilepsy  (and  no  history  of  status  epilep- 
ticus)  relatively  well  controlled  with  pheny- 
toin, 300  mg/day,  and  phenobarbital,  90 
mg/day,  presented  to  the  emergency  room 


after  suffering  a seizure  that  abated  sponta- 
neously. 

Laboratory  studies  revealed  a phenobar- 
bital level  of  22  /^g/mL  (therapeutic  range 
1 5-40  jug/mL)  and  a phenytoin  level  of  1 8.5 
Mg/mL  fiherapeutic  range,  10-20  jug/mL). 
The  glucose  level  was  175  mg/dL,  nonketo- 
tic. Magnesium  and  corrected  calcium  lev- 
els were  normal.  The  cause  of  the  seizure 
was  undetermined  and  the  patient  was  ad- 
mitted to  the  hospital  for  observation  with- 
out any  modification  in  her  anticonvulsant 
regimen. 

The  next  day,  the  patient  underwent  a sei- 
zure characterized  by  unresponsiveness  and 
sustained  leftward  gaze  and  nystagmus.  The 
glucose  level  was  38  mg/dL.  The  seizure 
was  aborted  with  the  administration  of  dex- 
trose and  phenytoin,  500  mg  intravenously. 
Later  that  day,  the  patient  went  into  status 
epilepticus.  She  received  more  than  1 g of 
intravenous  phenobarbital  and  required  me- 
chanical ventilation.  The  phenytoin  level  at 
this  time  was  22  ^g/mL  and  after  the  status 
episode,  it  was  29  /ig/mL;  the  free  phenytoin 
level  was  4.5  /ig/mL  (therapeutic  range, 
1-2  ^ig/mL);  and  the  cerebrospinal  fluid 
(CSF)  phenytoin  level  was  4.2  ^tg/mL.  CSF 
studies  were  otherwise  normal.  The  patient 
underwent  several  more  seizures  and  re- 
quired boluses  of  intravenous  phenobarbital. 
An  interictal  electroencephalogram  showed 
diffuse  slowing  without  epileptiform  activity. 

A possible  relationship  between  this  pa- 
tient’s seizure  and  her  phenytoin  therapy 
was  not  initially  suspected  since  the  first  to- 
tal phenytoin  level  was  within  the  accepted 
therapeutic  range.  Later,  when  the  seizures 
recurred  and  proved  refractory  to  aggressive 
treatment  with  phenytoin  and  phenobarbi- 
tal, despite  correction  of  the  hypoglycemia, 
an  underlying  factor  was  suspected.  Based 
on  the  subsequent  finding  of  hypoalbumine- 
mia  (2.5  g/dL)  and  the  known  binding  of 
phenytoin  to  plasma  proteins,  phenytoin 
toxicity  was  implicated  as  the  etiology  of  the 
intractable  seizures  and  phenytoin  was  thus 
discontinued.  As  serum  phenytoin  levels  fell, 
the  patient’s  seizure  frequency  decreased. 
Ultimately  her  seizures  were  controlled  on 
phenobarbital  at  120  mg/day  orally,  with 
serum  levels  of  30-40  u^/mL. 

Discussion.  In  healthy  patients 
with  epilepsy  receiving  phenytoin 
alone,  the  binding  of  phenytoin  to  plas- 
ma protein  is  about  90%  and  the  free 
(unbound)  pharmacologically  active 
fraction  (about  10%)  is  nearly  con- 
stant.^ Free  phenytoin  levels  of  1. 0-2.0 
/ug/mL  are  generally  equivalent  to  the 
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accepted  therapeutic  range  of  total 
phenytoin  of  10-20  tig/mL.  Interest- 
ingly, CSF  levels  of  phenytoin  approxi- 
mate the  free  plasma  levels.^ 

Impairment  of  protein  binding  to 
phenytoin  may  occur  in  neonatal  or  el- 
derly patients;  during  the  late  phase  of 
pregnancy;  in  patients  with  hyperbiliru- 
binemia, hepatic  disease,  uremia,  ne- 
phrotic syndrome,  burns,  surgery,  mal- 
nutrition, or  other  conditions  associated 
with  hypoalbuminemia;  as  well  as  dur- 
ing combination  therapy  with  valproic 
acid,  aspirin,  sulfonamides,  and  tolbu- 
tamide, by  displacing  phenytoin  from 
its  albumin  binding  sites/  The  unbound 
fraction  of  phenytoin  also  increases 
with  increasing  temperature/  In  these 
clinical  settings  of  impaired  protein 
binding,  the  total  plasma  concentration 
of  phenytoin  may  result  in  underesti- 
mation of  the  free  fraction  and  inadver- 
tent phenytoin  toxicity.  Thus  measure- 
ment of  the  free  phenytoin  fraction  is 
the  preferred  index  of  available  anti- 
convulsant activity.  Free  phenytoin  lev- 
els <2.1  Mg/mL  typically  do  not  lead  to 
phenytoin-induced  neurotoxicity.^ 
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Capgras’  syndrome 

TO  THE  EDITOR:  In  1 923  Capgras  and 

Reboul-Lachaux  reported  the  case  of  a 
53-year-old  woman  suffering  from  the 
delusion  that  persons  significant  to  her 
had  been  replaced  by  imposters,'  This 
basic  feature  is  involved  in  the  present 


case  report.  Soon  after  the  appearance 
of  the  report  by  Capgras  and  Reboul- 
Lachaux,  publications  used  the  term 
Capgras’  syndrome  to  describe  this  en- 
tity. The  vast  majority  of  reports  have 
been  of  single  cases  appearing  in  the 
British  and  French  psychiatric  litera- 
ture. 

There  are  several  variants  of  the  syn- 
drome. One  type,  for  example,  is  auto- 
scopic.  Patients  see  doubles  of  them- 
selves in  persons  or  objects  nearby.^ 
Atwal  and  Khan  described  other  vari- 
ants.^ The  syndrome  has  often  been  as- 
sociated with  schizophrenia  and  affec- 
tive psychoses,  and  has  also  been 
described  in  patients  with  varying  types 
and  degrees  of  brain  pathology.  Lewis’ 
report  involved  a 19-year-old  girl  in 
whom  magnetic  resonance  imaging  re- 
vealed bilateral  subcortical  lesions  in 
the  occipitotemporal  and  frontal  re- 
gions. 

Case  Report.  A 55-year-old  woman  was 
visited  by  her  sister  from  another  state,  who 
was  obliged  to  return  home  after  several 
hours  instead  of  remaining  a week  as 
planned.  The  two  sisters  had  been  viewing 
photos  of  siblings,  and  took  two  drinks  of 
whiskey.  Soon  thereafter  the  patient  sud- 
denly became  verbally  abusive,  kicked  her 
apartment  door  in  anger,  and  shouted  re- 
peatedly that  her  sister  was  an  imposter.  She 
ran  to  a neighbor  who  heard  the  commotion 
and  the  patient  yelling  that  the  person  with 
her  was  a stranger,  not  her  sister.  She  asked 
the  neighbor  to  get  rid  of  this  stranger,  and 
then  went  to  sleep  upon  the  advice  of  the 
neighbor.  She  awoke  at  3:00  am  after  the 
sister  was  gone.  The  patient  had  amnesia  for 
the  entire  episode.  The  neighbor  confirmed 
the  events  as  revealed  by  the  sister  who  tele- 
phoned later  that  morning,  telling  the  pa- 
tient that  she  had  behaved  in  a bizarre  fash- 
ion. She  said  she  had  been  frightened  and 
feared  for  her  own  life.  The  patient,  howev- 
er, resented  what  she  felt  was  abandonment, 
claiming  she  would  have  remained  to  help 
had  their  roles  been  reversed.  At  her  psychi- 
atric session  the  next  day,  the  patient  felt 
embarrassed,  angry  about  the  abandon- 
ment, and  believed  people  on  the  street 
looked  at  her  as  if  she  were  crazy.  The  para- 
noid reaction  disappeared  in  two  days.  She 
had  had  similar  paranoid  feelings  in  the  past 
when  under  great  stress. 

The  patient  believed  that  the  misidentifi- 
cation  was  related  to  childhood  suspicions  of 
having  been  adopted.  One  of  several  broth- 
ers and  sisters,  older  and  younger,  she  dif- 
fered temperamentally  from  them.  She  felt 
they  were  superficial,  materialistic,  and  fa- 
vored by  both  parents  with  gifts  and  finan- 
cial assistance  whereas  she  profited  by  nei- 
ther. She  left  home  at  age  16  to  educate  her- 
self, never  forgiving  her  father  for  allegedly 
unwarranted  beatings  she  received  in  con- 
trast to  better  treatment  of  the  other  chil- 
dren. She  asked  older  brothers  and  sisters 


more  than  once  whether  she  had  been  adopt- 
ed but  met  with  denials.  Her  past  history 
and  suspicions  meshed  with  the  imposter  de- 
lusion. 

The  patient  recalled  a similar  event  ten 
years  earlier  when  she  was  involved  in  a tur- 
bulent marriage.  After  having  some  alcohol- 
ic drinks  which  apparently  triggered  her  de- 
lusion, she  became  abusive  and  insisted  her 
husband  was  an  imposter  resembling  her 
husband.  He  tried  to  reassure  her,  and  tele- 
phoned the  psychiatrist  in  distress.  The  pa- 
tient’s delusion  rapidly  disappeared  after 
sleep.  It  apparently  involved  an  attempt  to 
deny  the  validity  of  her  marriage  which 
eventually  ended  in  divorce.  In  the  more  re- 
cent episode,  the  delusion  was  an  attempt  to 
deny  the  existence  of  valid  filial  relation- 
ships owing  to  persistence  of  long-standing 
unresolved  grievances. 

Discussion.  Koritar  and  Steiner,^ 
noting  that  there  are  differences  of 
opinion  regarding  the  etiological  role  of 
organic  versus  psychological  factors  in 
Capgras’  syndrome,  attempted  a syn- 
thesis of  various  viewpoints  and  pre- 
sented two  patients  diagnosed  as  para- 
noid schizophrenics  in  whom  general 
physical  and  neurological  examinations 
revealed  normal  findings.  Pelletier, 
Bartolucci,  and  Wallace^  regarded  the 
syndrome  as  a nonspecific  symptom 
seen  in  both  functional  and  organic  con- 
ditions. Lewis’  report  of  the  19-year-old 
patient  with  brain  lesions,  mentioned 
above,  noted  that  a diagnosis  of  “schi- 
zophreniform psychosis’’  was  also  made 
during  a six-month  follow-up."* 

A combination  of  psychopathologi- 
cal  and  neuropathological  etiologies 
may  be  present.  An  either-or  approach 
seems  unnecessary.  The  patient  report- 
ed here  was  apparently  not  schizo- 
phrenic and  had  no  affective  psychosis. 
Her  work-related  annual  physical  ex- 
aminations for  the  past  25  years  had  re- 
vealed normal  findings.  She  was  in 
treatment  mainly  because  of  problems 
involving  interpersonal  relations.  Of  in- 
terest is  that  her  two  demonstrations  of 
Capgras’  syndrome  were  triggered  by 
alcohol  intake,  which  apparently  re- 
leased inhibitions  resulting  in  an  up- 
surge of  long-standing  grievances.  Thus 
the  chemical  effect  on  brain  function 
must  be  taken  into  consideration.  Of 
additional  interest  is  that  the  psychody- 
namics could  be  somewhat  explicated. 
The  findings  are  consistent  with  the 
“ambivalence  theory.’’  Fishbain  and 
Schiffman’  claimed  that  this  is  the 
most  widely  accepted  psychodynamic 
hypothesis  in  the  evaluation  of  the  Cap- 
gras delusion.  The  patient  harbors 
strongly  ambivalent  feelings  toward  a 
person  significant  to  him  which  are  not 
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adequately  repressed,  and  the  anxiety 
resulting  from  this  conflict  induces  “a 
psychotic  solution  based  on  denial  and 
displacement.” 

Psychotherapy  for  patients  with 
Capgras’  syndrome  deals  with  psycho- 
pathological  functioning  in  general.  It 
may  be  combined  with  pharmacother- 
apy when  necessary.  The  Capgras  delu- 
sion is  not  dealt  with  in  isolation  and 
disappears  with  general  improvement. 
There  may  be  relapses  under  special 
circumstances  as  in  the  patient  de- 
scribed here.  The  prognosis  is  favorable 


so  long  as  overall  improvement  is  main- 
tained. 

This  report  of  a patient  with  Cap- 
gras’ syndrome  supplements  the  rela- 
tively few  reports  which  have  been  pub- 
lished in  this  country  in  comparison  to 
those  in  the  British  and  French  medical 
literature. 

JEROME  M.  SCHNECK.  MD 
Department  of  Psychiatry 
Division  of  Psychiatric  Training  and 
Education 
St  Vincent’s  Hospital  and 
Medical  Center  of  New  York 
New  York,  NY  10011 
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FROM  THE  LIBRARY 


UNTOW.\RD  EFFECTS  OF  THE  NEWER  DRUGS 

Prior  to  the  current  era  of  medical  science  the  physician  was  largely  dependent  upon  naturally  occur- 
ring botanicals  and  minerals  for  his  dispensable  therapeutic  agents.  Bromides  were  employed  for  con- 
vulsions, colchicum  for  gouty  arthritis,  quinine  for  malaria  and  other  fevers,  iron  salts  for  anemia, 
iodine  for  thyroid  disorders,  foxglove  for  heart  disease,  opium  for  pain,  mercury  for  syphilis,  ergot  for 
contraction  of  the  uterus,  caffein  for  diuresis,  and  a variety  of  herbs  and  minerals  for  purgation.  Each 
therapeutic  agent  was  effective  in  selected  instances;  sometimes  the  efficiency  was  high,  at  other  times 
it  was  low.  Most  of  these  preparations  are  still  in  use  and  continue  to  accomplish  great  therapeutic  good. 
On  the  other  hand,  and  without  exception,  new  and  improved  drugs,  which  have  come  largely  from  the 
chemical  laboratory,  have  been  introduced  either  to  enhance  or  to  replace  each  of  the  above-noted 
agents.  No  well-informed  physician  will  deny  the  value  of  these  newer  drugs.  Some  small  loss  has 
accompanied  a tremendous  gain,  however,  and  the  untoward  reactions  of  certain  of  the  preparations  in 
a percentage  of  the  patients  receiving  accepted  therapeutic  amounts  has  led  to  serious  or  even  fatal 
results. . . . 

In  most  instances  the  side-effects  are  inconvenient  and  not  serious  and  subside  w ith  cessation  of  the 
use  of  the  drug.  On  the  other  hand,  irreparable  and  mortal  changes  have  followed  the  use  of  some  of  the 
substances  in  an  occasional  instance.  Prophylactic  and  precautionary  measures  should  be  observed  with 
each  drug  that  has  been  shown  to  be  potentially  harmful.  Careful  watch  should  be  maintained  in  each 
patient  even  though  there  is  no  visible  evidence  of  toxicity.  To  know  when  to  stop  a drug  is  frequently  as 
important  as  to  know  when  to  prescribe  it.  Finally,  it  is  the  duty  of  every  physician  who  is  prescribing 
either  new  or  established  preparations  to  observe  carefully  untoward  reactions  and  to  report  them  either 
to  the  manufacturer  or  in  a medical  publication.  As  the  number  of  new  drugs  increases,  and  we  know 
that  this  will  be  a fact,  continued  vigilance  should  be  practiced. . . . 

JOHN  H.  TALBOTT.  MD 

{NY State  J Med  1948;  48:280-286) 
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ESSAV  REVIEW 


Country  doctor 


House  Calls:  Memoirs  of  a Country  Doctor.  By  Marvin 
Brown,  MD.  214  pp.  Buffalo,  NY,  Prometheus  Books, 
1988.  $19.95  (clothcover) 

There  is  an  apocryphal  story  circulating  through  the 
halls  of  the  modern  medical  school  teaching  hospital  that 
goes  something  like  this:  The  resident  physician  admitted 
the  patient  last  night  and  now,  on  attending  rounds,  pre- 
sents the  “case”  in  classic,  complete  fashion.  After  listen- 
ing attentively,  from  the  introductory  “this  is  a 47-year- 
old  white  male  who  presents  to  University  Hospital  with  a 
...”  to  the  closing  “and  our  diagnosis  and  plans  are  . . . ,” 
the  attending  physician  turns  to  the  resident  and  says, 
“Now  tell  me,  what  does  this  patient  do  for  a living,  where 
does  he  live,  and  what  is  his  community  like?”  The  resi- 
dent says,  somewhat  sheepishly,  “I  don’t  know.”  The  at- 
tending physician  says,  “Go  back  and  find  out.  What  this 
man  needs  is  a doctor!” 

What  that  resident  needs  is  to  read  Marvin  Brown’s 
House  Calls:  Memoirs  of  a Country  Doctor.  Dr  Brown,  a 
family  practitioner  in  upstate  New  York  since  1938,  has 
written  a personal  and  moving  portrait  of  his  love  affair 
with  profession  and  family  that  serves  as  a poignant  re- 
minder to  us  of  the  joys  of  being  a personal  physician,  a 
family  doctor  to  his  community.  Especially  timely  in  this 
period  of  great  unrest,  discontent,  and  uncertainty  in  the 
medical  profession,  the  public,  and  third-party  payers, 
this  simple,  straightforward,  and  eloquent  memoir  re- 
minds us  of  how  good  we  can  be  if  we  just  remember  “one 
central  fact . . . patients  will  always  need  care,  and  physi- 
cians will  always  be  there  to  provide  it.”  The  author  uses 
these  214  pages  to  provide  a blueprint  of  how  today’s  phy- 
sicians might  best  accomplish  this  care  for  the  patient. 

This  memoir  is  not  just  for  primary  care  practitioners;  it 
speaks  to  a wider  audience,  both  lay  and  medical,  with 
clarity  and  simplicity.  His  medical  career  spanning  the 
end  of  the  Great  Depression  to  the  1980s,  Marvin  Brown 
writes  as  a witness  to  the  wonders  of  the  antibiotic  era  as 
he  treats  cellulitis,  pneumococcal  pneumonia,  and  puer- 
peral fever  with  sulfa  and  penicillin.  He  describes  home- 
delivering three  babies  in  one  long  day  and  making  house 
calls  by  car,  sleigh,  and  snowshoes  in  the  bitter  winter  of 
1947-1948.  He  speaks  of  “weather”  as  being  an  impor- 
tant rate-limiting  step  in  his  practice  of  rural  medicine. 


Dr  Brown  should  help  both  a wider  medical  audience 
and  the  public  at  large  to  understand  what  family  doctors 
are  and  why  they  are  still  so  important.  His  memoir  is 
replete  with  phrases  like  “knowing  the  limits  of  my  ex- 
pertise” and  “the  patient  is  first”  and  “the  family  doctor  is 
not  treating  an  ailment  but  a whole  person.”  Marvin 
Brown  means  what  he  says  and  he  lived,  professionally, 
what  he  preaches.  House  calls  were  as  matter-of-fact  for 
him  as  CT  scans  are  for  headaches  today.  In  the  January 
1943  influenza  epidemic  he  made  more  than  50  house 
calls  in  one  day.  He  realizes  the  time  he  could  not  spend 
with  his  family  was  a loss  (wonderfully  told  as  a tribute  to 
his  dear  wife,  “Bee”),  but  that  this  was  a course  agreed 
upon  by  both  husband  and  wife  as  they  first  set  out  in  1938 
to  find  an  agreeable  practice  location  in  the  country.  Dr 
Brown  saved  many  lives,  counseled  countless  others,  and 
even  played  the  violin  at  a patient’s  funeral  (a  directive 
from  the  patient!). 

Dr  Brown’s  descriptions  of  Cleveland,  New  York,  and 
the  surrounding  north  shore  towns  around  Lake  Oneida 
are  particularly  interesting.  One  gets  impressions  of  small 
town  American  life  circa  1938- 1950s  not  unlike  earlier 
depictions  from  Sherwood  Anderson’s  Winesburg,  Ohio 
or  even  the  Frank  Capra  film  It’s  a Wonderful  Life.  This 
book  stands  on  its  own  merits  as  a depiction  of  American 
culture  from  this  era.  The  author’s  social  commentaries 
concerning  poverty,  governmental  bureaucracy,  and  the 
transformation  of  the  medical  profession  are  not  new  but 
are  honest,  conservative,  wizened  opinions. 

Marvin  Brown  is  a country  family  doctor  who  has  won 
many  medical  and  community  awards  and  practiced  fam- 
ily medicine  for  almost  50  years.  As  is  evident  from  the 
last  section  of  this  memoir,  he  was,  more  importantly,  also 
married  to  a wonderful  lady  for  almost  50  years.  This 
wealth  of  experience  in  medical  practice  and  in  marriage 
is  movingly  told  here  in  anecdotal  form,  and  should  re- 
inspire the  reader,  as  it  did  for  me,  to  remember  what  our 
professional  and  personal  lives  can  be  all  about. 

ROBERT  L.  PERKEL,  MD 
Thomas  Jefferson  University 
Jefferson  Medical  College 
Department  of  Family  Medicine 
1 1th  and  Walnut  St 
Philadelphia,  PA  19107 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  May  1990  issue  o/ Epidemiology 
Notes  {Vol.  5,  No.  5),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Time  trends  in  breast  cancer  incidence 

Breast  cancer  is  the  leading  cancer  among  women  in 
New  York  State.  Nearly  1 1,000  cases  were  diagnosed  in 
1986,  up  from  9,300  a decade  ago.'  Several  risk  factors 
have  been  identified,  but  to  date  no  single  factor  or  combi- 
nation of  factors  can  be  used  to  predict  breast  cancer  oc- 
currence. The  major  risk  factors  are  age,  white  race,  never 
married,  family  history  of  breast  cancer,  no  children  or 
first  child  born  after  age  30,  early  onset  of  menstruation  or 
late  menopause,  obesity,  history  of  benign  breast  disease, 
high  socioeconomic  status  and  urban  residence.^ 

Patterns  of  breast  cancer  incidence  are  illustrated  here 
for  New  York  State  women  1977-1986.  Figure  1 shows 
age-adjusted  incidence  rates  for  New  York  State,  New 
York  City  and  New  York  State  exclusive  of  New  York 
City  (upstate).  Breast  cancer  incidence  in  the  state  in- 
creased from  83.0  per  100,000  in  1977  to  90.1  in  1986. 
Upstate  New  York’s  increase  was  dramatic,  rising  from 
84.6  to  96.9  over  the  decade.  Rates  for  New  York  City 
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FIGURE  1.  Breast  cancer  incidence,  1977-1986:  New  York  State,  New 
York  City,  Upstate  New  York. 


were  variable,  increasing  from  81.1  in  1977  to  87.5  in 
1984,  but  dropping  back  to  80.9  by  1986. 

The  patterns  of  increasing  incidence  in  New  York  State 
and  upstate  are  consistent  with  increasing  incidence  re- 
ported by  the  Surveillance,  Epidemiology,  and  End  Re- 
sults (SEER)  program.  From  1977  to  1986  breast  cancer 
incidence  increased  in  the  United  States  from  83.4  to 
104.9  per  100,000,  a 26%  increase.^  The  trend  for  New 
York  City  is  less  defined  and  its  lower  rates  are  likely  due 
to  the  large  population  of  blacks,  Hispanics  and  other  mi- 
nority women  for  whom  breast  cancer  rates  are  lower 
overall. 

New  emphasis  nationally  on  early  detection  of  breast 
cancer  through  mammography  appears  to  account  for  at 
least  some  of  the  observed  increases.  As  shown  in  the  low- 
er graph  of  Figure  1,  there  were  steady  increases  in  the 
percent  of  cases  in  New  York  State  diagnosed  as  in  situ  or 
localized  to  the  breast,  notably  since  about  1983.  A corre- 
sponding decrease  occurred  in  the  percent  of  cases  with 
distant  metasteses  and  in  the  percent  of  cases  with  un- 
known stage.  Cases  with  regional  spread  to  nearby  organs 
remained  unchanged.  Changes  in  stage  at  diagnosis  were 
similar  for  New  York  City  as  well  as  upstate. 

Similar  trends  by  stage  of  disease  have  also  been  report- 
ed for  the  San  Francisco-Oakland  Metropolitan  Statisti- 
cal Area."*  In  that  highly  urban  area,  1 1%  of  breast  cancer 
cases  diagnosed  in  1986  were  in  situ.  New  York  State  had 
3.4%  in  1986  and  New  York  City  had  3.1%.  Both  San 
Francisco-Oakland  and  New  York  State  experienced  rel- 
atively stable  breast  cancer  rates  until  the  1980s.  Begin- 
ning about  1983,  both  areas  experienced  rising  rates.  Ta- 
ble I compares  the  relative  rates  for  various  stages  of 
breast  cancer  since  1983  to  the  more  stable  period  of  prior 
years.  Both  areas  experienced  similar  trends  of  increasing 


TABLE  I.  Incidence  Rates  of  Breast  Cancer  by  Stage  in 
New  York  State,  1977-1986,  and  in  the  San  Francisco- 
Oakiand  Metropolitan  Statisticai  Area,*  1974-1986 

Early- 

Stage 

Cancers  Relative  Rate  According  to  Stage 
Period/  No.  of  In  Lo-  In  Lo-  Re-  Re-  Un- 

Year  Cases  Situ  cal  Situ  cal  gional  mote  known 


{Percent 

of  cases)  {Percent  of  base  period  mean) 

New  York  State 


1977-1982 

57,174 

1 

42 

100 

100 

100 

100 

100 

1983 

10,318 

2 

44 

185 

113 

113 

95 

93 

1984 

10,778 

2 

46 

259 

123 

112 

94 

96 

1985 

11,023 

3 

47 

299 

130 

113 

89 

92 

1986  10,968 

San  Francisco-Oakland 

3 

48 

381 

132 

110 

82 

90 

1974-1982 

16,956 

5 

49 

100 

100 

100 

100 

t 

1983 

2,144 

6 

47 

137 

98 

108 

89 

t 

1984 

2,362 

8 

52 

190 

118 

101 

95 

t 

1985 

2,657 

11 

52 

274 

128 

105 

90 

t 

1986 

2,720 

11 

55 

296 

135 

92 

90 

t 

* Source:  Reference  4 
^ Not  given 
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in  situ  and  localized  cancers  and  decreasing  metastatic 
cancers. 

A New  York  State  Department  of  Health  publication, 
Time  Trends  in  Cancer  Incidence  1977-1986,  for  New 
York  State,  New  York  City  and  upstate  New  York  will 
soon  be  available  from  the  New  York  State  Cancer  Regis- 
try. In  addition  to  the  numbers  of  cases  and  rates  by  sex, 
age  and  year,  a number  of  important  cancer  sites  are  high- 
lighted. Featured  are  brief  discussions  and  graphical  illus- 
trations of  time  trends  for  smoking-related  cancers,  gas- 
trointestinal cancers,  uterine  corpus  and  uterine  cervix 
cancers,  female  breast  cancer,  malignant  melanoma,  lym- 
phomas and  Kaposi’s  sarcoma.  Single  copies  may  be  or- 
dered from  the  New  York  State  Department  of  Health, 
Cancer  Registry,  Room  536,  Corning  Tower,  Empire 
State  Plaza,  Albany,  NY  12237. 
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Poison  control 

The  New  York  State  Poison  Control  Network  Act,  en- 
acted May  12,  1986,  established  a statewide  network  of 
regional  poison  control  centers  to  reduce  poisonings,  edu- 
cate people  about  hazardous  exposures,  ensure  statewide 
emergency  coverage  by  poison  control  facilities,  provide 
expert  information  to  professionals  and  the  public,  collect 
data  and  conduct  research. 

Regional  poison  control  centers  can  reduce  hospital 
costs  by  handling  nontoxic  and  mildly  toxic  poisoning 
emergencies  through  telephone  consultation.  Statewide 
savings  could  total  $35  million  annually.  Costs  are  reim- 
bursed through  insurance  payments. 

In  1 955, 27  deaths  from  poisoning  of  children  under  age 
five  in  New  York  City  led  to  the  first  poison  control  center 
in  New  York  State.  Integrated  with  the  New  York  City 
Health  Department,  the  first  center  was  a collaborative 
effort  of  the  American  Academy  of  Pediatrics,  New  York 
Academy  of  Medicine  and  local  medical  societies. 

Over  the  next  two  decades,  additional  regional  pro- 
grams provided  poison  control  services.  The  scope  of  these 
programs  varied  depending  on  the  needs  of  the  communi- 
ty and  the  available  funding.  To  determine  the  level  of 
poison  control  services  available,  the  State  Health  De- 
partment conducted  a 1979  survey  of  all  poison  control 
services  in  the  state.  Results  illustrated  that  only  50%  of 
New  York  State’s  population  received  any  level  of  poison 
control  services  and  there  was  a lack  of  service  uniformity 
in  those  areas.' 

In  1981,  Health  Commissioner  David  Axelrod  estab- 
lished an  advisory  council  on  poison  prevention  and  con- 
trol to  advise  the  department  on  the  further  development 
of  statewide  standards  for  poison  control  services.  In  1 984, 
the  council  and  department  developed  the  comprehensive 
Administrative  Guidelines  for  the  Operation  of  Poison 


Control  Centers,  subsequently  used  in  developing  state 
regulations. 

Network  Implementation 

The  law  requires  the  health  commissioner  to  designate 
and  establish  minimum  standards  for  regional  poison  con- 
trol centers,  report  annually  to  the  legislature  and  estab- 
lish an  advisory  committee. 

• On  September  4, 1 986,  the  department  sent  a notifi- 
cation letter  to  all  New  York  State  hospitals  about  desig- 
nating regional  poison  control  centers.  On  April  28,  1987, 
a regional  poison  control  center  was  designated  in  each  of 
the  state’s  eight  health  service  areas.  Subsequently,  con- 
solidation of  two  regions  resulted  in  the  present  comple- 
ment of  seven  centers. 

• The  statutory  advisory  committee,  formed  in  1987 
by  the  health  commissioner,  meets  regularly  to  counsel 
the  Health  Department  on  poison  prevention,  treatment 
and  organizing  regional  poison  control  activities.  The  ad- 
visory committee  includes  directors  of  regional  poison 
control  centers,  consumers,  industrial  representatives  and 
representatives  of  state  and  federal  agencies  involved  in 
poison  safety. 

• The  managerial  activities  are  overseen  by  the  Injury 
Control  Program  and  include  review  and  approval  of  pro- 
gram plans  and  budgets,  monitoring  each  center’s  pro- 
gress toward  network  achievements  and  documenting  the 
operations  of  each  center  and  the  network. 

The  network’s  performance  is  evaluated  through  narra- 
tive and  statistical  reports  and  onsite  visits  to  the  regional 
poison  control  centers.  Following  the  implementation  of 
the  funding  mechanism  during  1988,  most  centers  have 
hired  additional  staff,  prepared  outreach  materials  and 
acquired  necessary  equipment.  Medical  directors  and  ad- 
ministrators have  been  appointed  and  poison  information 
specialists  and  health  educators  hired.  Procedures  for  pa- 
tient management,  follow-up  and  referral  have  been 
adopted.  A standard  data  collection  system  was  adopted 
January  1990. 

During  1987,  an  estimated  184,000  calls  were  handled 
by  the  regional  poison  control  centers,  for  a rate  of  ten 
calls  per  1,000  population,  as  shown  in  Table  I.  Within 

TABLE  I.  Estimated  Number  of  Calls  to  Regional  Poison 

Control  Centers,  New  York  State  Department  of  Health, 

Injury  Control  Program,  January  1,  1987-December  31, 
1987 


HSA 

Hospital 

Estimated 
No.  of 
Calls 

Population 

Calls  per 
1,000 

Population 

1 

Children’s,  Buffalo 

16,673 

1,585,800 

10.5 

2 

University  of  Rochester 

15,789 

1,192,900 

13.2 

3 

SUNY  Syracuse  Health 
Science  Center 

11,647 

1,411,600 

8.3 

4 

Binghamton  General 

4,921 

310,400 

15.9 

5* 

Ellis,  Schenectady 

6,934 

1,364,300 

5.1 

6 

Nyack 

22,587 

1,969,600 

11.5 

7 

New  York  City 

73,041 

7,282,200 

10.0 

8 

Nassau  County 
Medical  Center 

32,792 

2,629,500 

12.5 

Total 

184,384 

17,746,300 

10.4 

* Effective  IPI90,  operations  handled  by  Nyack  Hospital 
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each  HSA,  poison  information  calls  and  services  were 
more  heavily  concentrated  within  the  vicinity  of  the  center 
than  in  the  outlying  counties.  Improved  outreach  to  the 
outlying  areas  is  expected  during  1 990,  as  the  centers  ex- 
pand their  staff  and  advertise  their  accessibility.  The  addi- 
tion of  a health  educator  to  each  center’s  staff  will  facili- 
tate a greater  focus  on  targeted  activities  for  prevention  of 
poisoning  episodes  among  high-risk  and  underserved  pop- 
ulations. 


Adapted  from  New  York  State  Poison  Control  Net- 
work Act,  1988-1989  Report  to  the  Legislature.  Single 
copies  are  available  from  the  New  York  State  Depart- 
ment of  Health,  Injury  Control  Program,  Room  621,  Cor- 
ning Tower,  Albany,  NY  12237. 
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REGIONAL  POISON  CONTROL  CENTERS 

There  are  seven  regional  poison  control  centers  in 

New  York  State. 

In  an  emergency 

contact  the  regional  poison  control  center  serving  your  county. 

REGION/COUNTIES 

POISON  CONTROL  CENTER 

Region  1 

Allegany 

Cattaraugus 

Chautauqua 

Children's  Hospital 

Erie 

Genesee 

Niagara 

219  Bryant  Street 

1-800-888-7655 

Orleans 

Wyoming 

Buffalo,  NY  14222 

(716)  878-7654 

Region  2 

Chemung 

Livingston 

Monroe 

University  of  Rochester  Medical  Center 

Ontario 

Schuyler 

Seneca 

601  Elmwood  Ave.,  Box  321 

1 -800-333-0542 

Steuben 

Wayne 

Yates 

Rochester,  NY  14642 

(716)  275-5151 

Region  3 

Cayuga 

Cortland 

Herkimer 

SUNY  Syracuse  Health  Science  Center 

Jefferson 

Lewis 

Madison 

750  East  Adams  Street 

1-800-252-5655 

Oneida 

Onondaga 

Oswego 

Syracuse,  NY  1 3210 

(315)  476-7529 

St.  Lawrence 

Tompkins 

Region  4 

Broome 

Chenango 

Tioga 

Binghamton  General  Hospital 
Mitchell  Street 
Binghamton,  NY  13905 

(607)  723-8929 

Regions  5 and  6 

Albany 

Clinton 

Columbia 

Nyack  Hospital 

Delaware 

Dutchess 

Essex 

North  Midland  Ave. 

1 -800-336-6997 

Franklin 

Fulton 

Greene 

Nyack,  NY  10960 

(914)  353-1000 

Hamilton 

Montgomery 

Orange 

Otsego 

Putnam 

Rensselaer 

Rockland 

Saratoga 

Schenectady 

Schoharie 

Sullivan 

Warren 

Washington 

Westchester 

Ulster 

Region  7 

Bronx 

Kings 

New  York 

New  York  City  Poison  Control  Center 

Richmond 

Queens 

455  First  Avenue 

(212)  POISONS 

New  York,  NY  10016 

(212)  340-4494 

Region  8 

Nassau 

Suffolk 

Nassau  County  Medical  Center 
2201  Hempstead  Trnpk 
East  Meadow,  NY  1 1554 

(516)  542-2323 
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BOOK  REVIEWS 


OLD  MEN  OF  THE  BOWERY: 
STRATEGIES  FOR  SURVIVAL  AMONG 
THE  HOMELESS 

By  Carl  I.  Cohen,  MD,  and  Jay  Soko- 
lovsky, PhD.  248  pp,  illustrated.  New 
York,  Guilford  Publications,  Inc,  1989. 
$17.50  (paperback) 

“ . . . stranded  by  time  on  the  bleak  shore 
of  a forgotten  or  friendless  old  age.” 
— Shaftesbury,  1839 

“Skid  row”  is  a term  derived  from 
Seattle’s  19th  century  Skid  Road,  down 
which  loggers  dragged  their  loads  to  a 
mill.  This  street  attracted  cheap  bars 
and  housing.  Skid  row,  or  skid  road, 
has  assumed  striking  metaphorical 
qualities,  a term  standing  for  a downhill 
course  of  life  without  hope,  on  the 
skids. 

This  eloquent  book  is  written  by  two 
investigators  with  authority  in  the  field 
earned  through  years  of  service  on  New 
York  City’s  skid  row,  the  Bowery.  The 
volume  fills  an  important  need  in  clari- 
fying the  characteristics  of  older  Bow- 
ery men,  and  offers  cogent  proposals  for 
their  survival.  Homeless  men  age  early. 
Few  survive  to  advanced  age.  Studies  of 
more  than  220,000  homeless  persons 
examined  at  shelter  clinics  in  19  cities 
across  the  country  between  1985  and 
1 987  show  that  3%  to  4%  are  age  65  and 
older,  while  the  figure  for  the  general 
population  is  about  12%.  Premature 
death  is  the  likely  cause  of  this  differen- 
tial. Lack  of  shelter  has  a markedly 
harmful  effect  on  all  persons,  but  the 
elderly  homeless  are  in  double  jeopar- 
dy. 

Twenty-five  years  ago  a homeless 
woman  was  a rarity,  and  homeless  chil- 
dren essentially  nonexistent.  Halluci- 
nating schizophrenics  were  not  promi- 
nent on  the  streets.  Runaway  youths 
were  not  recognized  as  a major  prob- 
lem. Skid  row  men,  mostly  middle-aged 
white  alcoholics,  were  the  homeless  of 
the  1960s.  Today,  homeless  women  and 
children  are  common,  many  homeless 
persons  are  severely  disabled  by  chronic 
mental  illness,  alcoholism  is  relatively 
less  common  and  abuse  of  other  drugs  is 
much  more  so.  The  homeless  are  youn- 
ger, and  many  more  are  minorities. 
Now,  skid  row  men  constitute  perhaps 
one-fifth  of  the  total. 

This  book,  then,  concerns  a modest 
proportion  of  the  homeless.  Rather 
than  minimizing  the  importance  of 


these  men,  however,  we  should  ac- 
knowledge that,  in  their  vulnerability, 
they  need  enhanced  attention.  They 
stand  for  all  of  us  in  their  frailty  and 
humanity. 

This  comprehensive  work  considers 
the  history  of  homelessness;  means  of 
survival  on  the  streets  and  in  flop 
houses;  social  supports;  physical  and 
mental  health;  alcoholism;  and  strate- 
gies for  intervention.  Cohen  and  Soko- 
lovsky have  the  skill  and  passion  to 
bring  the  skid  row  world  to  life.  The  au- 
thors describe  themselves,  their  own 
work,  and  motives,  an  enhancing  per- 
sonal touch.  Also,  the  entire  text  is  ex- 
emplified and  realized  by  the  running 
life  histories  of  three  prototypical  skid 
row  men,  each  known  well  to  the  au- 
thors. 

Caveats  are  minor.  The  study,  con- 
ducted in  1982-1983,  is  a bit  dated. 
There  are  several  typographical  errors; 
and  there  is  one  inanity:  the  authors  at- 
tempt to  blame  traditional  homeless- 
ness on  “the  full  development  of  capita- 
lism.” However,  any  well-read  person 
is  aware  that  some  members  of  society 
will  sink  to  the  bottom,  no  matter  what 
the  ruling  economy,  as  this  quote  from  a 
memoir  illustrates:  “ . . . winos  dotted 
the  pavements  or  staggered  through  the 
crowds  and  accosted  passersby,  as  is  the 
custom  throughout  the  whole  of  Rus- 
sia” (Russian  Doctor,  1984). 

This  work — clear,  accurate,  and  of 
high  quality — is  a worthy  addition  to 
the  long  and  resonant  field  of  skid  row 
studies. 

PHILIP  W.  BRICKNER,  MD 
Chairman,  Department  of  Community 
Medicine 

St  Vincent’s  Hospital  and  Medical  Center 
of  New  York 
New  York,  NY  10011 


MENTAL  HEALTH  CARE  FOR  ALLIED 
HEALTH  AND  NURSING 
PROFESSIONALS 

Edited  by  H.  Steven  Moffic,  MD,  Pedro 
Ruiz,  MD,  and  George  L.  Adams,  MD. 
271  pp.  St  Louis,  Mo,  Warren  H. 
Green,  Inc,  1989.  $27.50  (softcover) 

This  softcover  book  is  divided  into 
three  sections:  “Evaluation,”  “Treat- 
ment,” and  “Mental  Health  of  the  Care 
Giver.”  The  assumed  goal  of  the  title  is 
monumental.  The  topics  are  numerous 


and  represent  a compilation  of  the  work 
of  21  contributors. 

As  in  the  case  with  most  books  with 
numerous  contributors,  the  style  of 
writing  is  inconsistent  and  the  subject 
matter  is  uneven.  There  is  no  preface, 
introduction,  or  foreword,  thus  cloud- 
ing the  purpose  of  the  book.  Later,  how- 
ever, chapter  13  tries  to  more  clearly 
explain  the  book’s  purpose  by  differen- 
tiating mental  health  nursing  skills 
from  psychiatric  nursing.  Since  the 
book  is  addressed  to  a wide  variety  of 
health  care  providers  with  different  lev- 
els of  expertise  and/or  exposure,  the 
contents  fall  short  in  some  areas  while 
being  steadfastly  detailed  in  others.  Al- 
though the  issues  involved  in  dealing 
with  patients  in  mental  distress  have  re- 
mained fairly  consistent  over  the  past 
decade  or  two,  much  of  the  presented 
material  is  outdated.  The  most  recent 
reference  used  in  the  text  was  from 
1983,  with  “additional  annotated  refer- 
ences” attached,  as  if  by  afterthought. 
An  example  in  chapter  6 cited  “recent 
research  contributors”  (1974,  1973, 
1968,  and  1965).  Furthermore,  there 
were  many  distracting  typographical 
and  grammatical  errors,  beginning 
with  the  first  sentence.  These  were 
quite  annoying  and  difficult  to  over- 
come. As  the  chapters  progressed, 
thankfully,  fewer  errors  were  found. 

Few,  if  any,  medical  references  have 
tried  to  introduce  mental  health  care  to 
allied  health  and  nursing  professionals. 
However,  there  are  other  texts  written 
exclusively  by  either  nursing  personnel 
or  specific  allied  health  professionals 
which  are  much  more  comprehensive 
and  easier  to  utilize  as  a reference. 

This  book  is  not  without  some  high- 
lights. Chapters  2,  “Interviewing  Tech- 
niques,” and  9,  “Psychotherapy  and 
Counseling  Skills,”  are  excellent,  with 
many  useful  pearls  of  information.  Also 
noteworthy  are  the  case  examples  inter- 
spersed in  some  of  the  chapters.  The 
majority  of  the  chapters,  however,  are 
dry  with  some  interesting  but  not  very 
useful  information.  For  example,  chap- 
ter 10,  “Behavior  Therapy:  An  Over- 
view and  Application  for  Sexual  Dys- 
function,” provides  a good  overview  of 
behavior  therapy,  but  fails  to  provide 
information  on  how  it  can  be  applied  to 
more  common  problems.  It  familiarizes 
the  reader  with  techniques  but  without 
the  background  expertise,  the  profes- 
sional would  be  taking  on  much  more 
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than  he  or  she  is  capable  of. 

In  summary,  this  271 -page  softcover 
book  is  outdated  in  some  of  its  informa- 
tion, unclear  in  its  purpose,  too  general- 
ized in  its  target  market,  and  full  of  ty- 
pographical and  grammatical  errors.  It 
is  not  without  some  saving  chapters,  but 
the  shortcomings  far  outweigh  the  posi- 
tive aspects.  The  $27.50  price  for  this 
book  would  be  better  spent  for  a more 
profession-specific  or  comprehensive 
text  that  can  be  found  in  the  literature. 

ALAN  BRYSKI.  PAC 
Department  of  Psychiatry 
Geisinger  Medical  Center 
Danville,  PA  17822 


MAKE  SURE  YOU  DO  NOT  HAVE 
BREAST  CANCER 

By  Philip  Strax,  MD.  1 18  pp,  illustrated. 
New  York,  St  Martin’s  Press,  1989. 
$15.95  (clothcover) 

This  small,  hardcover  book  is  the 
kind  of  book  that  leaves  me  uncomfort- 
able after  reading  it.  While  it  is  an  ex- 
cellent treatise  for  health-conscious 
women  on  one  of  their  most  terrifying 
concerns— so  good,  in  fact,  that  I wish 
it  could  be  supplied  to  every  woman 
graduating  from  high  school — my  dis- 
comfort arises  from  the  fact  that  read- 
ership will  most  likely  be  low. 

Most  medical  books  written  for  lay- 
men by  physicians  are  not  widely  adver- 
tised and  thus  have  relatively  small 
markets.  Books  also  lag  far  behind  oth- 
er methods  of  getting  educational  ma- 
terial into  the  hands  of  those  for  whom 
they  are  intended.  Nearly  always,  the 
language  used  to  transmit  this  informa- 
tion is  considerably  above  the  reading 
level  of  those  for  whom  it  would  be  most 
helpful. 

Despite  these  generic  drawbacks, 
this  is  a fine  little  book.  In  essence,  it  is 
an  update  of  a 1974  book  by  the  author. 
Early  Detection:  Breast  Cancer  Is  Cur- 
able. Who  is  better  qualified  than  Dr 
Philip  Strax  to  prepare  this  material? 
He  was  one  of  the  pioneers  of  breast 
health,  and  has  been  a leader  and  prime 
investigator  since  its  importance  be- 
came evident  more  than  a quarter  of  a 
century  ago.  The  book  is  logical  and 
well  thought  out  and  it  covers  all  the  in- 
formation which  is  important.  Chapter 
6,  entitled  “What  Constitutes  a Breast 
Examination,”  is  especially  good.  Four 
times  in  this  chapter  there  is  a state- 
ment that  breast  self-examination 
(BSE)  monthly  for  life  is  important. 

The  book  is  full  of  reassurances,  not- 


ing that  most  women  do  not  get  breast 
cancer,  and  it  speaks  of  breast  cancer  as 
“The  Dragon  In  Their  Midst!”  It  man- 
ages to  assure  that  the  chances  of  get- 
ting the  disease  are  small  indeed,  which 
is  such  an  important  message.  There 
are  refreshingly  few  “doctor  speak” 
passages,  but  the  level  of  language  is 
still  above  average  for  the  group  of 
women  most  at  risk  and  those  who  need 
it  most — the  disadvantaged,  minorities, 
and  the  poorly  educated. 

There  is  a section  on  the  importance 
of  motivation  which  is  important  for 
doctors  to  instill  in  their  patients.  How- 
ever, as  Dr  Strax  notes  in  his  preface, 
“Even  more,  a large  proportion  of  the 
medical  profession  have  yet  to  be  con- 
vinced, and  motivated  to,  in  turn,  urge 
women  to  follow  through.” 

Another  very  important  point  is 
made  with  regard  to  the  emerging  trend 
for  women  to  select  the  therapy  they 
feel  would  be  best  in  their  particular 
case.  Dr  Strax  stresses  that  women  have 
no  real  scientific  basis  for  making  this 
decision.  The  presence  of  intense  anxi- 
ety and  lack  of  knowledge  of  the  disease 
makes  it  extremely  unlikely  that  a valid 
decision  can  be  made.  The  real  decision 
and  the  only  one  a woman  can  reliably 
make  is  that  of  choosing  which  physi- 
cian will  be  responsible  for  her  treat- 
ment. She  must  rely  upon  the  good 
judgment  of  the  physician  in  whom  she 
has  confidence. 

The  one  thing  that  would  markedly 
increase  the  influence  of  this  little  book 
would  be  ensuring  wide  availability, 
possibly  via  paperback,  through  the 
American  Cancer  Society,  a founda- 
tion, or  other  philanthropic  association 
so  that  the  message  could  be  widely  dis- 
seminated. 


J.  MOSTYN  DAVIS,  MD 
Department  of  Family  Practice 
Geisinger  Medical  Center 
Danville,  PA  17822 


BABY  TIME:  A GROWNUP’S  HANDBOOK 
TO  USE  WITH  BABY 

By  Laurie  Krasny  Brown  and  Marc 
Brown.  48  pp,  illustrated.  New  York, 
Alfred  A.  Knopf,  Inc,  1989.  $12.95 
(hardcover) 

It  is  refreshing  to  find  a new  ap- 
proach to  parental  education  among  the 
many  baby  care  books  available.  Laurie 
Krasny  Brown  seeks  to  instill  new  par- 
ents with  confidence  in  their  role  as 
nurturers.  Baby  Time  is  a picture  book 
which  is  designed  to  be  read  by  the  par- 


ent and  child  together.  In  addition  to 
captioned  illustrations  of  active  chil- 
dren, each  page  has  a short  text  for  the 
parent  discussing  the  developmental 
significance  of  the  activities.  The  book 
also  gives  practical  suggestions  for  fur- 
ther enhancing  a baby’s  awareness  of 
his  environment.  The  content  is  divided 
into  discussion  of  each  of  the  five 
senses.  Dr  Brown,  an  educational  psy- 
chologist, provides  the  reader  with  sim- 
ple explanations  of  developmental  con- 
cepts such  as  object  permanence  and 
the  acquisition  of  fine  and  gross  motor 
skills.  The  text  is  too  elementary  for 
persons  with  a background  in  child  de- 
velopment, but  would  be  ideal  for  most 
first-time  parents  (especially  very 
young  parents),  babysitters,  and  older 
siblings.  Marc  Brown,  the  author’s  hus- 
band, is  to  be  commended  for  his  non- 
sexist and  expressive  illustrations  of 
parents  and  children. 

While  Dr  Brown  does  not  attempt  to 
create  an  encyclopedia  of  child  care, 
she  does  stress  the  importance  of  safety 
and  childproofing  the  home.  However, 
one  error  in  this  realm  is  made  on  the 
page  illustrating  various  finger  foods 
for  babies.  Whole  grapes  and  berries 
are  included  as  examples.  These  items 
should  never  be  given  to  children  under 
three  years  of  age  unless  cut  into  quar- 
ters because  of  the  danger  of  choking 
and  aspiration. 

As  a pediatrician,  I will  recommend 
this  book  to  parents  as  a tool  for  under- 
standing and  enjoying  their  child’s  de- 
velopment. I support  the  overall  mes- 
sage that  parents  should  relax  and  trust 
their  own  instincts  in  creating  a stimu- 
lating environment  for  the  child.  As  a 
parent,  I will  also  use  the  book  with  my 
son  as  a means  of  encouraging  language 
skills  and  an  appreciation  of  books. 

CLAUDIA  THOMAS,  MD 
New  York  Hospital-Cornell  University 
Medical  College 
New  York,  NY  10021 


THE  CHILD  IN  OUR  TIMES:  STUDIES  IN 
THE  DEVELOPMENT  OF  RESILIENCY 

Edited  by  Timothy  F.  Dugan,  MD,  and 
Robert  Coles,  MD.  240  pp,  illustrated. 
New  York,  Brunner/Mazel  Publishers, 
1989.  $25.00  (hardcover) 

The  word  “resiliency”  in  the  title  of 
this  book  refers  to  the  capacity  of  chil- 
dren to  undergo  grave  psychological, 
physical,  and  environmental  stresses 
and  yet  somehow  in  the  face  of  such  ad- 
versity have  the  capacity  to  grow  to- 
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ward  becoming  competent  and  mental- 
ly healthy  adults.  Those  of  us  working 
in  medicine  and  the  mental  health  field 
observe  this  phenomenon  repeatedly  in 
our  professional  lives.  This  volume  is  a 
comprehensive  attempt  to  study  why 
this  occurs,  and  as  Timothy  Dugan,  MD, 
one  of  the  authors,  so  aptly  states  in  the 
preface,  “it  seems  to  me  that  if  we  are 
interested  in  elucidating  a truly  general 
developmental  psychology,  then  we 
must  complement  our  highly  evolved 
thinking  about  pathology-producing 
variables  with  a like  measure  of  think- 
ing about  development-sustaining  vari- 
ables. Only  in  a synthesis  of  these  two 
forces  can  we  then  feel  assured  that  we 
are  indeed  understanding  develop- 
ment.” 

Drs  Dugan  and  Coles  have  ap- 
proached their  subject  by  assembling 
an  excellent  array  of  contributors  in 
this  relatively  new  area  of  study.  Both 
physicians  are  eminently  qualified  for 
editing  such  a book.  Dr  Coles  has  spent 
25  years  adding  to  our  knowledge  on 
how  poor  and  often  quite  vulnerable 
children  struggle  against  the  vicissi- 
tudes of  their  life  circumstances  in  an 
attempt  to  survive  and  in  his  words, 
“demonstrate  certain  qualities  of  mind 
and  spirit  which  strike  an  observer  from 
another  world  as  astonishing.”  Dr  Du- 
gan brings  to  the  book  a psychoanalytic 
understanding  of  child  and  adolescent 
development  which  permeates  the  book 
and  helps  it  to  make  contributions  be- 
yond sociological  or  medical  epidemiol- 
ogy- 

The  book  adds  to  our  knowledge  in 
three  areas  regarding  resiliency.  The 
first  is  documentation  and  description 
of  the  unexpected  capacity  of  some  chil- 
dren to  overcome  harsh  realities  in  life. 
These  stresses  may  be  psychological,  as 
in  the  case  of  children  from  alcoholic 
and  other  dysfunctional  families;  physi- 
cal, as  in  the  case  of  children  with  se- 
vere and  chronic  illnesses,  such  as  dia- 
betes; or  social,  for  example,  children 
who  grow  up  in  poverty  or  even  as  street 
urchins.  The  second  contribution  has  to 
do  with  presenting  various  types  of  de- 
signs for  studying  resiliency  in  child- 
hood along  with  reviewing  the  litera- 
ture, so  that  any  readers  who  wish  to 
pursue  this  fascinating  area  of  study 
can  use  this  book  for  a ready  reference. 
Third,  and  most  interesting  to  this  re- 
viewer, are  those  aspects  of  the  articles 
that  have  to  do  with  the  precursors  for 
the  development  of  resiliency  in  child- 
hood; that  is,  the  intrapsychic  and  inter- 
personal experiences  of  infants  and 
children  that  seem  to  make  them  less 


vulnerable  and  more  adaptable.  In 
these  discussions  there  are  really  no 
surprises,  but  the  importance  of  the 
documentation  that  infants  and  chil- 
dren who  are  raised  by  parents  who  are 
empathic,  supportive,  flexible,  authori- 
tative but  not  authoritarian,  etc,  devel- 
op from  infancy  on  the  characterologi- 
cal  strengths  to  meet  adversity  and 
survive.  And  they  survive  not  only  in  the 
concrete  sense  of  the  word,  but  also  in 
their  greater  capacity  to  live  a life  that 
might  be  described  as  scientific.  They 
are  able  to  develop  a mind  that  is  in- 
quiring, open,  and  not  self-deluding. 

The  book  is  important  reading  for 
those  physicians  who  interact  with  in- 
fants, children,  and  adolescents  as  a 
part  of  any  treatment  plan.  Such  per- 
sons must  take  into  account  and  assess 
the  capacity  of  the  child  to  react  to  the 
stress  of  illness  in  a constructive  rather 
than  destructive  way.  Further,  it  pro- 
vides for  the  physician  a framework  of 
understanding  and,  to  some  extent,  pre- 
dictability as  to  how  an  individual  child 
will  react  when  it  is  at  risk. 

N.  LIONEL  MARGOLIN,  MD 
Medical  Director 
Reiss-Davis  Child  Study  Center 
Vista  Del  Mar  Child  and  Family  Services 
Los  Angeles,  CA  90034 


DRY  ALL  NIGHT:  THE  PICTURE  BOOK 
TECHNIQUE  THAT  STOPS 
BEDWETTING 

By  Allison  Mack.  176  pp,  illustrated. 
Waltham,  Mass,  Little,  Brown  & Co, 
1989.  $17.95  (hardcover) 

As  the  title  indicates,  the  purpose  of 
this  beautifully  illustrated  and  designed 
little  book  is  to  help  the  enuretic  child 
overcome  this  troublesome  and  disturb- 
ing condition.  The  author,  Allison 
Mack,  who  previously  wrote  Toilet 
Training:  The  Picture  Book  Technique 
for  Children  and  Parents,  has  done  her 
homework  extremely  well.  She  has  re- 
searched the  subject  of  enuresis  exten- 
sively. As  pointed  out  in  the  acknowl- 
edgments, Ms  Mack  has  discussed  the 
subject  with  and  listened  to  a great 
many  medical  authorities  on  bed-wet- 
ting. 

Dry  All  Night  is  divided  into  two 
main  sections.  Part  1 is  directed  to  the 
parents  and  offers  a ten-step  program 
to  help  the  parent  help  the  child  remain 
dry  all  night.  The  suggestions  in  this 
section  all  make  very  good  sense,  start- 
ing with  the  use  of  underpads  and  draw 
sheets,  the  realization  that  bed-wetting 


is  a common  problem,  and  the  advice  to 
parents  never  to  tease,  criticize,  or  pun- 
ish the  child,  and  dealing  with  any  con- 
tributing factors  to  the  problem.  Fur- 
ther steps  include  helping  the  child 
make  a dry-all-night  scoreboard  and 
communicating  supportively  with  the 
youngster. 

Part  2,  “Soon  I’ll  Be  Dry  All  Night,” 
is  for  the  child  to  read.  Since  studies 
have  shown  that  bed-wetting  stops  fast- 
er when  the  child  takes  on  the  responsi- 
bility for  ending  it,  the  author  outlines 
just  such  a program  for  the  enuretic 
child.  This  step-by-step  method  is  pre- 
sented in  the  form  of  a wonderful  pic- 
ture story  that  allows  and  encourages 
the  child  to  assume  complete  responsi- 
bility for  the  bed-wetting.  This  section 
is  the  core  of  the  book.  Its  purpose  is  to 
build  up  the  child’s  confidence  with  one 
positive  reinforcement  after  another, 
page  by  page.  This  program  is  present- 
ed in  a most  appealing  format.  It  ap- 
pears to  be  easy  to  implement.  It  does 
not  require  any  special  equipment  nor 
does  it  make  complicated  demands  on 
the  rest  of  the  family. 

Since  enuresis  is  such  a common 
problem  and  since  it  often  is  associated 
with  significant  psychological  prob- 
lems, such  as  loss  of  self  esteem,  embar- 
rassment, and  peer  rejection,  along 
with  being  a cause  of  increased  tension 
between  parents  and  child,  a book  such 
as  Dry  All  Night  is  an  important  contri- 
bution, and  a most  welcome  and  helpful 
addition  to  the  literature. 

I would  question  the  author’s  state- 
ment that  “parents  often  tell  me  that 
their  sleep-wetting  child  takes  the  bot- 
tle to  bed.”  Since  by  definition  enuresis 
does  not  begin  until  the  child  is  at  least 
five  or  six  years  old,  I do  not  understand 
why  taking  a bottle  to  bed  is  discussed 
at  all.  With  rare  exceptions,  the  bottle  is 
long  gone  by  the  time  a child  is  consid- 
ered to  be  enuretic. 

The  author’s  stated  objective  is  to 
help  the  child  stop  bed-wetting.  I be- 
lieve the  author  has  succeeded.  The 
book  follows  sound  and  accepted  princi- 
ples, and  is  easy  to  read  and  to  follow. 
But  I would  have  been  even  happier  if 
the  author  had  actually  tested  the  effec- 
tiveness of  her  system  before  publica- 
tion. Had  100  enuretic  children  and 
their  parents  followed  Ms  Mack’s  pro- 
gram and  it  resulted  in  a significant 
percentage  of  success  (taking  into  ac- 
count the  fact  that  15%  stop  their  bed- 
wetting each  year  without  any  treat- 
ment at  all),  I would  be  even  more 
enthusiastic  in  recommending  this  book 
to  the  parents  of  my  enuretic  patients. 
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I believe  that  Dry  All  Night  meets  a 
significant  need.  Before  considering  the 
use  of  drugs  or  various  urine  alarms  for 
treating  a bed-wetter,  I now  will  advise 
that  parents  get  a copy  of  this  book. 
Even  in  cases  when  it  does  not  succeed 
in  stopping  the  bed-wetting,  it  still  puts 
the  whole  subject  in  its  proper  perspec- 
tive, both  for  the  parents  and  for  the 
child.  And  this  in  itself  is  very  important. 

ALVIN  N.  EDEN,  MD 

Wyckoff  Heights  Hospital 
Brooklyn,  NY  11237 


ESSAYS  ON  THE  RISE  AND  DECLINE  OF 
BEDSIDE  MEDiaNE 

By  Mark  D.  Altschule,  MD.  458  pp,  il- 
lustrated. Philadelphia,  Pa,  Lea  & Fe- 
biger,  1989.  $29.50  (hardcover) 


As  a solo  medical  practitioner  and  a 
voluntary  teacher  for  more  than  25 
years,  the  title  of  this  book  and  my  ad- 
miration for  its  author  made  me  grasp 
the  opportunity  to  read  and  review  it  for 
the  Journal.  The  writing  is  excellent 
and  obviously  required  a great  deal  of 
historical  research.  The  introduction 
and  epilogue  alone  are  worth  reading. 
Dr  Altschule  makes  a very  strong  case 
in  favor  of  the  overwhelming  impor- 
tance of  the  patient-physician  relation- 
ship in  the  practice  of  medicine.  He  de- 
plores the  lack  of  communication  and 
the  overuse  of  testing,  as  many  of  us  do, 
but  goes  too  far  in  his  criticism  of  the 
role  of  the  “basic  sciences.” 

Part  I (220  pages)  is  very  heavy  read- 
ing and  I found  it  close  to  boring.  The 
important  contributions  of  the  English, 
French,  and  Irish  are  described  in  great 


detail.  Part  II  stirred  my  interest.  The 
author  recounts  the  familiar  stories  of 
the  outstanding  medical  centers  in  Vi- 
enna and  Germany  in  the  late  19th  and 
early  20th  century  and  then  takes  the 
reader  up  to  and  through  the  famous 
Flexner  Report  of  1910. 

I particularly  enjoyed  the  last  five 
chapters,  but  as  a clinician,  hoped  to 
read  more  on  such  outstanding  bedside 
teachers  as  Peabody,  Osier,  Harrison, 
Pickering,  Dock,  Keefer,  and  others — a 
breed  that  is  fast  becoming  extinct. 
Overall,  I enjoyed  this  book  and  recom- 
mend it  to  all  those  interested  in  clinical 
medicine. 

JULIUS  E.  STOLFI.  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  1 1203 
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NEWS  BRIEFS 


AIDS  is  affecting  women  at  increased  rates 

Based  on  current  indications,  researchers  at  the  Centers 
for  Disease  Control  (Atlanta,  Ga)  predict  that  acquired 
immunodeficiency  syndrome  (AIDS)  will  be  one  of  the 
five  leading  causes  of  death  among  women  of  childbearing 
age  by  1991  {Wall  Street  Journal,  July  11,  1990).  This 
increasing  incidence  of  AIDS  among  women  will  also 
have  a direct  effect  on  the  number  of  babies  born  who  are 
seropositive  for  the  human  immunodeficiency  virus 
(HIV)  and  at  risk  of  developing  AIDS.  In  1 989,  for  exam- 
ple, of  the  almost  2,000  infants  born  with  HIV  infection, 
about  80%  had  acquired  the  virus  from  their  mothers. 

In  1980,  at  the  beginning  of  the  AIDS  epidemic,  18 
women  aged  15  to  44  years  died  of  AIDS.  This  figure  rose 
to  1,430  in  1988,  at  which  time  HIV  infection  was  respon- 
sible for  3%  of  deaths  among  this  population  of  women. 
The  deadly  spread  of  AIDS  among  women  is  especially 
evident  in  New  York  and  New  Jersey,  in  which  AIDS  is 
already  the  primary  cause  of  death  among  young  black 
women. 

Synthetic  protein  binds  AIDS  virus  and  prevents  its  spread 

CPF,  a small  man-made  molecule  composed  of  the 
amino  acids  proline  and  phenylalanine,  can  block  the  site 
on  the  surface  of  the  AIDS  virus  that  enables  the  virus  to 
stick  to  and  penetrate  healthy  T cells  {The  Morning  Call, 
July  20,  1990,  p A3).  CPF’s  antiviral  activity  has  been 
impressive  in  the  test  tube,  and  animal  tests  are  now  un- 
derway. The  synthetic  molecule  is  easy  and  inexpensive  to 
produce,  according  to  researchers  at  the  Dana-Farber 
Cancer  Institute  (Boston,  Mass). 

The  researchers  have  found  that  CPF  sticks  so  tightly  to 
the  gpl20  molecule  on  the  surface  of  the  human  immuno- 
deficiency virus  (HIV)  that  it  cannot  be  washed  off.  When 
CPF  attached  to  HIV,  the  virus  was  unable  to  infect 
healthy  T cells  in  vitro.  In  subsequent  tests,  the  research- 
ers demonstrated  that  when  CPF  is  put  in  a test  tube  with 
HIV-infected  T cells  and  uninfected  T cells,  the  AIDS 
virus  did  not  spread  from  the  infected  to  the  healthy  im- 
mune cells. 

In  vivo  studies  will  help  determine  whether  CPF  is  sta- 
ble and  effective  in  the  body,  whether  it  is  specific  for  the 
gpl20  molecule  or  will  stick  to  other  things,  and  whether 
it  can  be  tolerated  at  therapeutic  doses. 

Incidence  of  toxic  shock  syndrome  drops  dramatically 
over  ten-year  period 

In  the  ten  years  since  toxic  shock  syndrome  (TSS)  was 
first  recognized,  3,295  cases  have  been  reported  to  the 
Centers  for  Disease  Control  (CDC)  in  Atlanta  {MMWR 
1990;  39:421-423).  The  nationwide  public  health  initia- 
tives aimed  at  identifying  and  eliminating  risk  factors  for 
TSS  have  helped  to  reduce  the  number  of  cases  from  890 
in  1980  to  61  in  1989. 

Of  the  55  cases  of  TSS  first  reported  to  the  CDC  in 
May  1980,  95%  occurred  in  women,  and  the  illness  began 
during  menstruation  in  95%  of  the  women  who  provided  a 
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menstrual  history.  The  subsequent  national  surveillance 
program  led  to  a correlation  between  TSS  and  tampon 
use,  and  the  knowledge  that  risk  of  TSS  increased  with 
increased  tampon  absorbency. 

In  1980,  tampon  absorbency — measured  in  vitro — 
ranged  from  10.3-20.5  g,  and  42%  of  tampon  users  chose 
very  high  absorbency  brands.  By  1986,  use  of  very  high 
absorbency  tampons  had  dropped  to  only  1%  of  tampon 
users.  In  1 990,  the  FDA  required  standardized  absorben- 
cy labeling  of  tampons,  which  ranges  from  6 g to  15  g. 
Manufacturers  have  also  altered  tampon  composition. 

The  association  between  tampon  use  and  toxic  shock 
syndrome  is  still  not  well  understood,  yet  awareness  of  the 
increased  risk  of  menstrual  TSS  with  tampon  use  has  led 
to  a substantial  decrease  in  cases  during  the  past  ten  years, 
while  the  number  of  cases  of  nonmenstrual  TSS  has  re- 
mained virtually  unchanged. 

New  prenatal  test  yields  results  in  one  day 

Prenatal  diagnosis  of  chromosomal  abnormalities  such 
as  Down’s  syndrome  typically  requires  at  least  two  weeks 
while  the  fetal  cells,  which  are  obtained  through  amnio- 
centesis, grow  in  culture.  Using  DNA  probe  technology, 
researchers  will  be  able  to  test  for  many  chromosomal  ab- 
normalities in  as  little  as  24  hours  {Science 
1990;  248:121).  The  DNA  probe,  which  is  specific  for  a 
certain  segment  of  DNA  on  a specific  chromosome,  binds 
to  the  chromosome  and  can  then  be  identified  using  a fluo- 
rescent dye.  Abnormal  numbers  of  or  portions  of  chromo- 
somes can  be  easily  recognized. 

A new  drug  to  treat  osteoporosis  increases  bone  mass 
and  reduces  fractures 

Etidronate,  a biphosphonate  compound  which  inhibits 
osteoclast-mediated  bone  resorption,  has  shown  promise 
in  clinical  trials  as  a therapy  for  postmenopausal  osteopo- 
rosis. A two-year,  prospective,  controlled  study  of  etidron- 
ate in  423  women  with  postmenopausal  osteoporosis  dem- 
onstrated the  drug’s  ability  to  increase  spinal  bone  mass 
and  reduce  the  incidence  of  new  vertebral  fractures  {N 
Engl  J Med  1990;  323:73-79).  Current  therapies  avail- 
able in  the  United  States  include  oral  estrogen  and  paren- 
teral calcitonin,  neither  of  which  are  safe  or  effective  in  all 
women. 

The  subjects  in  this  study  received  intermittent  cyclical 
phosphate  and  etidronate  therapy  or  placebo,  with  the  cy- 
cle of  administration  repeated  every  91  days  for  a two- 
year  period.  In  the  treatment  groups,  which  received  eti- 
dronate, there  were  “significant  increases  from  base  line 
in  the  bone  mineral  density  of  the  spine  after  12,  18,  and 
24  months  {j>  < 0.017).’’  The  etidronate-treated  groups 
also  had  fewer  patients  with  new  vertebral  fractures.  The 
authors  reported  a 50%  decrease  in  the  rate  of  new  verte- 
bral fractures.  “These  beneficial  effects  were  greatest  in 
the  women  who  had  the  lowest  spinal  bone  mineral  densi- 
ties at  the  beginning  of  the  study.’’ 

Reported  adverse  effects  of  etidronate,  including  nau- 
sea and  diarrhea,  were  in  general  mild  and  infrequent. 
“Intermittent  cyclical  therapy  with  etidronate  should  be  a 
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welcome  addition  to  the  therapeutic  options  for  osteoporo- 
sis,” conclude  the  authors  of  this  study. 

Growth  hormone  therapy  may  reverse  some  age-related 
bodily  changes 

The  decrease  in  lean  body  mass  and  increase  in  adipose 
tissue  mass  that  occur  with  aging  are  due  in  part  to  re- 
duced secretion  of  human  growth  hormone.  Rudman  et  al 
support  this  conclusion  with  a study  of  12  men  aged  61  to 
81  in  whom  treatment  with  biosynthetic  human  growth 
hormone  produced  significant  increases  in  lean  body 
mass,  the  average  density  of  the  lumbar  vertebrae,  and  the 
sum  of  skin  thicknesses  at  four  sites,  as  well  as  a signifi- 
cant decrease  in  the  mass  of  adipose  tissue  ( Engl  J Med 
1990;  323:1-6). 

The  12  subjects  were  healthy  men  who  had  greatly  re- 
duced levels  of  circulating  growth  hormone,  as  measured 
indirectly  based  on  insulin-like  growth  factor  I (IGF-I) 
concentrations.  IGF-I  is  synthesized  and  released  in  the 
body  in  response  to  growth  hormone.  The  subjects  all  had 
IGF-I  concentrations  below  350  U/L  (normal  range  for 
healthy  men  aged  20-40  years,  500-1,500  U/L).  The 
beneficial  effects  of  growth  hormone  therapy  demonstrat- 
ed in  this  study  could  only  be  generalized  to  the  approxi- 
mately one  third  of  men  aged  60-80  years  who  have  plas- 
ma IGF-I  concentrations  below  350  U/L. 

As  the  American  population  ages,  the  findings  of  this 
study  hold  promise  for  reversing  some  of  the  effects  of 
aging.  “The  effects  of  six  months  of  human  growth  hor- 
mone on  lean  body  mass  and  adipose-tissue  mass  were 
equivalent  in  magnitude  to  the  changes  incurred  during  10 
to  20  years  of  aging.” 

Low-dose  cyclosporin  reduces  joint  inflammation  in 
rheumatoid  arthritis 

In  earlier  studies,  cyclosporin  administered  in  doses  of  5 
mg/kg  or  more  was  able  to  lessen  joint  inflammation  in 
patients  with  rheumatoid  arthritis.  However,  the  nephro- 
toxicity of  the  drug  necessitated  the  cessation  of  treat- 
ment. In  a recent  issue  of  the  Lancet  (1990;  335:1051- 
1055),  Tugwell  et  al  reported  the  results  of  a placebo-con- 
trolled trial  with  low-dose  cyclosporin. 


The  144  subjects  received  either  placebo  or  cyclo- 
sporin— the  latter  at  an  initial  dose  of  2.5  mg/kg/day  giv- 
en in  two  doses  every  12  hours.  The  dose  was  increased  by 
25%  each  week  to  achieve  final  serum  trough  levels  of  cy- 
closporin of  75-150  ng/mL.  Serum  creatinine  levels  were 
monitored,  and  cyclosporin  doses  were  moderated  if  se- 
rum creatinine  levels  rose  by  50%  or  more  from  baseline. 
The  mean  dose  of  cyclosporin  administered  was  3.79  mg/ 
kg/day.  Following  the  six-month  drug  treatment  period, 
the  cyclosporin  dose  was  tapered  off  for  a period  of  eight 
weeks. 

The  clinical  evaluation  included  a study  of  active  joints, 
“as  determined  by  pain  on  passive  motion  and  tenderness 
on  pressure,  or  inflammatory  joint  swelling,”  an  assess- 
ment of  pain,  and  a subjective  questionnaire  in  which  pa- 
tients describe  problems  related  to  their  arthritis. 

The  authors  reported  a 23%  improvement  for  the  joint 
count,  24%  for  pain,  and  a 16%  improvement  in  patient 
functional  status  for  the  treatment  group.  “The  blinded 
assessor  rated  62%  and  35%  of  cyclosporin  and  placebo 
patients,  respectively,  as  improved  globally  at  6 months 
ip  = 0.001).”  Only  one  patient  experienced  problematic 
renal  dysfunction  that  was  not  ameliorated  by  altering  the 
dose  of  cyclosporin. 

The  authors  recommend  starting  cyclosporin  therapy  at 
low  doses,  even  though  improvement  is  slower  to  appear, 
increasing  doses  slowly,  and  monitoring  renal  function  via 
serum  creatinine  levels.  They  encourage  further  testing  of 
cyclosporin  in  patients  with  rheumatoid  arthritis,  as  it 
“improves  the  patients’  ability  to  carry  out  their  daily  ac- 
tivities in  addition  to  the  improvement  seen  in  the  tradi- 
tional clinical  measures.” 

New  Merck  manual  addresses  geriatrics 

Recognizing  the  growing  need  for  knowledge  about  ge- 
riatric medicine,  with  more  Americans  now  over  the  age 
of  65  years  than  under  age  25,  Merck  & Co  (Rahway,  NJ) 
recently  published  The  Merck  Manual  of  Geriatrics.  The 
1,267-page  book  explains  the  physiologic  changes  that 
naturally  accompany  aging  and  details  diseases  that  af- 
fect the  elderly,  as  well  as  special  medical,  social,  ethical, 
and  legal  issues  surrounding  the  treatment  of  geriatric  pa- 
tients. 
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David  Irving  Arbuse,  MD,  New  York. 
Died  May  25,  1990;  age  90.  Dr  Arbuse 
was  a 1923  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Diplo- 
mate  of  the  American  Board  of  Psychi- 
atry and  Neurology.  He  was  a fellow  of 
the  American  College  of  Physicians. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  Neurological  Society,  the  Ameri- 
can Academy  of  Neurology,  the  Ameri- 
can Psychiatric  Association,  the  Pan 
American  Medical  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

George  C.  Armistead,  MD,  Pelham. 
Died  June  9,  1990;  age  74.  Dr  Armis- 
tead was  a 1 94 1 graduate  of  the  U niver- 
sity  of  Virginia  School  of  Medicine, 
Charlottesville,  Virginia.  He  was  a Dip- 
lomate  of  the  American  Board  of  Inter- 
nal Medicine.  His  memberships  includ- 
ed the  American  Occupational  Medical 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Leslie  Paxton  Barker,  MD,  New  York. 
Died  June  5,  1990;  age  89.  Dr  Barker 
was  a 1927  graduate  of  the  Columbia 
University  College  of  Physicians  and 
Surgeons,  New  York.  He  was  a Diplo- 
mate  of  the  American  Board  of  Derma- 
tology, Inc.  His  memberships  included 
the  New  York  Academy  of  Medicine, 
the  New  York  State  Dermatological 
Society,  the  American  Dermatological 
Association,  the  American  Academy  of 
Dermatology,  the  Society  for  Investiga- 
tive Dermatology,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Annelies  Bergmann,  MD,  Williamsville. 
Died  May  30,  1990;  age  55.  Dr  Berg- 
mann was  a 1958  graduate  of  the  Medi- 
zinische  Fakultaet  der  Freien  Universi- 
taet  Berlin,  Berlin,  Germany.  Her 
memberships  included  the  New  York 
State  Society  of  Anesthesiologists,  the 
American  Society  of  Anesthesiologists, 
Inc,  the  Medical  Society  of  the  County 
of  Erie,  and  the  Medical  Society  of  the 
State  of  New  York. 

Henry  Brill,  MD.  Islip.  Died  June  17, 
1990;  age  84.  Dr  Brill  was  a 1932  grad- 
uate of  the  Yale  University  School  of 
Medicine,  New  Haven,  Connecticut. 


He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology.  He 
was  a Fellow  of  the  American  Psychiat- 
ric Association.  He  was  a member  of 
the  Suffolk  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Lynn  R,  Callin,  MD,  Fort  Myers,  Flori- 
da. Died  June  8, 1990;  age  82.  Dr  Callin 
was  a 1936  graduate  of  the  University 
of  Rochester  School  of  Medicine-Den- 
tistry, Rochester.  He  was  a Diplomate 
of  the  American  Board  of  Orthopedic 
Surgery.  He  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Medical  So- 
ciety of  the  County  of  Monroe,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Ralph  V.  Chester,  MD,  Syracuse.  Died 
June  5,  1990;  age  73.  Dr  Chester  was  a 
1943  graduate  of  the  State  University 
of  New  York  Upstate  College  of  Medi- 
cine, Syracuse.  He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and 
Gynecology.  He  was  a Fellow  of  the 
American  College  of  Obstetricians  and 
Gynecologists.  He  was  a member  of  the 
Onondaga  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  N ew 
York. 

Edward  Lyman  Coffey,  MD,  Port  Wash- 
ington. Died  June  19,  1990;  age  56.  Dr 
Coffey  was  a 1960  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Diplomate  of  the  American  Board  of 
Pathology  and  a Fellow  of  the  Ameri- 
can College  of  Pathologists.  His  mem- 
berships included  the  New  York  Patho- 
logical Society,  the  American  Society 
of  Clinical  Pathologists,  the  Interna- 
tional Academy  of  Pathology,  the  Nas- 
sau County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Alfred  Deutsch,  MD,  New  York.  Died 
May  22, 1 990;  age  1 05.  Dr  Deutsch  was 
a 1909  graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

William  C.  L.  Diefenbach  III,  MD, 


Southampton.  Died  June  26,  1990;  age 
67.  Dr  Diefenbach  was  a 1947  graduate 
of  the  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York. 
He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  His  mem- 
berships included  the  American  Geriat- 
rics Society,  the  Pan  American  Medical 
Association,  the  Suffolk  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Seymour  Fuchs,  MD,  Bay  Shore.  Died 
May  30,  1990;  age  62.  Dr  Fuchs  was  a 
1956  graduate  of  the  Medizinische  Fa- 
kultaet der  Universitaet  Basel,  Basel, 
Switzerland.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gy- 
necology. He  was  a Fellow  of  the  Amer- 
ican College  of  Obstetricians  and  Gy- 
necologists and  a Fellow  of  the 
American  College  of  Surgeons.  His 
memberships  included  the  American 
Fertility  Society,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

David  Green,  MD,  Troy.  Died  May  13, 
1990;  age  69.  Dr  Green  was  a 1951 
graduate  of  the  University  of  Mel- 
bourne, Faculty  of  Medicine,  Parkville, 
Victoria,  Australia.  He  was  a Diplo- 
mate of  the  American  Board  of  Psychi- 
atry and  Neurology.  His  memberships 
included  the  American  Academy  of 
Neurology,  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease, 
the  Medical  Society  of  the  County  of 
Rensselaer,  and  the  Medical  Society  of 
the  State  of  New  York. 

James  Louis  Green,  MD,  Floral  Park. 
Died  June  5,  1990;  age  70.  Dr  Green 
was  a 1943  graduate  of  the  Cornell 
University  Medical  College,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Urology.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Henry  Greenbaum,  MD,  Forest  Hills. 
Died  December  6,  1989;  age  82.  Dr 
Greenbaum  was  a 1935  graduate  of  the 
Universite  de  Paris  VI,  Paris,  France. 
His  memberships  included  the  Ameri- 
can Psychiatric  Association,  the  Amer- 
ican Academy  of  Psychoanalysis,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 
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Franklyn  Alvin  Huber,  MD,  Winter 
Park,  Florida.  Died  May  30,  1990;  age 
84.  Dr  Huber  was  a 1933  graduate  of 
the  State  University  of  New  York  at 
Buffalo  School  of  Medicine,  Buffalo. 
He  was  a member  of  the  Medical  Soci- 
ety of  the  County  of  Erie  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Aron  Klibanski,  MD,  Bay  Shore.  Died 
February  21,  1990;  age  93.  Dr  Kli- 
banski was  a 1928  graduate  of  the  Me- 
dizinische  Fakultaet  der  Universitaet 
Basel,  Basel,  Switzerland.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  His  mem- 
berships included  the  American  Psychi- 
atric Association,  the  American  Geri- 
atrics Society,  the  Suffolk  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Teologos  Logaridis,  MD,  Buffalo.  Died 
June  1,  1990;  age  70.  Dr  Logaridis  was 
a 1945  graduate  of  the  Bursa  Tip  Fa- 
kultesi  Istanbul  Universitesi,  Bursa, 
Turkey.  His  memberships  included  the 
New  York  State  Society  of  Anesthesi- 
ologists, the  American  Society  of  Anes- 
thesiologists, Inc,  the  Medical  Society 
of  the  County  of  Niagara,  and  the  Med- 
ical Society  of  the  State  of  New  York. 

Moisey  Lutrin,  MD,  Brooklyn.  Died  June 
7,  1990;  age  69.  Dr  Lutrin  was  a 1963 
graduate  of  the  Doneckij  Medicinskij 
Institut,  Doneck,  Ukrainian  SSR, 
Union  of  Soviet  Socialist  Republics.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

Mary  R.  Headlee  Markham,  MD,  New 
York.  Died  June  6,  1990;  age  82.  Dr 
Markham  was  a 1940  graduate  of  the 
Ohio  State  University  College  of  Medi- 
cine, Columbus,  Ohio.  She  was  a Diplo- 
mate of  the  American  Board  of  Otolar- 
yngology. Her  memberships  included 
the  New  York  Academy  of  Medicine, 
the  American  Academy  of  Otolaryn- 
gology, the  American  Academy  of  Le- 
gal and  Industrial  Medicine,  the  Amer- 
ican Medical  Women’s  Association,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 


Bertrand  Latimer  New,  MD,  New  York. 
Died  June  13,  1990;  age  64.  Dr  New 
was  a 1954  graduate  of  the  University 
of  Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania.  He  was  a 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology.  He  was  a 
Fellow  of  the  American  Psychiatric  As- 
sociation. His  memberships  included 
the  American  Academy  of  Child  & Ad- 
olescent Psychiatry,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Shirley  Rubier,  MD,  Great  Neck.  Died 
May  30,  1990;  age  67.  Dr  Rubier  was  a 
1948  graduate  of  the  Medical  College 
of  Pennsylvania,  Philadelphia,  Pennsyl- 
vania. She  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine. 
She  was  a Fellow  of  the  American  Col- 
lege of  Physicians,  the  American  Col- 
lege of  Cardiology,  and  the  American 
College  of  Angiology.  She  was  a mem- 
ber of  the  Nassau  County  Medical  So- 
ciety and  the  Medical  Society  of  the 
State  of  New  York. 

Lewis  Alfred  Scheuer,  MD,  New  York. 
Died  May  26, 1990;  age  88.  Dr  Scheuer 
was  a 1928  graduate  of  the  Yale  Uni- 
versity School  of  Medicine,  New  Ha- 
ven, Connecticut.  His  memberships  in- 
cluded the  American  Public  Health 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Edward  Ludwig  Schwabe,  MD,  Sykes- 
ville,  Maryland.  Died  November  1989; 
age  91.  Dr  Schwabe  was  a 1942  gradu- 
ate of  the  State  University  of  New  York 
at  Buffalo  School  of  Medicine,  Buffalo. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Family  Practice.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Geriatrics 
Society,  the  Medical  Society  of  the 
County  of  Chautauqua,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Harry  L.  Segal,  MD,  Rochester.  Died 
June  4,  1990;  age  90.  Dr  Segal  was  a 
1924  graduate  of  the  State  University 
of  New  York  Upstate  College  of  Medi- 
cine, Syracuse.  He  was  a Diplomate  of 
the  American  Board  of  Internal  Medi- 


cine. He  was  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Gastro-En- 
terological  Association,  the  Medical 
Society  of  the  County  of  Monroe,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Joseph  Charles  Serio,  MD,  Buffalo. 
Died  May  11,  1990;  age  78.  Dr  Serio 
was  a 1937  graduate  of  the  St  Louis 
University  School  of  Medicine,  St  Lou- 
is, Missouri.  He  was  a Diplomate  of  the 
American  Board  of  Otolaryngology. 
His  memberships  included  the  Ameri- 
can Academy  of  Otolaryngology,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Robert  Turell,  MD,  New  York.  Died 
May  19,  1990;  age  88.  Dr  Turell  was  a 
1 928  graduate  of  the  University  of  Wis- 
consin Medical  School,  Madison,  Wis- 
consin. He  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Harold  T.  Vogel,  MD,  Rockville  Centre. 
Died  May  19,  1990;  age  90.  Dr  Vogel 
was  a 1924  graduate  of  the  Yale  Uni- 
versity School  of  Medicine,  New  Ha- 
ven, Connecticut.  He  was  a Diplomate 
of  the  American  Board  of  Pediatrics. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Pediatrics.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Stephen  Bennett  Yohalem,  MD,  New 
York.  Died  May  12,  1990;  age  74.  Dr 
Yohalem  was  a 1941  graduate  of  the 
New  York  University  School  of  Medi- 
cine. He  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine.  He 
was  a Fellow  of  the  American  College 
of  Physicians.  His  memberships  includ- 
ed the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 
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graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg,  Smith^  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  Slate  J Med  1983;  83:925-927. 

2.  Behrman  RE,  Vaughn  VC:  Nelson  Textbook  of  Pediatrics,  ed  12.  Philadel- 
phia, WB  Saunders  Co,  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  1 1042. 
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YOCON 


YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (choiinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon  > is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  Including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ ^ ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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ARIZONA 

Oct  12-14.  Advances  in  Drug  Therapy. 
14  Cat  I Credits.  Arizona  Inn,  Tucson. 
Contact:  Continuing  Medical  Educa- 
tion Office,  1501  N.  Campbell  Ave, 
Tucson,  AZ  85724.  Tel:  (602)  626-7832. 

Oct  16-21.  41st  Annual  Workshops  and 
Scientific  Program  of  the  Society  for 
Clinical  and  Experimental  Hypnosis.  43 

Cat  I Credits.  Tucson  Hilton  East,  Tuc- 
son. Contact:  Marion  Kenn,  Adminis- 
trative Director,  SCEH,  128 A Kings 
Park  Drive,  Liverpool,  NY  13090.  Tel: 
(315)  652-7299. 

CALIFORNIA 

Oct  11-12.  No  Crystal  Stair:  Models 
for  Successful  Development  of  Afro- 
Americans.  Laurel  Heights  Campus  of 
the  University  of  California,  San  Fran- 
cisco. Oct  12-14.  8th  Postgraduate 
Course  in  Medical  Mycology  (Dermato- 
mycology).  16  Cat  I Credits.  University 
of  California  San  Francisco.  Oct  20-21. 
The  Skin  From  A to  Z.  University  of 
California  Laurel  Heights  Campus. 
Oct  26-27.  The  Aftermath  of  Suicide: 
Counseling  Survivors.  University  of 
California,  San  Francisco.  Contact: 
Extended  Programs  in  Medical  Educa- 
tion, University  of  California,  Room  C- 
124,  San  Francisco,  CA  94143-0742. 
Tel:  (415)  476-4251. 

Oct  20-21.  Advanced  Imaging  of  the 
Musculoskeletal  System.  12  Cat  I 
Credits.  Oct  22-26.  15th  Annual  San 
Diego  Postgraduate  Radiology  Course. 
27  Cat  I Credits.  Oct  26-28.  Tenth  An- 
nual Interventional  and  Imaging  Radiol- 
ogy. nVz  Cat  I Credits.  Hotel  del  Coro- 
nado, San  Diego.  Contact:  Dawne 
Ryals,  Ryals  & Associates,  PO  Box 
1925,  Roswell,  GA  30077.  Tel:  (404) 
641-9773. 

FLORIDA 

Oct  4-7.  Second  Annual  Meeting  and 
Convention  of  the  American  Association 
of  Office  Nurses.  Grosvenor  Resort  Ho- 
tel, Walt  Disney  World  Village,  Lake 
Buena  Vista.  Contact:  Mary  Ann 
Jones,  RN,  MA,  President,  The  Ameri- 
can Association  of  Office  Nurses,  109 
Kinderkamack  Rd,  Montvale,  NJ 
07645.  Tel:  (201)  391-2600. 

HAWAII 

Oct  6-13.  Annual  International  Body 
Imaging  Conference.  Hyatt  Regency 
Maui  Hotel.  Contact:  Annual  Interna- 
(continued  on  p 21  A) 
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Zantac  • 150  Tablets  BRIEF  SUMMARY 

(ranitidine  hydrochloride) 

Zantac  300  Tablets 
(ranitidine  hydrochloride) 

Zantac  Syrup 
(ranitidine  hydrochloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see  complete 
prescribing  inlormation  in  Zantac*  product  labeling 
INDICATIONS  AND  USAGE:  Zantac'  is  indicated  in 

1 Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within 
lour  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after 
healing  of  acute  ulcers 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg.Zollinger- 
Ellison  syndrome  and  systemic  mastocytosis) 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal 
within  SIX  weeks  and  the  usefulness  of  further  treatment  has  not  been 
demonstrated. 

5 Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  therapy 
Therapy  tor  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hypersecretory 
states;  and  GERD.  concomitant  antacids  should  be  given  as  needed  for  relief 
of  pain 

CDNTRAINDICATIDNS;  Zantac'  is  contraindicated  for  patients  known  to 
have  hypersensitivity  to  the  drug. 

PRECAUTIDNS:  General:  1 Symptomatic  response  to  Zantac'  therapy  does 
not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  Zantac  is  excreted  primarily  by  the  kidney,  dosage  should  be 
adjusted  in  patients  with  impaired  renal  function  (see  DOSAGE  AND 
ADMINISTRATION)  Caution  should  be  observed  in  patients  with  hepatic 
dysfunction  since  Zantac  is  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with  Multislix'  may 
occur  during  Zantac  therapy,  and  therefore  tesfing  with  sulfosalicylic  acid  is 
recommended. 

Drug  Interactions:  Although  Zantac  has  been  reported  to  bind  weakly  to 
cytochrome  P-450  in  vitro,  recommended  doses  of  the  drug  do  not  inlilbil 
the  action  of  the  cytochrome  P-450-linked  oxygeoase  enzymes  in  the  liver. 
However,  there  have  been  isolated  reports  of  drug  interactions  that  suggest 
that  Zantac  may  affect  the  bioavailability  of  certain  drugs  by  some 
mechanism  as  yet  unidentified  (eg.  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution) 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies  in  mice 
and  rats  at  doses  up  to  2,000  mg/kg/d. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  [Salmonella, 
Escherichia  coli)  for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1 .000  mg/kg  to  male  rats 
was  without  effect  on  the  outcome  of  two  matings  per  week  for  the  next  nine 
weeks. 

Pregnancy:  Teratogenic  Ellects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160  times 
the  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm 
to  the  fetus  due  to  Zantac  There  are.  however,  no  adequate  and  well- 
controlled  studies  in  pregnant  women.  Because  animal  reproduction  studies 
are  not  always  predictive  of  human  response,  this  drug  should  be  used 
during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  Zantac  is  secreted  in  human  milk  Caution  should  be 
exercised  when  Zantac  is  administered  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to  82 
years  of  age)  were  no  different  from  those  in  younger  age  groups.  The 
incidence  rates  for  adverse  events  and  laboratory  abnormalities  were  also 
not  different  from  those  seen  in  other  age  groups 
ADVERSE  REACTIDNS:  The  tollowihg  have  been  reported  as  events  in 
clinical  trials  or  in  the  routine  management  of  patients  treated  with  Zantac*. 
The  relationship  to  Zantac  therapy  has  been  unclear  in  many  cases 
Headache,  sometimes  severe,  seems  to  be  related  to  Zantac  administration. 
Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence,  insomnia, 
and  vertigo  Rare  cases  ot  reversible  mental  confusion,  agitation, 
depression,  and  hallucinations  have  been  reported,  predominantly  in 
severely  ill  elderly  patients  Rare  cases  of  reversible  blurred  vision 
suggestive  of  a change  in  accommodation  have  been  reported. 
Cardiovascular:  As  with  other  H;-blockers.  rare  reports  of  arrhythmias  such 
as  tachycardia,  bradycardia,  atrioventricular  block,  and  premature 
ventricular  beats 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting.  abdominal 
discomlort/pain.  and  rare  reports  of  pancreatitis. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at  least  twice 
the  pretreatment  levels  in  6 of  12  subjects  receiving  100  mg  qid 


Zantac'  150  and  300  (ranitidine  hydrochloride)  Tablets 
Zantac  (ranitidine  hydrochloride)  Syrup 

intravenously  for  seven  days,  and  in  4 of  24  subjects  receiving  50  mg  qid 
intravenously  for  five  days.  With  oral  administration  there  have  been 
occasional  reports  of  hepatitis,  hepatocellular  or  hepatocanalicular  or  mixed, 
with  or  without  jaundice.  These  were  usually  reversible. 

Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Blood  couht  changes  (leukopenia,  granulocytopenia, 
thrombocytopenia)  have  occurred  in  a few  patients.  These  were  usually 
reversible  Rare  cases  of  agranulocytosis,  pancytopenia,  sometimes  with 
marrow  hypoplasia,  and  aplastic  anemia  have  been  reported. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  Zantac  and  no  antiandrogenic 
activity,  and  cimetidine-induced  gynecomastia  and  impotence  in 
hypersecretory  patients  have  resolved  when  Zantac  has  been  substituted. 
However,  occasional  cases  of  gynecomastia,  impotence,  and  loss  of  libido 
have  been  reported  in  male  patients  receiving  Zantac,  but  the  incidence  did 
not  differ  from  that  in  the  general  population. 

Integumentary:  Rash,  including  rare  cases  suggestive  of  mild  erythema 
multilorme.  and.  rarely,  alopecia, 

Dther:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm,  fever, 
rash,  eosinophilia).  anaphylaxis,  angioneurotic  eiiema.  and  small  increases 
in  serum  creatinine. 

OVERDDSAGE:  Information  concerning  possible  overdosage  and  its 
treatment  appears  in  the  full  prescribing  information. 

DDSAGE  AND  ADMINISTRATIDN:  (See  complete  prescribing  information  in 
Zantac'  product  labeling.) 

Active  Duodenal  Ulcer:  The  current  recommended  adult  oral  dosage  is  150 
mg  or  10  ml  (2  teaspoonfuls  equivalent  to  150  mg  of  ranitidine)  twice  daily 
An  alternate  dosage  of  300  mg  or  20  ml  (4  teaspoonfuls  equivalent  to  300 
mg  of  ranitidine)  once  daily  at  bedtime  can  be  used  for  patients  in  whom 
dosing  convenience  is  important.  The  advantages  of  one  treatment  regimen 
compared  to  the  other  in  a particular  patient  population  have  yet  to  be 
demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage  is  150 
mg  or  10  ml  (2  teaspoonluls  equivalent  to  150  mg  of  ranitidine)  at  bedtime. 
Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
syndrome):  The  curreht  recommended  adult  oral  dosage  is  150  mg  or  10  ml 
(2  teaspoonluls  equivalent  to  150  mg  of  ranitidine)  twice  a day  In  some 
patients  it  may  be  necessary  to  administer  Zantac*  150-mg  doses  more 
frequently.  Doses  should  be  adjusted  to  individual  patient  needs,  and  should 
continue  as  long  as  clinically  indicated  Doses  up  to  6 g/d  have  been 
employed  in  patients  with  severe  disease. 

Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage  is  150 
mg  or  to  ml  (2  teaspoonluls  equivalent  to  150  mg  of  ranitidine)  twice  a day. 
GERD:  The  current  recommended  adult  oral  dosage  is  150  mg  or  10  ml  (2 
teaspoonfuls  equivalent  to  150  mg  of  ranitidine)  twice  a day. 

Dosage  Adjustment  for  Patients  with  Impaired  Renal  Function:  On  the 
basis  ot  experience  with  a group  of  subjects  with  severely  impaired  renal 
function  treated  with  Zantac,  the  recommended  dosage  in  patients  with  a 
creatinine  clearance  less  than  50  ml/min  is  150  mg  or  10  ml  (equivalent  to 
150  mg  of  ranitidine)  every  24  hours.  Should  the  patient's  condition  require, 
the  frequency  of  dosing  may  be  increased  to  every  12  hours  or  even  further 
with  caution  Hemodialysis  reduces  the  level  of  circulating  ranitidine.  Ideally, 
the  dosage  schedule  should  be  adjusted  so  that  the  timing  of  a scheduled 
dose  coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  Zanlac'  300  Tablets  (ranitidine  hydrochloride  equivalent 
to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  embossed  with 
"ZANTAC  300"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  30  (NDC  0173-0393-40)  tablets  and  unit  dose  packs  of  100  (NDC 
0173-0393-47)  tablets 

Zantac  150  Tablets  (ranitidine  hydrochloride  equivaleht  to  150  mg  of 
ranitidine)  are  while  tablets  embossed  with  "ZANTAC  150"  on  one  side  and 
"Glaxo"  on  the  other  They  are  available  In  bottles  of  60  (NDC  0173-0344- 
42)  and  100  (NDC  0173-0344-09)  tablets  and  unit  dose  packs  of  100  (NDC 
0173-0344-47)  tablets. 

Store  between  15°  and  30°  C (59°  and  86°  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  alter  each  opening. 

Zantac  Syrup,  a clear,  peppermint-flavored  liquid,  contains  16.8  mg  of 
ranitidine  hydrochloride  equivalent  to  15  mg  of  ranitidine  per  1 ml  in  bottles 
of  16  fluid  ounces  (one  pint)  (NDC  0173-0383-54), 

Store  between  4°  and  25°  C (39°  and  77°  F).  Dispense  in  tight,  light- 
resistant  containers  as  defined  in  the  USP/NF. 
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WHY  ARE  SOME  PHYSICIANS 
SO  MUCH  MORE  SUCCESSFUL 
THAN  OTHERS? 

Is  it  their  talent?  The  right  specialty? 

Being  in  the  right  place  at  the  right  time?  Maybe. 
But  for  many,  it’s  something  else. 


Something  so  simple,  it’s  often 
overlooked.  If  there’s  one  thing  that  dis- 
tinguishes most  successful  physicians 
from  their  equally  talented  colleagues  it’s 
that  they  are  simply  better  kncwn.  Maybe 
it  was  through  namral  charisma.  Or  in- 
stinctive promotional  talent.  (Whatever  it 
was,  it’s  helped  many  doctors  with  average 
skills  build  fer-above-average  practices!) 


The  end  ot  an  unfair  advantage. 

Until  now,  physicians  like  these  enjoyed  an 
unfeir  advantage.  There  was  simply  no 
practical,  economical,  professional,  taste- 
ful and  ethical  way  for  their  colleagues  to 
compete. 

That’s  why  we  created  the  Physician’s 
Self-Marketing  System™.  It’s  a compre- 
hensive, inexpensive,  easy-to-use  pro- 
gram that  can  help  every  physician  achieve 
the  recognition  he  or  she  deserves  at  their 
own  pace  and  comfort  level. 

Developed  by  a team  of  award- 
winning advertising  and  public  relations 
professionals  with  years  of  major-agency 
experience,  it  uses  strategies  and  tech- 
niques we’ve  employed  with  extraordinary 
success  for  individuals  and  organizations 
of  all  sizes.  From  new-business  start-ups 
to  Fortune-500s. 


You  don't  have  to  know  anything 
about  public  relations  or  advertis- 
ing to  use  it  effectively.  The  Physi- 
cian’s Self-Marketing  System  is  so 
complete,  it  contains  just  about  all  you 
need  to  know  in  advertising,  public  rela- 
tions, promotion— plus  prepared  PR 
releases,  advertisements  and  radio  copy 
you  can  use  instantly. 

You  don’t  even  have  to  do  it  yourself 
(your  secretary  can  do  much  of  it).  And  it 
can  be  done  inexpensively. 


A sample  of  what  you’ll  learn: 

■ How  to  incease  your  practice  wfr/zoMt 
spending  a cent  in  advertising. 

■ The  2-minute  phone  call  that  draws 
new  patients  like  a magnet.  (You  don’t  even 
have  to  pick  up  the  phone.) 

■ Over  a dozen  prepared  ads  and  PR 
releases  you  can  use  today  (alone  worth 
several  thousand  dollars). 

■ How  to  get  free  radio  and  television 
coverage  to  become  better  known. 

■ Five  words  that  can  save  you  up  to 
20% , 33  % (or  more)  on  newspaper,  radio, 
TV  and  magazine  advertising. 

■ Thirteen  costly  mistakes  most  doc- 
tors make  in  promoting  themselves. 

■ Sixinexpensive  ways  to  multiply  the 
results  of  every  advertising  dollar  you 
spend. 


The  price  of  greater  success  is  far 
lessthan  you  think.  Ifyou’ve  read  this 
far,  you  understand  that  no  matter  how 
good  your  medical  skills,  without  proper 
promotion  you  may  never  realize  your  full 
potential.  But  what  about  cost? 

Hire  a qualified  agency,  and  you'll 
likely  spend  many  thousands  of  dollars 
(and  wait  weeks)  before  they  run  a single 
ad  or  place  a single  PR  release. 

Instead,  for  a tax  deductible*  limited- 
time introductory  price  of  S300.  including 
shipping,  you  can  purchase  the  Physician’s 
Self-Marketing  System.  Complete  and 
ready  to  use,  with  a 30-day  money-back 
guarantee"^. 

Think  about  it:  If  a patient  had  a spe- 
cial problem,  you’d  get  an  expert  consult 
without  a second  thought.  Do  you  owe 
your  future  anything  less? 


\~  THE  PHYSICIAN’S  SELF-MARKETING  SYSTEM^"^ 
I Self-Marketing  Systems,  Inc. 

400  East  52nd  Street,  Suite  9K,  New  York,  NY  10022  (212)  935-2470 

An  Affiliate  of  The  Southgate  Group  Inc. 


Name , 


Address 


Apt. 


.Zip, 


Please  send  me 


copies  of  the 


Physician's  Self-Marketing  System,  shipping 
prepaid  .I've  enclosed  a check  or  mone>'  order  for 
the  amount  indicated  below,  fif  dissatisfied  for 
any  reason.  I'll  return  all  materials  to  you  in  good 
condition,  shipping  and  insurance  prepaid,  no 
later  than  30  days  from  date  of  receipt,  for  a foil 
refund.  Allow  4-6  weeks  for  delivery.  jny/9 

(No.) copies xS300.00  - S . 


N.Y.  residents  please  add 

S24.75  sales  tax  ea.  copy  = S 

Total  enclosed  = S 

©1990,  Self-Marketing  Systems.  Inc.  *See  your  financial  adviser 
for  a determination.  +See  text  above  for  money-back  guarantee 


j 
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SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


ESTABLISHED 
RESEARCH  CLINICS 
FOR  SALE 

To  Licensed  Physlclan{s) 

Outstanding  opportunity.  Western  part 
of  Washington  State.  Asking  $850,000, 
terms  possible.  Principles  only. 

Contact:  Robert  Reeves,  M.D. 

140  N.  Percival  St.,  Olympia,  WA  98502 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED  to  perform  physical  ex- 
aminations in  no  fault,  worker’s  compensation, 
tort  and  liabiiity  cases.  Must  be  N.Y.S.  iicensed 
and  board  certified.  Orthopedists,  Neuroio- 
gists  and  ali  other  speciaities.  Upstate  and 
downstate  doctors  needed.  Send  reply  with  re- 
sume to  Dept.  495  c/o  NYSJM,  wiil  respond. 

OB/GYN,  NEW  YORK.  32-member  muiti-spe- 
cialty  group  adding  third  member  to  its  depart- 
ment of  Obstetrics  and  Gynecoiogy.  First 
year,  6-figure  saiary,  four-weeks’  vacation, 
other  benefits.  Cali:  Wanda  M.  Parker,  Sr. 
Associate,  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017.  Toll  free:  (800)  221-4762,  Collect: 
(212)  599-6200. 

MAINE — OB/GYN — Outstanding  opportunity 
to  establish  a solo  practice  in  a historic  ship- 
building community  in  southern  coastal  Maine. 
Generous  compensation  package  includes 
staffed  and  equipped  office  for  first  year. 
Coverage  is  provided  by  2 other  OB/GYNs  on 
staff.  For  more  info  please  call  Cheryl  Broder- 
ick at  E G.  Todd,  (1)  800-762-9213. 

MAINE — PEDIATRICIAN.  Assume  busy  prac- 
tice in  a charming  southern  Maine  community 
35  miles  from  2 metro  areas.  Minutes  to  the 
Atlantic  Ccean,  fresh  water  lakes,  and  major 
ski  areas.  Attractive  salary  and  benefits  in- 
cluding a staffed  and  equipped  office  on  the  hos- 
pital campus.  Contact  in  confidence:  Cheryl 
Broderick,  E.G.  Todd  (1)  800-762-9213. 

CENTRAL  NY  EMERGENCY  ROOM  PHYSI- 
CIAN/DIRECTORSHIP— Full-time  Director 

BC/BE  F.P./E.P.  for  growing  24  hr.  ambula- 
tory care  center  located  in  large  medical  com- 
plex. Duties  require  full-time  patient  care 
(evenings  and  nights,  only)  and  directorship 
that  includes  staffing  and  administrative  re- 
sponsibilities. Gutstanding  compensation, 
paid  malpractice,  and  partnership  opportunity. 
Apply:  North  Medical  Urgent  Care,  5100 

West  Taft  Road,  ID,  Liverpool,  New  York 
13088.  Attn:  J.  Cambareri. 


PHYSICIANS  WANTED— CONT’D 


FULL  TIME  TRAVEL  REQUIRED  (one  year  mini- 
mum). Health  research  organization  needs 
Physicians  for  National  Health  and  Nutrition  Ex- 
amination Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individuals  will  be  part  of  a 
large  medical  team  conducting  health  exam- 
inations in  government  examination  centers 
traveling  to  68  areas  of  the  U.S.  through  1993. 
Physicians  must  be  licensed  in  one  state. 
Competitive  salary,  paid  malpractice,  per  diem, 
car,  four  weeks  paid  vacation  per  year,  holi- 
days, and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat,  Inc.,  Rockville, 
Maryland.  ECE/M/F/V/H. 


PRACTICES  AVAILABLE 


INTERNIST  PRACTICE  FOR  SALE— Well  estab- 
lished for  1 5 years,  within  1 /2  mile  of  two  hospi- 
tals, nice  area  of  Upstate  New  York.  Excellent 
opportunity.  Must  sell  because  of  injury.  Call 
anytime  315/788-4087. 

FAMILY  PRACTICE  FOR  SALE— Active  and  long 
established.  Central  Bronx/Grand  Concourse 
location.  Large  patient  base.  1300  square 
foot  office.  Doctor  retiring — will  stay  to  trans- 
fer. Priced  to  sell.  For  additional  details,  call 
Countrywide,  Inc.  (212)  686-7902. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time,  (212)861-9000, 

LEVITTOWN — Medical  Cffice  for  forty  years.  En- 
tire house  for  sale.  Ideal  proven  location  for 
M.D.  Call  (516)  626-3488  for  details. 

PROFESSIONAL  OFFICE  FOR  SUBLEASE,  Prime 
Location.  Luxurious  spacious  and  fully 
equipped  office  in  new  professional  building, 
suitable  for  medical  or  surgical  specialist.  Lo- 
cated in  Cedarhurst,  New  York,  one  of  the  pres- 
tigious Five  Towns  of  Long  Island’s  South 
Shore.  Contact  Cffice  Manager  at  (718)  327- 
4020. 

FOR  RENT:  1000  Sq.  Ft.  Cffice  Tuesday,  Thurs- 
day and  Saturday.  Prestigious  North  Shore  Lo- 
cation in  Medical  Building  on  Northern  Blvd.  in 
Roslyn.  4 Examining  Rooms,  Consultation, 
Business  Cffice  and  Reception  Area,  $1200 
Month.  Call:  Dr,  Cohen  (516)  627-5269. 

SALE  BY  OWNER  of  beautifully  expanded  home/ 
professional  office  featuring  a large  multi-room 
office  with  cathedral  ceilings,  skylights,  private 
entrance  + parking.  Main  house  boasts  3 bed- 
rooms, 2 baths,  central  air,  brick  fireplace, 
hardwood  floors,  carpeting  throughout.  No- 
vember occupancy.  Asking  $255,000.  Call 
914-354-0677. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  for  sale.  (516)  868-4070. 

BUILDING  FOR  SALE,  Massapequa  Park,  Sunrise 
Highway.  Brick  detached,  property  40'  X 1 20', 
building  1200  sq.  ft.  plus  full  basement.  Two 
bath  main  level  plus  one  bath  down.  Parking  in 
rear.  Top  location!  Excellent  for  professional 
use.  Priced  to  sell,  (516)  785-2551  (A.M.  or 
P.M.)  or  (516)  799-7591. 

FOR  RENT:  Large,  elegant  psychotherapy  office 

available  immediately.  Prime  location  (68th  and 
Madison),  doorman  building,  spacious  waiting 
room,  low  rent.  Call  (212)  757-2933. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher.  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher.  Esq.,  295  Madison 
Ave. . Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 

WRITERS’  SYMPOSIUM  FOR  PHYSICIANS— 

Cctober  27,  1990,  American  Society  of  Jour- 
nalists and  Authors  (ASJA)  and  NYU  Medical 
Center  present  the  third  annual  Writers’  Sympo- 
sium for  Physicians.  How  to  communicate  with 
the  lay  public  through  books,  magazines,  and 
other  media.  How  to  find  and  work  with  co-au- 
thors agents,  editors.  The  program  features 
three  panels:  Communicating  Through  Maga- 
zines and  Newspapers;  How  To  Sell  Your  Book; 
and  Collaboration:  Working  With  Your  Co-Au- 
thor. Panelists  include  Gina  Kolata,  Science 
and  Medical  Reporter  for  The  New  York  Times: 
Edward  Edelson,  Science  Editor,  New  York  Dai- 
ly News;  Carol  Cohen,  Vice  President  and  Asso- 
ciate Publisher,  Harper  & Row;  literary  agent 
Barbara  Lowenstein,  and  others.  Special  lun- 
cheon speaker:  Susan  Hester,  Associate  Pro- 
ducer, Booking,  ABC’s  "Good  Morning  Ameri- 
ca.” Tuition  (which  includes  lunch):  $140  for 
reservations  received  by  Get.  12th;  $150  for 
those  received  by  Get.  26th;  $ 1 75  at  door.  For 
information,  contact:  ASJA,  1501  Broadway, 
Suite  1907,  New  York,  N.  Y.  10036.  (212)997- 
0947. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Cur 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C..  Attorneys  at  Law, 
Gne  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 
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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 


USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


(^continued  from  p 16  A) 

tional  Body  Imaging  Congress,  c/o 

Medical  Seminars  International,  Inc, 

9800  D Topanga  Canyon  Blvd,  Suite 

232,  Chatsworth,  CA  91311. Tel:(818) 

700-9821. 

NEBRASKA 

Oct  1-6.  Emergency  Medicine  Review. 
Lincoln.  Contact;  Continuing  Educa- 
tion, University  of  Nebraska  Medical 
Center,  42nd  and  Dewey  Ave,  Omaha, 
NE  68105.  Tel:  (402)  559-4152. 

NEW  MEXICO 

Oct  19-21.  Annual  Scientific  Meeting 
of  the  Western  Neurological  Society. 

Eldorado  Clarion  Hotel,  Santa  Fe. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077.  Tel:  (404)  641-9773. 

RHODE  ISLAND 

Oct  8-12.  16th  Annual  Education  Con- 
ference of  the  American  Association  of 
Pathologists’  Assistants.  Providence 
Marriott,  Providence.  Contact:  Doris 
Schuler-Mahoney,  MS,  Mercy  Hospital 
Medical  Center,  Department  of  Pathol- 
ogy, 6th  and  University,  Des  Moines, 
lA  50314.  Tel:  (515)  247-4478. 


TEXAS 

Oct  6-8.  AAFP  Congress  of  Delegates. 
Loews  Anatole,  Dallas.  Oct  7-11. 
AAFP  Annual  Scientific  Assembly. 
Loews  Anatole,  Dallas.  Contact  Beth 
Paulsen,  Manager,  Public  Relations 
Department,  The  American  Academy 
of  Family  Physicians,  8880  Ward 
Pkwy,  Kansas  City,  MO.  Tel:  (800) 
274-2237,  ext  4220. 

AROUND  THE  WORLD 


CANADA 

Oct  14-16.  Canadian  Congress  on  Utili- 
zation Management.  The  Westin  Hotel, 
Edmonton,  Alberta.  Contact:  Canadi- 
an College  of  Health  Service  Execu- 
tives, 201,17  York  St,  Ottawa,  Ontario 
K1N5S7.  Tel;  (613)  235-7218. 

FRANCE 

Oct  29-Nov  3.  Fourth  U.S.  Phlebology 
Workshop  in  Paris.  Paris,  France.  Con- 
tact: Walter  de  Groot,  MD,  801  Broad- 
way, #401,  Seattle,  WA  98122.  Tel: 
(206)  292-6265.  □ 


The  Sharps 
Disposal  System 

Safe,  cost-effective  disposal  of 
infectious  waste.  Sizes  ranging 
from  1.4  quarts  to  4 gallons.  Red 
polypropylene  with  clear  slide 
cover.  Meets  OSHA,  state  and 
city  requirements. 


Approved  by  U.  S.  Postal  Service,  postage 
pre-paid  and  pre-addressed.  Order  by 
phone,  payment  by  VISA  or  Mastercard. 

Sharps  Disposal  Inc.,  145  West  4500 
South,  Murray,  UT  84107.  To  order, 
1-800-366-7427. 
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MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State's  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 

DECEMBER  3-5,  1990:  25th  Anniversary  Pro- 
gram: Interpretation  and  T reatment  of  Cardiac 
Arrhythmias.  Philadelphia,  Pennsylvania. 
Sponsored  by  the  American  College  of  Cardiol- 
ogy and  Likoff  Cardiovascular  Institute,  Hahne- 
mann University.  22  credit  hours  in  Category  1 . 
Inquiries:  Registration  Secretary,  Extramural 

Programs  Department,  American  College  of 
Cardiology,  91 1 1 Did  Georgetown  Rd.,  Bethes- 
da,  MD  20814.  Tel.  1-800-253-4636,  ext.  228. 
FAX  301-897-9745. 

DECEMBER  14-16,  1990;  Changes.  Choices. 
Challenges  in  the  Management  of  Cardiovascu- 
lar Disease.  New  York,  New  York.  Sponsored 
by  the  American  College  of  Cardiology.  19.5 
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clidinium  bromide. 
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Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
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enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
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Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
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As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapjrramidal 
symptoms,  increased  and  decreased  hbido— aU  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 
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“IdMm 

acquire 

emphysema, 

linheHtedit” 


Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha-i -antitrypsin  (AAT)."'  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.^ 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-1. 


1 . Branlly  ML.  Paul  LD,  Miller  BH,  el  al ; Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms. 
Am  Rev  Respir  Dis  1988:138:327-336, 

2.  Wewers  MD,  Casolaro  MA,  Sellers  SE.  et  al:  Replacement  therapy  for  alpha, -antitrypsin 

©1990  Miles  Inc  deficiency  associated  with  emphysema  N Engl  J Med  1987:316:1055-1062. 


Miles  Inc. 

Cutter  Biological 
400  Morgan  Lane 
West  Haven.  CT  06516 

Cutter 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1.  USP  D!  Update.  September/ October  1988.  p 120. 

2.  Br  J dm  Pharmacol  1985:20  710-713. 

3.  Data  on  file.  Lilly  Research  Laboratories. 

4.  Scand  J Gastroenterol  1987:22fsuppl  136):61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
information. 

Indications  and  Usage:  Active  duodenal  ulcer -toi  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  Genera/- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposibon  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Mulbsbx’ 
may  occur  during  therapy. 

Drug  Interactions -No  interacbons  have  been  observed  wibt  bieophyl- 
line,  chlordiazepoxide.  lorazepam.  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  bierefore,  drug 
interacbons  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d.,  was  administered  concurrenby. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ol  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  ol  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  in  the  high-dose  animals  was  within  bie  historical 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronucleus  test 

In  a two-generabon,  perinatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  bmes  the  human  dose,  beated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous adminisbabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
bre  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  beated 
lactabng  rats,  a decision  should  be  made  whebrer  to  disconbnue  nursing 
or  bre  drug,  taking  into  account  bre  importance  of  the  drug  to  bre  mother. 

Pediatric  L/se-Safety  and  effectiveness  irr  children  have  not  been 
established. 

Use  in  Elderly  flafie/tfs-Healing  rates  in  elderly  pabents  were  similar 
to  those  in  younger  age  groups  as  were  bre  rates  of  adverse  events  and 
laboratory  test  abnormalibes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  ot  nizatidine.  Elderly  patients  may  have  reduced 
renal  funcbon. 

Adr/erse  Reactions:  Clinical  bials  of  varying  durabons  Included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  trials  of  over  1,900  nizabdine  pabents  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine,  it  was  not  possible  to  determine  whebrer  a variety  ol  less 
common  events  was  due  to  the  drug. 
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Hepabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
patients.  In  some  cases,  brere  was  marked  elevabon  (>500  lU/L)  in  SGDT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limb  of  normal,  however,  did  not  significanby  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuabon  of  Axid. 

Cardiovascular -in  clinical  pharmacology  studies,  short  episodes 
ot  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  biree  unbeated  subjects. 

CNS-Sare  cases  ol  reversible  mental  confusion  have  been  reported. 

Endocrine -CiinicaS  pharmacology  studies  and  conbolled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  wibr  equal  bequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  bas  been 
reported  rarely. 

Hematologic -Fatai  thrombocytopenia  was  reported  in  a patient 
beated  with  nizabdine  and  another  H^receptor  antagonisL  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental-Svieating  anti  urticaria  were  reported  significantly 
more  bequenby  in  nizabdine-  bran  in  placebo-beated  pabents.  Rash  and 
exfoliative  dermabbs  were  also  reported. 

Hypersensitivity- As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  biis  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensitivity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Obier-Hyperuricemia  unassociated  with  gout  or  nephrolibiiasis  was 
reported.  Eosinophilia  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
wibr  clinical  monitoring  and  supporbve  therapy.  Renal  dialysis  tor  four 
to  six  hours  increased  plasma  clearance  by  approximately  64%. 

PV  2098  AMP  1091289] 
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MEDICAL  DIRECTOR 


The  Managed  Care  Services  Group,  a developing  unit  within  the  Group 
Department  of  the  Metropolitan  Life  Insurance  Company,  unifies  all  the 
Managed  Care  Operations  of  MetLife.  A critical  component  of  the  opera- 
tion is  medical  management  which  is  accomplished  through  Medical 
Management  Centers  in  each  region. 

We  are  seeking  to  recruit  a Medical  Director  for  our  NORWALK,  CT. 
Medical  Management  Center,  which  provides  Utilization  Review  for  mul- 
tiple health  care  insurance  products  for  many  clients  representing 
approximately  one  million  covered  lives. 

Responsible  for  the  active  management  that  delivers  quality,  cost-effec- 
tive health  care  through  a Health  Care  Network,  the  Director  will  also  be 
involved  in  marketing  and  in  professional  relations  with  network-contrac- 
ted providers. 

Background  must  include  an  M.D.  Degree,  five  years  of  clinical  experi- 
ence and  a minimum  of  three  years  of  proven  management  experience 
in  a managed  care  or  HMO  setting. 

Interested  candidates  should  respond  with  resume  in  confidence  to: 
Human  Resources,  Dept.  NYS,  Metropolitan  Life  Insurance  Company, 
Managed  Care  Services  Group,  276  Post  Road  West,  Westport, 
Connecticut  06880.  An  equal  opportunity  employer  M/F/HA/. 


Metropolitan  Life 

AND  AFFILIATED  COMPANIES 


Classified 

Advertising 


PHYSICIANS  WANTED 

AIM  HIGH — Today's  Air  Force  has  special  oppor- 
tunities for  qualified  physicians.  As  an  Air 
Force  physician  you  can  pursue  medical  excel- 
lence as  well  as  enjoy  30  days  vacation  with  pay 
per  year  and  a non-contributing  retirement  plan 
if  you  qualify.  Discover  how  special  an  Air 
Force  physician  can  be.  Call:  USAF  HEALTFI 
PROFESSIONS  1-800-423-USAF,  AIR  FORCE. 


PHYSICIANS  WANTED— CONT’D 


DANSVILLE,  NEW  YORK:  Seeking  full  and  part- 
time  emergency  physicians  for  active  depart- 
ment. Excellent  compensation,  paid  malprac- 
tice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42.  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 

NIAGARA  FALLS,  NEW  YORK  AREA:  Full-time 
and  part-time  emergency  department  position 
at  moderate  volume  facility.  Excellent  com- 
pensation, malpractice  insurance  provided, 
signing  bonus,  relocation  reimbursement,  and 
optional  benefit  package.  Contact:  Karen 

Remai,  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd.,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 


PHYSICIANS  WANTED— CONT’D 


NEW  YORK:  Finger  Lake  Region — Seeking  Di- 
rector and  full-time  emergency  department 
physicians.  Excellent  compensation,  paid  mal- 
practice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

WESTERN  NEW  YORK:  Seeking  full-time  and 

part-time  emergency  department  physicians  for 
moderate  volume  127  bed  hospital  located  be- 
tween Buffalo  and  Rochester.  Excellent  com- 
pensation, full  malpractice  insurance  coverage 
and  benefit  package  available.  Contact:  Karen 
Remai.  Emergency  Consultants,  Inc.,  2240  S. 
Airport  Rd..  Room  42,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

ROCHESTER,  NEW  YORK  AREA— Seeking  full- 
time and  part-time  physicians  for  moderate  vol- 
ume emergency  department  in  54  bed  hospital. 
Attractive  compensation,  signing  bonus,  and 
malpractice  insurance.  Benefit  package  avail- 
able to  full-time  physicians.  Contact:  Karen 
Remai,  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

CLEVELAND/AKRON  AREA:  Seeking  full-time 

and  part-time  emergency  physicians  for  low  vol- 
ume facilities  within  easy  drive  of  Cleveland  and 
Akron.  ACLS  certification  and  primary  care  ex- 
perience required.  Excellent  compensation  and 
malpractice  insurance  provided.  Flexible 
scheduling  to  fit  your  lifestyle.  Incentive  bonus- 
es available.  Contact:  Karen  Remai,  Emergen- 
cy Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room 
42,  Traverse  City,  Ml  49684;  1-800-253-1795. 

PITTSBURGH  AREA:  New  fee  for  service  ED 

group  at  The  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  triple 
coverage  during  peak  periods  provides  reason- 
able patient  load.  New  fast  track  area,  excel- 
lent medical  staff  back-up,  CEN  certified  ED 
nurses,  and  full  administrative  support.  Out- 
standing compensation  and  paid  malpractice 
insurance.  Benefit  package  available  to  full- 
time staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795, 


CENTRAL  NY  EMERGENCY  ROOM  PHYSI- 
CIAN/DIRECTORSHIP—Full-time  Director 
BC/BE  F.P./E.P.  for  growing  24  hr.  ambula- 
tory care  center  located  in  large  medical  com- 
plex. Duties  require  full-time  patient  care 
(evenings  and  nights,  only)  and  directorship 
that  includes  staffing  and  administrative  re- 
sponsibilities. Outstanding  compensation, 
paid  malpractice,  and  partnership  opportunity. 
Apply:  North  Medical  Urgent  Care,  5100 

West  Taft  Road,  ID,  Liverpool,  New  York 
13088.  Attn:  J.  Cambareri. 


ASSOCIATE,  FAMILY  PRACTICE  OR  INTER- 
NIST— Queens  seashore  community.  Large 
active  one  man  family  practice.  Must  relocate 
to  area.  Wonderful  opportunity  to  take  over 
practice  within  a short  time.  Please  state  cre- 
dentials and  references.  Reply  Dept.  498  c/o 
NYSJM. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice -Internal  Medicine  - Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for  Service  Income  Potential 
Professional  Liability  Insurance -Excellent  Health. 

Life  and  Disability  Insurance  for  Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 
Glenn  W.  Farmer  Catherine  M.  Dawson 

Director  Assistant  Director 


1-800-527-2145 

EGSI  • 1717  Main  Street  • Suite  5200  • Dallas.  Texas  75201  • 214/761-9200 
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MEETINGS  AND 
LECTURES 


The  New  York  State  Journal  of  Medi- 
cine cannot  guarantee  publication  of 
meeting  and  lecture  notices.  Informa- 
tion must  be  submitted  at  least  three 
months  prior  to  the  event. 


NOVEMBER  1990 


AROUND  THE  STATE 


ALBANY 

Nov  10.  Sixth  Annual  Conference  on 
Recent  Advances  in  Anesthesia.  Des- 
mond Americana.  Contact:  Albany 
Medical  College,  Office  of  Continuing 
Medical  Education,  Administration 
Building,  Room  217,  47  New  Scotland 
Avenue,  Albany,  NY  12208.  Tel:  (518) 
445-5828. 

COOPERSTOWN 

Nov  14.  Office  Management  of  Legal 
Substance  Abuse.  3 Cat  I Credits.  Bas- 
sett Hall  Conference  Center.  Contact: 
Charlotte  L.  Hoag,  Medical  Education 
Coordinator,  Office  of  Medical  Educa- 
tion, The  Mary  Imogene  Bassett  Hospi- 
tal, One  Atwell  Road,  Cooperstown, 
NY  13326.  Tel:  (607)  547-3926. 

MANHATTAN 

Nov  2.  New  Ambulatory  Medical,  Sur- 
gical, and  Laser  Techniques  Applicable 
to  Venous  Disorders,  b'f  Cat  I Credits. 
Mount  Sinai  School  of  Medicine.  Con- 
tact: Virginia  Harrison,  Box  1 193,  Post 
Graduate  School,  Mount  Sinai  School 
of  Medicine,  One  Gustave  L.  Levy 
Place,  New  York,  NY  10029.  Tel: 
(212)  241-6737. 

Nov  9.  Genetic  Studies  in  Affective  Dis- 
orders. 6 Cat  I Credits.  New  York 
Academy  of  Medicine.  Nov  15.  Basic 
Vascular  Surgery  Techniques.  3 V2  Cat  I 
Credits.  Waldorf-Astoria  Hotel.  Nov 
15-16.  Advances  In  Non-Invasive  Eval- 
uation of  Peripheral  Vascular  Disease. 
8V2  Cat  I Credits.  Waldorf-Astoria  Ho- 
tel. Nov  16-18.  17th  Annual  Sympo- 
sium in  Vascular  Surgery.  22  Cat  I 
Credits.  Waldorf-Astoria  Hotel.  Con- 
tact: Office  of  Continuing  Medical 
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YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Residents/Fellows: 


A $500  AWARD  is  presented  annually  by  the  Medical  Society  of  the  State 
of  New  York  to  the  intern,  resident  or  fellow  who  submits  the  best  paper  on 
a clinical  subject  for  the  Society’s  1991  Merit  H.  Cash  Competition. 

Entrants  need  not  be  members  of  the  MSSNY  but  must  be  in  training  at  a 
hospital  within  the  State  of  New  York. 

Entries  should  be  “sponsored”  by  a faculty  member,  and  all  papers  submit- 
ted should  be  of  sufficient  quality  to  be  considered  for  original  publication 
in  the  New  York  State  Journal  of  Medicine. 

The  deadline  for  receipt  of  entries  is  February  1, 1991,  and  the  prize  for  the 
winning  paper  will  be  awarded  at  the  MSSNY’s  House  of  Delegates  meet- 
ing in  May  9-12,  1991. 

Address  all  entries  to:  Division  of  Scientific  & Educational  Activities 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

P.O.  Box  5404 

Lake  Sucess,  NY  11042 

Questions?  Please  contact  the  Division  of  Scientific  & Educational  Activi- 
ties at  (516)  488-6100,  EXT.  243. 
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COMMENTARIES 


NewM  State 

JminialiifMHrKine 


The  rising  incidence  of  congenital  syphilis:  Back  to 

the  future 


It  will  probably  come  as  no  surprise,  especially  to  the  med- 
ical practitioners  of  the  State  of  New  York,  that  one  of  the 
11  objectives  established  for  the  nation  in  1979  for  the 
year  1990  is  unlikely  to  be  met.  That  objective  was  as  fol- 
lows: “By  1990,  the  reported  incidence  of  primary  and 
secondary  syphilis  should  be  reduced  to  a rate  of  seven 
cases  per  100,000  population  per  year,  with  a reduction  in 
congenital  syphilis  cases  to  1.5  cases  per  100,000  children 
under  one  year  of  age.”'  As  the  article  by  Nanda  et  aF  in 
this  issue  of  the  Journal  highlights,  congenital  syphilis  is 
on  the  rise  at  their  inner  New  York  City  hospital,  with 
rates  of  positive  cord  rapid  plasma  reagin  tests  increasing 
more  than  threefold  from  1985  to  1988.  A more  extensive 
review  of  congenital  syphilis  cases  occurring  in  all  of  New 
York  City  reported  a fivefold  increase  of  reported  congen- 
ital syphilis  cases  from  1986  to  1988. No  health  depart- 
ment wants  to  admit  that  cases  of  congenital  syphilis  are 
occurring  in  its  locality  since  its  occurrence  is  a sentinel 
health  event  marking  the  failure  of  both  the  syphilis  con- 
trol program  and  the  prenatal  care  system.''  It  is  also  a 
marker  for  drug  abuse  and  poverty. 

The  State  of  New  York  is  not  alone  in  its  congenital 
syphilis  problem.  Recent  papers  by  Ricci^  in  Miami  and 
Cohen^  in  Los  Angeles  also  describe  tragic  rises  in  inci- 
dence. A recent  phenomenon,  the  precipitous  rise  of 
“crack”  cocaine  use,  appears  to  be  associated  with  a con- 
current increase  in  cases  of  congenital  syphilis.  As  de- 
scribed by  Nanda  and  his  group  at  the  local  hospital  level' 
and  at  the  city-wide  level  by  the  New  York  City  Health 
Department,^  women  who  deliver  congenitally  affected 
infants  are  more  likely  to  have  used  drugs  (crack/cocaine) 
during  their  pregnancy  and  less  likely  to  have  received 
prenatal  care.  Both  of  these  factors  contribute  substan- 
tially to  pregnant  women  with  syphilis  receiving  inade- 
quate or  no  therapy  for  their  disease. 

It  would  be  tempting  to  place  all  the  blame  on  crack. 
Crack,  a smokable  form  of  cocaine,  has  been  reported  to 
acutely  enhance  sexual  desire,  unlike  other  addictive 
drugs.  Accordingly,  the  number  of  mothers  who  use 
crack/cocaine  in  New  York  City  has  increased  from  1/ 


1,000  live  births  in  1981  to  21/1,000  live  births  in  1988.^ 
Moreover,  because  of  limited  employment  opportunity, 
lack  of  education,  and  limited  access  to  other  established 
channels  for  obtaining  income,  women  increasingly  ex- 
change sex  for  drugs.  These  interactions  are  frequent  as 
the  crack  highs  are  intense  and  short  lasting.  In  fact,  a 
whole  new  set  of  terminology  for  interactions  such  as  these 
has  been  developed.  Women  who  exchange  sex  for  drugs 
are  degradingly  called  “tossups.”  One  man,  when  asked  to 
define  “tossup,”  said,  “It’s  just  that,  you  know,  you  use 
her  and  then  you  just  toss  her  to  your  buddy  or  the  next 
guy.” ''  Obviously  these  frequent  sexual  encounters  are  be- 
haviors that  increase  women’s  risks  of  becoming  pregnant 
and  contracting  syphilis. 

If  one  were  to  develop  a formula  to  describe  factors  con- 
tributing to  the  recent  rise  of  congenital  syphilis.  Trepone- 
ma pallidum  would  not  appear  as  the  sole  cause  of  this 
recent  epidemic.  Neither  would  the  use  of  crack/cocaine. 
Both  of  these  major  “players”  would  be  surrounded  by  a 
web  of  societal,  economic,  and  demographic  factors,  such 
as  the  rising  rates  of  teenage  pregnancy,  a changing  urban 
environment,  and  the  higher  incidence  of  sexually  trans- 
mitted diseases  (STDs)  in  minority  populations.*  The 
widespread  use  of  crack  makes  it  more  likely  that  inner 
city  young  women  will  continue  to  engage  in  high  risk  be- 
haviors that  will  cause  them  to  be  infected  not  only  with 
syphilis  but  with  the  human  immunodeficiency  virus 
(HIV)  as  well.  A recent  study  has  established  links  be- 
tween intravenous  cocaine  use  and  retroviral  (HIV-1)  in- 
fection.^ 

Addressing  these  undercurrent  issues  requires  a long 
term  approach  and  sufficient  political  resolve.  However, 
what  aspects  of  this  epidemic  do  we  as  health  care  practi- 
tioners have  control  over  and  what  solutions  can  we  offer 
to  alleviate  this  problem?  First,  we  must  screen  drug  abus- 
ing women  for  syphilis,  especially  those  who  are  pregnant. 
As  demonstrated  by  Nanda  et  al,^  pregnant,  drug-abusing 
women  do  not  seek  prenatal  care.  However,  a recent  Los 
Angeles  study  demonstrated  that  women  who  might  not 
seek  prenatal  care  often  access  the  local  health  care  sys- 
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tern  to  find  out  if  they  are  pregnant  (D.  Cohen,  personal 
communication,  April  1990).  Therefore,  all  women 
should  be  screened  for  syphilis  at  pregnancy  test  clinics. 

Obstacles  to  prenatal  care,  such  as  financial  barriers 
and  long  waiting  times,  should  be  removed  for  all  women, 
addicted  and  nonaddieted.  Providing  evening  clinics  to 
pregnant  women  who  might  be  working  during  the  day 
would  be  one  such  approach.  A mobile  van  providing  pre- 
natal care  and  other  services  in  high  risk  areas  would  be 
another.  If  we  are  successful,  women  will  enter  the  prena- 
tal care  system  early  enough  to  allow  the  screening  for 
syphilis  in  the  first  trimester  and  subsequent  rescreening 
for  syphilis  in  the  third  trimester. 

We  must  provide  pregnant  addicts  with  priority  access 
to  drug  treatment  programs.  Communities  do  not  have 
enough  drug  treatment  centers  to  deal  with  the  crack  epi- 
demic. A recent  survey  of  78  New  York  treatment  pro- 
grams in  1989  found  that  54%  excluded  pregnant  women, 
67%  excluded  those  on  Medicaid,  and  87%  excluded  crack 
addicts. While  we  are  trying  to  provide  more  drug  treat- 
ment slots  for  these  women,  we  also  need  to  teach  women, 
especially  those  addicted  to  crack,  how  to  have  safe  sex. 
How  about  outreach  programs  to  specific  high  risk  groups 
to  deliver  such  health  aids  as  contraceptives  or  condoms? 
Former  addicts  could  be  trained  and  used  as  community 
workers,  encouraging  women  to  practice  safe  sex. 

A recent  development  illustrating  some  groups’  frustra- 
tions in  dealing  with  this  escalating  drug  abuse  problem  in 
pregnancy  has  been  the  attempt  of  some  advocates  to  in- 
dict women  who  use  crack  on  child  abuse  charges."  I be- 
lieve that  we  cannot  create  the  fear  of  criminal  prosecu- 
tion in  women  who  use  drugs  during  pregnancy.  This 
would  provide  an  added  reason  for  addicted  women  to 
avoid  medical  and  prenatal  care  and  to  conceal  their  drug 
histories  from  medical  providers. 

What  we  really  need  to  do  is  to  empower  women,  espe- 
cially those  of  lower  socioeconomic  status,  to  take  control 
of  their  lives.  Education  against  crack  use  must  be  intro- 
duced early  in  our  children’s  educative  experience.  A re- 
cent poll  by  the  National  Association  of  Elementary 
School  Principals  found  that  58%  of  schools  began  drug 
education  in  kindergarten,  30%  by  third  grade  and  12% 
between  fourth  and  sixth  grades.'^  In  addition,  safe  sex 
education  must  be  included  early  in  the  curriculum.  It  is 
unrealistic,  however,  to  expect  teenagers  who  are  high  on 
crack  to  practice  safe  sex.  Somewhere  in  this  massive  wish 
list,  our  society  has  to  eliminate  crack/cocaine. 

Except  for  the  acquired  immunodeficiency  syndrome 
(AIDS),  syphilis  is  the  most  damaging  disease  sexually 
transmitted  to  the  fetus.  In  the  third  edition  of  Modern 
Clinical  Syphilology,  published  in  1 944, 46  years  ago,  the 


authors  state  that  the  “proper  treatment  of  the  syphilitic 
pregnant  woman  could  virtually  eliminate  from  practical 
consideration  the  whole  field  of  congenital  syphilis.’’" 
They  also  state  that  “it  is  hard  to  find  anywhere  in 
present-day  medicine,  a more  effective  demonstration  of 
disease  prevention  or  in  public  health,  a field  more  likely 
to  show  dramatie  satisfactory  results  of  the  reduction  of 
disease  incidence  in  prevalence  as  in  the  field  of  congenital 
syphilis.’’" 

If  I were  a lawyer,  I would  put  society  and  health  de- 
partments on  trial  for  allowing  the  escalation  of  congeni- 
tal syphilis  cases  in  the  era  of  penicillin.  I would  tell  the 
jury  of  the  magnitude  of  the  offense,  of  the  high  case-fa- 
tality rate,  and  of  the  misery  and  suffering  caused.  But  I 
am  just  an  epidemiologist;  I can  only  manipulate  num- 
bers, summarize  data,  and  provide  hypotheses  and  discus- 
sions. We  need  to  react  to  the  numbers  provided  by  Nanda 
et  aF  and  other  researchers,  and  our  actions  have  to  sup- 
plement traditional  resources  used  for  disease  and  drug 
abuse  control.  We  need  to  enroll  the  private  medical  com- 
munity and  we  need  to  motivate  people  as  they  have  never 
been  motivated  before.  We  can  no  longer  wait  passively 
for  this  epidemic  to  disappear;  the  time  to  act  is  now. 

LAURENE  MASCOLA,  MD,  MPH 
Deputy  Chief 
Acute  Communicable  Disease  Control 
Department  of  Health  Services 
County  of  Los  Angeles 
313  N Figueroa  St 
Los  Angeles,  CA  90012 
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Crack  cocaine:  Ripples  of  a rock  in  a pond 


A review  of  my  medical  school  pharmacology  notes,  taken 
during  the  early  1970s,  reveals  that  I was  taught,  “Co- 
caine is  an  illegal  drug,  is  a sympathomimetic  like  an  am- 
phetamine, and  is  not  addicting;  however,  for  some  users, 
there  is  a risk  of  psychological  addiction.  Its  use  is  limited 
to  people  such  as  musicians  and  artists.  You  probably 
won’t  see  much  of  it.  Next  drug  . . . .” 

By  the  beginning  of  the  1980s,  epidemiologic  evidence 
indicated  that  cocaine  use  had  reached  a plateau  from  its 
previous  significant  upsurge  in  use.  However,  during  this 
period  our  university-based  alcohol  treatment  program 
split  into  an  alcohol  service  and  a drug  abuse  service,  and 
my  department  chairman  asked  me  to  direct  a four-bed 
inpatient  sub-program  of  the  alcohol  treatment  service. 
The  chairman,  a man  of  wisdom  and  foresight,  expressed 
his  belief  that  medical  students  and  residents  would  some- 
day benefit  from  the  training  and  education  obtained 
from  this  clinical  experience.  Seemingly  overnight,  outpa- 
tients’ chief  complaints  became  cocaine:  free  base,  rock, 
crack.  The  university’s  nonprofit  inpatient  substance 
abuse  beds  number  46,  with  a waiting  list  of  more  than 
200  potential  patients. 

As  a rock  tossed  into  a pond  produces  ripples  that 
spread  until  they  reach  the  banks,  the  effects  of  crack  co- 
caine use  have  penetrated  all  biopsychosocial  aspects  of 
society,  including  medical  practice. 

Alcohol  and  marijuana  have  often  been  considered 
“gateway”  drugs  to  “harder”  substances.  It  is  common 
knowledge  among  those  specializing  in  substance  abuse 
treatment  that  at  least  75%  of  crack  users  have  smoked 
marijuana  more  than  100  times.'  Illegal  drug  traffickers 
first  introduced  crack  in  marijuana  cigarettes,  called  “pri- 
me.” In  time,  crack  replaced  marijuana  as  a drug  of 
choice  because,  as  some  patients  commented,  crack  was 
easier  to  buy  than  marijuana,  and  pot  dealers  gradually 
changed  their  product  lines  exclusively  to  crack. 

The  case  of  an  asthmatic  patient  succumbing  to  sub- 
stance abuse,  and  described  in  this  issue  of  the  Journal  by 
Rao  et  al,  exemplifies  the  pervasive  nature  of  this  societal 
phenomenon. 2 

On  admission  to  the  emergency  room,  the  patient  pre- 
sented a history  of  both  asthma  and  crack  use.  Left  unan- 
swered is  whether  the  patient’s  clinical  history  of  chronic 
asthma  had  been  affected  by  gateway  drugs  prior  to  his 
initial  presentation  to  the  emergency  room.  If  the  patient 
were  a “typical”  crack  user,  it  is  likely  that  he  had  abused 
other  substances  before  his  first  use  of  crack.  An  impor- 
tant clinical  question,  though  only  speculation,  is  whether 
diagnosis  of  a substance  abuse  disorder  and  effective  in- 


tervention would  have  altered  the  patient’s  clinical  course. 
Should  clinicians  who  are  managing  an  asthmatic  on  an 
outpatient  basis  order  a urine  drug  screen  with  the  same 
regularity  as  a complete  blood  count,  urinalysis,  electro- 
cardiogram, or  chemical  profile?  Though  the  outpatient 
management  of  this  patient  is  not  included  in  and  is  not  a 
focus  of  this  discussion,  that  clinical  history  must  dictate 
laboratory  investigation  remains  the  rule. 

This  case  reported  by  Rao  et  aP  also  raises  many  dis- 
turbing, although  scarcely  investigated,  possibilities  of 
drug  interactions.  What  are  the  significant  clinical  ramifi- 
cations of  interactions  between  cocaine  and  routinely  em- 
ployed asthma  medications;  between  cocaine  and  cardiac 
medications  or  anesthesia?  Is  the  cocaine  abusing  patient 
at  a higher  risk  for  even  minor  medical  or  surgical  proce- 
dures? 

Perhaps  had  the  patient’s  cardiac  or  pulmonary  pathol- 
ogy, been  greater,  hospital  admission  would  have  been 
warranted,  thus  protecting  him  from  his  behavioral  pa- 
thology, behavior  that  resulted  in  his  terminal  presenta- 
tion to  the  emergency  room. 

This  case  report  adds  to  the  growing  body  of  knowledge 
of  the  effects  of  cocaine  on  medical  disorders.  The  ripples 
of  cocaine  use  have  affected  or  produced  psychiatric,  car- 
diac, pulmonary,  neurological,  renal,  gastrointestinal,  ob- 
stetrical-gynecological, infectious,  and  surgical  disorders.^ 

Clearly,  clinical  investigation  (history,  physical  exami- 
nation, and  laboratory  data)  and  medical  treatment  of 
substance  abuse  disorders  are  called  for.  The  patient’s  his- 
tory of  a substance  abuse  disorder  is  a significant  clinical 
finding,  and  substance  use  cannot  be  easily  dismissed  as 
within  normal  limits  without  further  exploration. 

Substance  abuse  disorders  are  a chronic,  progressive 
disease — a primary  disease — and  not  a symptom  of  an  un- 
derlying emotional  or  physical  problem.  A generation  of 
American  history  and  the  case  report  of  a cocaine-depen- 
dent  patient  who  was  also  an  asthmatic  attest  to  this  fact. 
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Syphilis  among  parturients  at  an  inner  city  hospital: 
Association  with  cocaine  use  and  implications  for  congenital 

syphilis  rates 

Deepak  Nanda,  md;  Joseph  Feldman,  drph;  Isaac  Delke,  md;  Shobha  Chintalapally,  md; 

Howard  Minkoff,  md 


ABSTRACT.  The  frequency  of  positive  cord  biood  rapid 
piasma  reagin  (RPR)  tests  among  newborns  at  an  inner  city 
hospital  and  associations  with  maternal  cocaine  use,  prena- 
tai  care,  and  adequacy  of  syphiiis  therapy  were  retrospec- 
tiveiy  assessed.  The  incidence  of  positive  cord  blood  RPRs 
increased  from  1.1%  of  all  live  births  in  1985  to  3.4%  in 
1988.  In  1987,  98  babies  were  born  with  positive  cord  biood 
RPRs;  86  of  their  charts  were  avaiiabie  for  review.  Four  in- 
fants had  faise  positive  RPRs,  and  one  patient  deiivered 
twins,  ieaving  81  mothers  who  could  be  evaluated.  Almost 
37%  of  these  patients  had  had  no  prenatal  care.  More  than 
55  % had  inadequate  or  no  therapy  for  syphilis.  Of  these,  only 
17.4%  had  prenatal  care.  Slightly  more  than  40%  of  patients 
acknowledged  using  drugs  during  pregnancy,  87.9%  of 
whom  used  cocaine.  Among  the  patients  who  used  drugs, 
75.8%  received  no  prenatal  care,  in  contrast  to  10.4%  of 
mothers  who  did  not  use  drugs  (p  < 0.001).  It  appears  that 
drug  use,  particularly  use  of  cocaine,  is  associated  with  iow 
levels  of  utilization  of  prenatai  services  and  inadequate  ther- 
apy for  syphilis.  This  may  iead  to  increased  risk  of  congenital 
syphilis  in  newborns. 

(NY  State  J Med  1990;  90:488-490) 

Syphilis  continues  to  grow  as  a public  health  problem  de- 
spite national  efforts  to  control  its  spread.  Although  syph- 
ilis is  easily  diagnosed  and  treated,  recent  reports  have 
documented  a progressive  increase  in  its  incidence,  partic- 
ularly among  minority  women. 

The  increased  incidence  of  syphilis  among  women  of 
child-bearing  age  has  been  reflected  in  a concurrent  rise  in 
the  incidence  of  congenital  syphilis.  The  number  of  re- 
ported cases  of  congenital  syphilis  in  the  United  States 
increased  four-fold  between  1985  and  1987,-  with  681 
cases  being  reported  to  the  Centers  for  Disease  Control 
(CDC)  in  1987.  Reports  of  congenital  syphilis  have  ap- 
peared from  many  other  parts  of  the  industrialized 
world. 

Congenital  syphilis  is  linked  to  factors  associated  with 
both  sexually  transmitted  diseases  and  underutilization  of 
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medical  care  services  by  women.  Among  these  factors  are 
youth,  race  (black),  and  residence  in  areas  endemic  for 
congenital  syphilis  such  as  New  York  City,  Florida,  Tex- 
as, and  California.^  Drug  use  may  also  be  linked  to  syphi- 
lis in  women,  and  the  CDC  has  made  determination  of  the 
relationship  of  syphilis  to  illegal  drug  use  a research  priority.^ 
Many  patients  receiving  care  at  the  Kings  County  Hos- 
pital Center  (KCHC),  a 1,200-bed  municipal  hospital  in 
Brooklyn,  NY,  are  poor  minority  women  who  receive  late 
or  no  prenatal  care.  A high  incidence  of  “crack”  (alkaloi- 
dal  cocaine)  use  among  women  with  no  prenatal  care  has 
recently  been  documented  in  this  population.^  According- 
ly, we  hypothesized  a high  prevalence  of  syphilis  in  preg- 
nant women  as  well  as  a high  risk  for  congenital  syphilis 
among  newborns  at  KCHC,  and  we  undertook  a prelimi- 
nary evaluation  of  the  association  between  illicit  drug  use 
and  syphilis  as  suggested  by  the  CDC. 

The  objectives  of  this  cross-sectional  study  were  to  esti- 
mate the  prevalence  of  syphilis  among  parturients  at  an 
inner  city  hospital,  to  determine  how  often  syphilis  had 
been  adequately  treated,  and,  most  importantly,  to  ascer- 
tain the  relationship  between  syphilis  and  the  use  of  co- 
caine. Finally,  the  utilization  of  prenatal  care  services  by 
patients  with  syphilis  was  evaluated  and  an  attempt  was 
made  to  determine  the  implications  for  congenital  syphilis 
rates. 

Patients  and  Methods 

A cross-sectional  study  of  the  medical  records  of  live  born  in- 
fants with  positive  cord  blood  rapid  plasma  reagin  (RPR)  tests 
was  done  to  estimate  the  prevalence  of  congenital  syphilis.  All 
the  infants  were  born  at  Kings  County  Hospital  in  1987  (the  last 
year  from  which  most  charts  were  available  at  the  time  the  study 
was  undertaken).  Since  cord  blood  RPR  tests  detect  antibodies 
that  have  crossed  the  placenta,  and  these  tests  are  routinely  ob- 
tained on  all  patients  in  labor,  they  were  used  as  surrogate  mark- 
ers of  syphilis  among  parturients.  It  should  be  noted  that  some 
infants  with  negative  serologic  results  may  have  mothers  with 
positive  RPRs  who  would  be  missed  with  this  entry  criteria  (ie, 
false  negatives).  Only  cord  blood,  not  mother’s  blood,  however, 
was  routinely  sent  at  the  time  of  delivery  for  RPR  tests  during 
the  time  of  the  study.  The  mothers’  charts  were  reviewed  for  the 
prenatal  course,  drug  use  history,  and  adequacy  of  maternal 
syphilis  prenatal  treatment.  Infants  with  congenital  syphilis  were 
classified  according  to  the  CDC  criteria. 

All  positive  RPR  tests  were  confirmed  by  a fluorescent  trepo- 
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nema  antibody  absorption  test  (FTA-ABS).  All  mothers  who  re- 
ceived treatment  less  than  that  recommended  by  the  CDC  for 
syphilis  in  pregnancy — single-dose  treatment  in  mothers  with 
syphilis  of  unknown  duration* — were  considered  to  have  received 
inadequate  care,  and  their  children  therefore  fulfilled  the  criteria 
for  CDC  category  2,  “compatible  case  of  syphilis.” 

The  association  of  intravenous  and  crack  drug  use  and  syphilis 
was  determined  by  a case  controlled  comparison  in  which  drug 
use  among  controls  was  estimated  from  medical  records.  It  is 
policy  to  inquire  routinely  about  drug  use  at  the  time  of  delivery. 
Similarly,  among  mothers  with  syphilis,  drug  use  was  deter- 
mined by  history  at  the  time  of  admission.  Among  both  case  and 
control  patients,  in  instances  in  which  a negative  history  was  ob- 
tained but  drug  use  was  strongly  suspected  (eg,  a symptomatic 
newborn),  urine  toxicology  studies  were  done. 

The  number  of  children  born  with  positive  cord  blood  RPRs  in 
each  year  from  1985  to  1988  was  examined  to  assess  recent 
trends.  Data  on  stillbirths  were  collected,  but  the  information 
available  was  incomplete,  and  as  a result  they  were  not  included 
in  the  analysis.  Although  five  mothers  who  had  stillbirths  did 
have  positive  serologies,  there  was  no  way  to  confirm  if  syphilis 
was  the  cause  of  stillbirth. 

All  statistical  tests  were  exactly  estimated  for  sample  size  less 
than  40.  The  Wilcoxan  rank  sum  test  adjusting  for  ties  was  used 
to  assess  the  significance  of  the  trend  in  syphilis  over  time.  The 
Fisher  exact  test  was  used  to  assess  the  significance  of  contingen- 
cy tables.  Odds  ratios  were  computed  based  on  hypersegmentric 
probabilities.  The  actual  computations  were  done  on  a micro- 
computer using  StatXact  (statistical  software  for  exact  non- 
parametric  inference;  Cytel  Software  Corp,  Cambridge,  Mass). 

Results 

The  number  of  live  births  at  the  study  site  between  1 985  and  1 988 
and  the  percentage  with  positive  cord  RPRs  is  shown  in  Figure  1 . 
There  was  an  increasing  trend  in  the  percentage  of  positive  cord 
RPRs  from  1.1%  in  1985  to  3.4%  in  1988  (p  < 0.001,  Wilcoxan  rank 
sum  test).  In  1987  (the  study  year),  98  infants  were  born  with  posi- 
tive cord  serologic  findings.  Medical  records  were  available  for  re- 
view for  86  patients.  Of  these,  four  patients  had  negative  fluorescent 
titer  antibody  tests  and  were  excluded  from  analysis.  One  mother 
had  delivered  twins,  leaving  8 1 mothers  and  82  babies  for  final  anal- 
ysis. 

Of  the  81  mothers,  30  (36.58%)  had  no  prenatal  care,  and  38 
(46.34%)  had  had  at  least  one  prenatal  visit,  either  at  KCHC,  its 
affiliated  satellite  institution,  or  at  an  unaffiliated  institution.  In  the 
remaining  13  cases  (17.07%),  information  on  care  status  was  not 
available  from  the  charts. 

In  the  case  eomparison  regarding  drug  use,  33  of  the  81  study 
patients  (40%)  acknowledged  using  drugs  during  pregnancy  (crack 
cocaine/intravenous  drugs)  compared  to  6%  of  the  4,920  patients 
who  delivered  at  KCHC  in  1987  {p  < 0.001).  Table  I shows  that  the 
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FIGURE  1 . Incidence  of  positive  cord  serologies  in  infants.  Kings  County 
Hospital  Center,  New  York  City. 


TABLE  I.  Mothers  with  Positive  Rapid  Piasma  Reagin  Test 
in  Association  with  Drug  Use,  Kings  County  Hospital  Center, 
New  York  City,  1987 


Drug 

RPR  Positive 

Control 

Odds 

95%  Confidence 

Use 

Number 

(%) 

Number 

(%) 

Ratio 

Interval 

Yes 

33 

40.2 

295 

6.0 

10.8 

6.8-17.1 

No 

48 

59.8 

4,625 

94.0 

Total 

81 

4,920 

likelihood  of  a mother  with  positive  RPR  using  drugs  was  more  than 
ten  times  greater  than  for  other  mothers.  Twenty-nine  of  33  (87.9%) 
mothers  who  acknowledged  drug  use  used  crack  or  other  forms  of 
cocaine,  and  four  patients  admitted  to  current  or  past  intravenous 
drug  use. 

Among  the  patients  who  admitted  to  using  drugs  (N  = 33),  25 
(75.8%)  received  no  prenatal  care,  compared  to  only  10%  of  48 
mothers  who  did  not  use  drugs  {p  < 0.001,  Table  II).  A non-drug 
user  was  more  than  30  times  (95%  confidence  interval,  8.2-122.9) 
more  likely  to  have  received  prenatal  care  than  a drug  user.  Even  the 
minimal  estimate  showed  an  eight-fold  difference  in  likelihood  of 
prenatal  care  between  drug  users  and  nonusers.  Similarly,  drug  us- 
age was  four  times  more  likely  among  parturients  (N  = 38)  with 
either  no  therapy  or  inadequate  therapy  for  syphilis  {p  < 0.001 , Ta- 
ble II),  compared  to  the  3 1 patients  with  adequate  therapy  (therapy 
described  below).  All  24  of  the  drug-using  patients  with  inadequate- 
ly treated  syphilis  admitted  to  using  crack  or  other  forms  of  cocaine 
during  pregnancy.  Among  parturients  with  no  prenatal  care  whose 
infants’  diagnosis  was  “compatible  with  congenital  syphilis,”  80% 
admitted  to  using  drugs  during  pregnancy. 

Adequate  information  was  available  from  charts  to  assess  treat- 
ment in  69  cases.  Of  these,  38  mothers  (39  infants)  received  either 
no  therapy  or  inadequate  therapy.  Using  these  mothers  as  a minimal 
estimate,  at  least  0.8%  (38/4,920)  of  all  infants  born  at  KCHC  in 
1987  were  born  with  the  potential  of  having  congenital  syphilis  due 
to  inadequate  maternal  treatment.  Twenty-six  of  the  38  mothers  had 
positive  serologic  findings  with  no  prenatal  care  or  treatment,  while 
the  other  12  patients  had  some  prenatal  care  but  received  inade- 
quate or  suboptimal  treatment.  Five  of  these  1 2 had  syphilis  of  inde- 
terminate duration  and  had  received  inadequate  therapy  (one  dose 
of  bezathine  penicillin).  These  five  patients  had  had  only  one  prena- 
tal visit  late  in  the  third  trimester.  An  additional  patient  was  treated 
with  oral  erythromycin  because  of  penicillin  allergy.  Of  the  remain- 
ing six  patients,  two  had  non-reactive  RPRs  in  clinic,  were  not  re- 
tested later  in  pregnancy,  and  had  positive  tests  at  the  time  of  deliv- 
ery; two  had  rising  titers  despite  treatment;  one  had  prenatal  care  at 
another  institution  but  had  no  history  of  syphilis  or  treatment  during 
pregnancy;  and  one  failed  to  register  a drop  in  titer  despite  treatment 
in  the  second  trimester  and  delivered  an  infant  with  a maculopapu- 
lar  rash.  For  thirty-one  (44.9%)  infants,  the  available  data  suggested 
that  the  mother  had  received  adequate  therapy. 


TABLE  II.  Effect  of  Drug  Use,  Prenatal  Care,  and  Maternal 
Treatment  for  Syphilis,  Kings  County  Hospital  Center,  New 
York  City,  1987 


No  Drug 

95% 

Prenatal 

Drug  Use 

Use 

Odds 

Confidence 

Care 

(N) 

(%) 

(N) 

(%) 

Total 

Ratio 

Interval 

Yes 

5 

15.2 

32 

66.7 

37 

32.0 

8.2-122.9 

No 

25 

75.8 

5 

10.4 

30 

Treatment 

for  Syphilis 

Yes 

9 

29 

22 

71 

31 

4.2 

1.5-11.8 

No 

24 

63.2 

14 

36.8 

38 
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The  39  children  of  the  38  mothers  with  inadequate  or  no  therapy 
fulfill  CDC  criteria  for  cases  “compatible  with  congenital  syphilis” 
(a  reactive  serologic  test  for  syphilis  in  an  infant  whose  mother  had 
syphilis  during  pregnancy  and  was  not  adequately  treated  regardless 
of  symptoms  in  the  infant).  Eight  of  the  39  infants  with  a diagnosis 
“compatible  with  congenital  syphilis”  had  syphilitic  stigmata  (three 
had  maculopapular  rash,  one  had  keratitis  which  in  the  absence  of 
other  possible  etiologic  causes  was  presumed  to  be  syphilitic,  three 
had  hepatosplenomegaly,  and  two  had  periostitis).  No  confirmed 
cases  of  congenital  syphilis  were  reported,  as  dark-field  examination 
and  special  tissue  stains  were  not  performed. 

Discussion 

This  study  demonstrates  a marked  increase  (>300%)  in 
the  incidence  of  positive  cord  blood  tests  for  syphilis 
among  infants  born  in  an  inner  city  hospital  in  New  York 
City  over  the  last  four  years.  This  has  occurred  at  a time 
when  several  areas  of  the  country  are  in  the  midst  of  an 
epidemic  of  primary  and  secondary  syphilis.'-^  Although 
the  study  design  limits  our  ability  to  estimate  a specific 
untreated,  infectious  syphilis  rate  (retrospective  review 
with  incomplete  documentation  of  information),  a large 
number  of  infected,  untreated  parturients  have  been  not- 
ed. Excluding  missing  records  and  infected  mothers  of 
children  with  negative  RPRs,  it  was  still  found  that  0.8% 
of  live  births  occurred  among  women  with  untreated  or 
inadequately  treated  syphilis.  This  compares  to  a national 
incidence  of  syphilis  of  0.015%.^  Historically,  each  surge 
in  the  incidence  of  syphilis  among  women  is  succeeded  by 
an  increase  in  the  incidence  of  congenital  syphilis.  Since 
confirmed  cases  of  congenital  syphilis  are  associated  with 
perinatal  mortality  rates  as  high  as  40%,'  and  since  a rap- 
id increase  in  the  number  of  exposed  infants  is  occurring, 
the  data  presented  in  this  study  suggest  that  attention  and 
resources  may  need  to  focus  once  again  on  syphilis. 

Previous  studies  have  shown  that  a lack  of  prenatal  care 
is  linked  to  congenital  syphilis. ^ One  earlier  study  noted 

that  40%  of  patients  who  delivered  babies  with  congenital 
syphilis  had  had  no  prenatal  care,^  and  Mascola  et  al'° 
reported  that  62%  of  mothers  of  children  with  congenital 
syphilis  in  a Texas  hospital  had  had  no  prenatal  care.  Six- 
ty-eight percent  of  mothers  whose  children  had  a diagno- 
sis “compatible  with  congenital  syphilis”  in  the  study  pre- 
sented here  had  had  no  prenatal  care.  Overall,  among 
women  whose  children  had  positive  cord  blood  RPRs,  only 
44.9%  of  the  patients  evaluated  had  received  adequate 
treatment  for  syphilis. 

Perhaps  the  most  significant  and  worrisome  finding  is 
the  association  between  the  epidemic  of  congenital  syphi- 
lis and  the  use  of  crack  and  other  forms  of  cocaine  which 
are  becoming  epidemic  in  the  nation’s  inner  cities.  Previ- 
ous studies  have  shown  that  4%  of  parturients  at  KCHC 
acknowledge  using  crack  cocaine.^  In  this  study,  63.1%  of 
mothers  at  the  same  institution  whose  infants  had  a diag- 
nosis “compatible  with  congenital  syphilis,”  admitted  to 
the  use  of  crack  or  other  forms  of  cocaine.  Most  impor- 
tantly, of  those  mothers  who  had  had  no  prenatal  care, 
80.8%  acknowledged  using  either  crack  or  other  forms  of 
cocaine  and  since  urine  toxicologies  were  not  routinely  ob- 
tained, that  number  may  understate  the  actual  incidence 


of  illicit  drug  use.  Previous  data  from  this  institution  have 
shown  that  65%  of  parturients  acknowledging  crack  use 
had  had  no  prenatal  care.^  Therefore,  it  is  reasonable  to 
conclude  that  drug  use  is  contributing  to  the  failure  to 
provide  adequate  therapy  to  pregnant  women  with  syph- 
ilis. 

It  has  also  been  suggested  that  crack  use  contributes  to 
sexual  behavior  that  increases  the  possibility  of  contract- 
ing syphilis.  In  January  1988,  the  CDC  reported  that  an- 
ecdotal reports  of  interviews  with  prostitutes  indicated 
that  prostitution  involving  the  exchange  of  sex  for  drugs 
might  be  linked  to  outbreaks  of  syphilis."  Thus,  the  in- 
creasing use  of  cocaine,  with  its  dual  effects  on  syphilis 
(increased  acquisition,  decreased  care  and  opportunity  for 
treatment),  has  ominous  prognostic  significance  for  con- 
genital syphilis  rates. 

Twelve  of  the  patients  in  this  study  had  had  prenatal 
care  and  still  delivered  infants  who  were  classified  as 
“compatible  with  congenital  syphilis.”  As  stated  above, 
five  patients  had  only  one  prenatal  visit  and  received  only 
one  dose  of  benzathine  penicillin  just  prior  to  delivery, 
which  is  not  the  recommended  treatment  regimen.  Fur- 
ther, it  has  been  reported  that  even  adequate  therapy  late 
in  the  third  trimester  is  associated  with  treatment  fail- 
ures.'^ Again,  inadequate  utilization  of  health  care  ser- 
vices contributed  to  the  infants’  risk.  In  the  remaining 
cases,  care  providers’  error  may  have  contributed  to  the 
outcomes,  since  there  was  a failure  to  follow  established 
re-screening  protocols  for  syphilis  in  pregnancy. 

However,  even  with  the  rigorous  application  of  prenatal 
screening  programs  in  early  and  late  pregnancy,  only  a 
minority  of  cases  of  congenital  syphilis  will  be  prevented, 
since  only  a minority  of  infected  mothers  have  prenatal 
care.  Given  the  current  increase  in  drug  use,  which  re- 
duces utilization  of  prenatal  services  and  which  may  be 
associated  with  high  risk  behavior,  a continued  rise  in  the 
incidence  of  syphilis  among  parturients  in  New  York  City 
and  an  increasing  risk  of  congenital  syphilis  among  neo- 
nates may  be  anticipated. 
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The  prevalence  of  marijuana  (cannabis)  use  and  dependence 

in  cocaine  dependence 
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James  A.  Cocores,  md 


ABSTRACT.  In  a retrospective  and  prospective  study  using 
DSM-lll-R  criteria  for  substance  dependence  in  232  inpa- 
tients and  51  outpatients,  the  ciinical  suspicion  that  cocaine 
addicts  use  other  drugs  inciuding  marijuana  was  confirmed. 
As  many  as  53%  of  cocaine  addicts  diagnosed  by  DSM-lll-R 
criteria  for  cocaine  dependence  quaiified  for  a diagnosis  of 
cannabis  dependence.  The  reports  regarding  marijuana  and 
other  drug  dependence  among  cocaine  addicts  have  been 
few  and  inconclusive.  The  diagnosis  of  other  drug  use  and 
dependence  in  cocaine  dependence  has  importance  with  re- 
gard to  prognosis  and  treatment.  This  study  found  a high 
prevalence  of  marijuana  (cannabis)  dependence  in  patients 
with  cocaine  dependence. 

(NY  State  J Med  1990;  90:491-492) 

Cocaine  addicts  diagnosed  by  DSM-III-R  criteria  for  co- 
caine dependence  may  qualify  for  other  substance  depen- 
dence diagnoses.  The  reports  regarding  marijuana  (can- 
nabis) and  other  drug  dependence  among  cocaine  addicts 
are  few  and  inconclusive.'"^  Moreover,  the  diagnosis  of 
other  substance  use  and  dependence  in  cocaine  dependence 
has  an  important  impact  on  prognosis  and  treatment."* 

Since  most  cocaine  addicts  use  marijuana  prior  to  initi- 
ating cocaine  use,  some  may  qualify  for  a DSM-III-R  di- 
agnosis of  marijuana  dependence  prior  to  cocaine  use. 
Few  reports  have  provided  data  to  confirm  the  prevalence 
of  DSM-III-R  diagnosis  of  marijuana  dependence  in  co- 
caine addicts.^  Any  investigations  into  the  etiology,  natu- 
ral history,  and  treatment  of  cocaine  use  and  dependence 
and  related  consequences  may  be  severely  handicapped  by 
the  lack  of  inclusion  of  information  on  marijuana  use  and 
dependence. 

The  treatment  of  only  a single  drug  dependence  reduces 
the  probability  of  success.  Many  addicts  need  to  abstain 
from  all  potentially  addictive  drugs.  This  study  examines 
the  rate  of  DSM-III-R  diagnosis  of  marijuana  depen- 
dence among  persons  with  a diagnosis  of  cocaine  depen- 
dence. We  used  both  retrospective  and  prospective  meth- 
ods to  evaluate  232  inpatients  and  51  outpatients. 

Methods 

Three  separate  methods  of  study  consisting  of  retrospective 
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analysis  of  inpatients,  a prospective  analysis  of  inpatients,  and  a 
prospective  analysis  of  outpatients  were  incorporated.  One  hun- 
dred fifty  patients  selected  for  the  retrospective  portion  of  the 
study  were  consecutively  discharged  in  a six-month  period  from 
July  to  December  1986.  The  patients  had  received  treatment  in 
two  different  inpatient  drug  units  with  similar  programs.  All  of 
these  patients  had  received  the  diagnosis  of  cocaine  dependence. 
The  prospective  inpatient  study  included  82  patients  consecu- 
tively admitted  for  evaluation  and  treatment  in  an  inpatient  drug 
treatment  unit  during  a six-month  period  from  April  through 
September  1987.  The  prospective  outpatient  study  included  51 
patients  who  were  consecutively  admitted  for  outpatient  treat- 
ment of  cocaine  dependence. 

All  diagnoses  in  this  study  were  derived  from  DSM-IIl-R  cri- 
teria in  a structured  diagnostic  interview  by  a psychiatrist  for 
substance  dependence.  Other  diagnoses  in  addition  to  the  diag- 
nosis of  cocaine  dependence  were  recorded  for  all  283  patients. 
Age,  sex,  employment  status,  marital  status,  medical  problems, 
and  prescribed  medications  were  noted.  The  age  of  onset  of  first 
use  of  cocaine  and  marijuana  was  determined  when  possible.  The 
data  were  collected  and  analyzed  by  individuals  other  than  the 
psychiatrist  who  determined  the  diagnoses. 

Results 

In  the  retrospective  study  of  150  consecutive  patients  selected 
with  a DSM-III-R  diagnosis  of  cocaine  dependence,  15  (17%)  were 
diagnosed  as  having  cocaine  dependence  only.  An  additional  79 
(53%)  patients  with  cocaine  dependence  fulfdled  DSM-llI-R  crite- 
ria for  cannabis  dependence  (Table  I).  The  age  of  onset  of  marijuana 


TABLE  I.  Current  Diagnoses 


Study 

Group 

N 

Mean  Age 
(yr) 

Cocaine 

Dependence 

Alone 

N 

Cocaine  and 
Cannabis 
Dependence 
N 

Retrospective 

inpatients 

Male 

118  (79%) 

28.3 

15 

66 

Female 

32  (21%) 

26.0 

10 

10 

Total 

150 

25  (17%) 

76  (53%) 

Prospective 

inpatients 

Male 

65  (79%) 

36.5 

4 

15 

Female 

17  (21%) 

39.2 

2 

11 

Total 

82 

6 (7%) 

26 (46%) 

Prospective 

outpatients 

Male 

39  (76%) 

31.9 

2 

21 

Female 

12 (24%) 

26.8 

1 

5 

Total 

51 

3 (6%) 

26(51%) 
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use  was  earlier  than  for  cocaine  use  by  six  to  seven  years  on  the 
average  for  both  sexes  (Table  I). 

In  the  prospective  inpatient  study,  of  the  82  consecutive  admis- 
sions to  the  inpatient  drug  unit,  65  (79%)  were  male  and  17  (21%) 
were  female.  When  the  index  diagnosis  was  taken  as  cocaine  depen- 
dence (36  patients),  15  (42%)  of  the  patients  with  cocaine  depen- 
dence fulfilled  DSM-III-R  criteria  for  cannabis  dependence.  The 
age  of  onset  of  first  drug  use  was  15.8  years  for  marijuana  and  19.9 
years  for  cocaine  (Table  I). 

In  the  prospective  outpatient  study,  there  were  5 1 consecutive  ad- 
missions to  the  outpatient  treatment  program  with  the  diagnosis  of 
cocaine  dependence;  three  (6%)  had  a diagnosis  of  cocaine  depen- 
dence alone,  and  26  (51%)  of  the  patients  with  the  diagnosis  of  co- 
caine dependence  fulfilled  DSM-lII-R  criteria  for  cannabis  depen- 
dence (Table  I). 

The  inpatient  and  outpatient  populations  were  similar  for  patterns 
of  drug  use.  The  majority  of  the  patients  had  administered  the  co- 
caine intranasally  (90%);  smoking  freebase  cocaine  was  much  less 
common  (9%);  and  the  intravenous  route  was  used  by  only  1%.  The 
average  amount  and  frequency  of  cocaine  used  was  1 to  2 grams  per 
day  for  three  to  four  days  per  week.  The  average  amount  and  fre- 
quency of  marijuana  used  was  one  to  three  cigarettes  (joints)  per  day 
for  three  to  four  days  per  week. 

The  reasons  most  commonly  given  for  the  use  of  marijuana  were 
to  “come  down”  or  “sedate”  cocaine-induced  anxiety,  to  relieve  the 
cocaine-induced  “depression,”  to  use  as  a substitute  when  cocaine 
was  not  available,  and  to  use  marijuana  as  the  “drug  of  choice”  or 
primary  drug. 

The  majority  of  the  patients  were  white  (90%),  employed,  and 
middle  class.  About  50%  were  married. 

Discussion 

The  retrospective  inpatient,  prospective  outpatient,  and 
prospective  inpatient  methods  of  study  yielded  rates  of 
marijuana  (cannabis)  dependence  of  53%,  42%,  and  51%, 
respectively,  among  patients  who  had  received  the  diagno- 
sis of  cocaine  dependence.  A majority  of  the  patients  had 
entered  the  hospital  with  some  insight  and  acceptance  of  a 
cocaine  problem  but  tended  to  deny  a marijuana  problem. 
The  diagnosis  of  marijuana  dependence  was  often  ob- 
tained in  the  structured  interview  and  was  not  volunteered 
by  the  patient  prior  to  admission  for  a cocaine  problem. 

The  patient  population  is  representative  of  a suburban, 
middle-class,  predominately  white,  intranasal-using  sub- 
stance abuser.  Further  research  is  needed  to  determine  if 
this  prevalence  rate  of  cannabis  use  applies  to  a population 
of  urban,  black,  freebase-using  patients.  Other  survey 
data  suggest  that  cannabis  use  is  high  among  young,  ur- 
ban cocaine  addicts.'-^ 

The  need  to  identify  marijuana  use  and  dependence 


among  cocaine  addicts  is  crucial.  Cannabis  dependence 
has  its  own  medical,  psychiatric,  and  social  consequences, 
as  well  as  a natural  history  and  prognosis  that  require 
treatment. Cocaine  addicts  may  relapse  to  cocaine  use  if 
marijuana  is  used,  whether  in  an  addictive  or  nonaddictive 
manner.  The  treatment  for  cocaine  dependence  can  be 
similar  for  cannabis  dependence.  Abstinence,  group  and 
individual  therapy,  and  12-step  programs  are  effective  in 
the  treatment  of  both  cocaine  and  cannabis  depen- 
dence. 

More  studies  are  needed  to  confirm  the  high  prevalence 
of  cannabis  dependence  coexistent  with  cocaine  depen- 
dence. Marijuana  may  also  be  used  prior  to  and/or  con- 
currently with  other  drugs  such  as  alcohol.  The  diagnosis 
of  cannabis  dependence  is  common  among  heroin  ad- 
dicts.^ The  diagnosis  of  alcohol  dependence  among  co- 
caine addicts  may  be  high.^  The  large  number  of  cocaine 
addicts  who  have  the  additional  diagnoses  of  alcohol  and 
drug  dependence  is  an  important  finding.''^  This  multiple 
drug  dependence  in  the  same  addict  may  suggest  that  the 
vulnerability  to  one  drug  dependence  extends  to  other 
drug  dependencies,  and  that  the  treatment  of  all  forms  of 
drug  dependence  is  critical  to  outcome.  Further  support 
for  this  finding  could  affect  the  implementation  of  drug 
treatment  programs. 
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The  public  health  consequences  of  crack  cocaine 

LaClaire  Green  Bouknight,  md 


The  1980s  ushered  in  a new  era  in  the  world  of  illicit  drug 
use  across  America.  Cocaine  use,  which  had  grown  steadi- 
ly in  popularity  since  the  late  1960s,  exploded  in  the  mid- 
1980s  with  the  introduction  of  “crack” — smokable  co- 
caine. 

History 

The  history  of  cocaine  goes  back  at  least  to  500  ad, 
when  the  Peruvians  chewed  the  leaves  of  the  Erythoxylon 
coca  plant  for  energy.  Its  use  later  spread  to  Europe, 
where  it  was  added  to  wine  and  other  beverages.  Subse- 
quently, in  the  1800s,  cocaine  was  brought  to  the  United 
States,  where  it  was  added  to  patent  medicines.  After  re- 
strictive legislation  was  passed  regarding  the  use  and  sale 
of  cocaine,  the  drug  vanished  from  mainstream  America 
to  the  dens  of  the  underworld.  Amphetamines  became  the 
stimulant  of  choice  and  remained  so  until  their  use  be- 
came tightly  regulated.  Cocaine  re-emerged  in  the  1960s 
with  a new,  glamorous  image  as  the  drug  of  wealthy  jet- 
setters.  “Snorting”  (nasal  inhalation)  was  the  most  popu- 
lar route  of  administration,  but  “freebasing”  cocaine  to  a 
smokable  form  quickly  spread.  Freebasing,  however,  re- 
quired a volatile  solvent  (ether),  making  the  process  haz- 
ardous, until  the  discovery  of  another  smokable  form  of 
cocaine,  crack,  which  could  be  safely  made  using  baking 
soda.'  Widely  available  now,  small  crack  packets  may  be 
purchased  for  as  little  as  three  dollars. 

The  Seduction  of  Cocaine 

Cocaine’s  allure  is  its  powerful  euphoric  effect  which 
occurs  within  seconds  after  smoking  or  intravenous  use 
and  minutes  after  snorting.  The  user  feels  omnipotent,  as 
though  he/she  had  accomplished  a wonderful  feat,  such  as 
winning  several  Olympic  gold  medals.  There  is  a feeling  of 
increased  competence  and  elevated  self-esteem.  Cocaine, 
especially  smokable  cocaine,  is  highly  addicting  and  par- 
ticularly attractive  to  women  and  teenagers. 

Unfortunately,  due  to  cocaine’s  stimulant  qualities  and 
its  post-euphoric  depression,  cocaine  use  is  accompanied 
about  68%  of  the  time  by  other  drugs,  primarily  sedatives 
such  as  alcohol,  marijuana,  and  heroin.  Conversely,  co- 
caine is  used  by  heroin  addicts  to  treat  their  withdrawal 
symptoms.  The  simultaneous  injection  of  cocaine  and  her- 
oin is  called  “speed balling.”' 
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Morbidity  and  Mortality 

Cocaine  use  has  had  staggering  effects  on  morbidity 
and  mortality  in  urban  areas  across  the  country.  The  Drug 
Abuse  Warning  Network  (DAWN)  records  the  number 
of  emergency  room  visits  precipitated  by  drug  use.  Each 
such  visit  is  referred  to  as  a “mention.”  Cocaine  mentions 
in  Detroit,  Michigan,  increased  1 ,400%  from  1 982  to  1 987 
(Fig  1),  and  speedball  emergency  room  mentions  rose 
480%  during  the  same  time  period.  Treatment  admissions 
for  cocaine  in  Detroit  rose  4,000%  between  1982  and 
1987,  with  a steep  rise  in  1985  when  crack  hit  the  streets 
(Fig  2).  During  similar  time  periods,  cocaine  deaths  in 
Detroit  increased  by  1,400%  (Fig  3),  and  deaths  from 
speedballing  increased  900%  (Fig  3).  These  dramatic  in- 
creases have  been  accompanied  by  a 5.5-fold  increase  in 
homicide  victims  testing  positive  for  cocaine  (Fig  4),  as 
well  as  the  finding  that  53%  of  those  arrested  for  felonies 
have  cocaine  in  their  urine.  In  1987,  one  fifth  of  automo- 
bile accident  victims  and  one  fourth  of  suicide  victims  test- 
ed positive  for  cocaine.^ 

Sex  for  Drugs 

Marked  increases  in  the  incidence  of  sexually  transmit- 
ted diseases  (STDs)  parallel  widespread  crack  use  across 
the  country.  This  phenomenon  is  occurring  in  rural  as  well 
as  in  urban  areas. Between  1983  and  1987,  Michigan 
experienced  an  80-fold  increase  in  penicillin-resistant 
cases  of  gonorrhea.  These  cases  were  traced  to  “crack” 
house  sexual  activity.^  Increasing  numbers  of  cases  of  pri- 


FIGURE  1.  Cocaine  emergency  room  mentions  in  Detroit,  Michigan, 
1982-1987. 
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FIGURE  2.  Detroit  drug  treatment  admissions,  1 982- 1 988  ( 1 988  figures 
projected  from  six-month  data). 


mary  and  secondary  syphilis  nationwide  in  the  heterosex- 
ual population  are  clearly  having  an  impact  on  the  sky- 
rocketing numbers  of  cases  of  congenital  syphilis.  In  New 
York  City,  the  incidence  of  primary  and  secondary  syphi- 
lis in  women  rose  from  541  cases  in  1986  to  1,814  in  1988, 
while  the  number  of  congenital  syphilis  cases  rose  from  57 
to  357  during  the  same  time  period.^  In  1989,  New  York 
City  had  950  cases  of  congenital  syphilis  (personal  com- 
munication, New  York  City  Department  of  Health, 
March  1990).  A case  study  done  in  New  York  City  found 
that  28%  of  the  mothers  who  had  babies  with  congenital 


FIGURE  4.  Percent  of  homicide  victims  40  years  of  age  and  under  test- 
ing positive  for  cocaine,  1984-1987. 


syphilis  used  cocaine,  versus  6%  in  the  control  group.^  De- 
troit has  seen  an  increase  of  congenital  syphilis  cases  from 
zero  to  20  between  1984  and  1989.  All  of  the  mothers  of 
the  20  babies  with  congenital  syphilis  born  in  1989  were 
drug  users,  and  virtually  all  admitted  to  using  crack  co- 
caine (personal  communication,  Michigan  Department  of 
Public  Health,  February  1990).  Unfortunately,  congeni- 
tal syphilis  causes  significant  mortality  among  affected 
infants  and  this  only  compounds  the  infant  morbidity  and 
mortality  associated  with  perinatal  crack  use.^  * 

The  association  of  increased  STDs  in  crack  users  is  due 
in  part  to  the  phenomenon  of  trading  sex  for  drugs. 
Among  middle  class  adolescents  who  were  heavy  cocaine 
users,  60%  said  that  they  traded  sex  for  cocaine.^  Another 
study  of  adolescents  in  Oakland  and  San  Francisco,  Cali- 
fornia, found  that  25%  of  the  subjects  who  used  crack  ad- 
mitted to  exchanging  sexual  favors  for  drugs  or  money.'® 
Another  factor  in  the  association  of  STDs  and  cocaine  is 
that  cocaine,  particularly  in  lower  doses,  is  a libido  stimu- 
lant or  aphrodisiac  causing  prolonged  erection  in  men." 

The  Cocaine-AIDS  Connection 

Crack  use  appears  to  be  associated  with  human  imuno- 
deficiency  virus  (HIV)  infection  due  to  the  same  factors 
that  contribute  to  increased  STDs  among  crack  users. 
One  study  of  109  women  in  New  York  City  hospitalized 
for  pelvic  inflammatory  disease  showed  that  of  the  HIV- 
positive women,  87%  were  crack  users.  The  crack  users 
also  had  twice  as  many  sexual  partners  as  noncrack  us- 
ers.'^ Studies  have  shown  that  the  risk  of  HIV  transmis- 
sion rises  in  association  with  genital  ulcers  found  in  syphi- 
lis, herpes,  and  chancroid.  These  infections  are  increasing 
rapidly  among  cocaine  users. ^ 

Conclusions 

The  current  nationwide  epidemic  of  crack  cocaine  use  is 
having  a major  impact  on  public  health.  In  particular, 
California,  Florida,  New  York,  Pennsylvania,  and  Michi- 
gan have  noticed  significant  rises  in  crack  cocaine  related 
morbidity  and  mortality."*  Increases  in  the  incidence  of 
STDs  and  congenital  syphilis  are  most  striking.  The  latter 
trends  will  require  physicians  and  public  health  officers  to 
rethink  STD  prevention  and  treatment  strategies.  For  ex- 
ample, innovative  methods  for  helping  women  to  avail 
themselves  of  prenatal  care  are  clearly  needed.  Obstetri- 
cians need  to  increase  STD  surveillance,  testing  for  syphi- 
lis during  the  second  and  third  trimesters  and  at  delivery 
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in  high-risk  populations.'^  Most  essential,  however,  is 
available  and  accessible  long  term  treatment  for  crack  co- 
caine addiction. 
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FROM  THE  LIBRARY 


REPORT  ON  DRUG  ADDICTION  II 

In  1955  The  New  York  Academy  of  Medicine  issued  a comprehensive  report  on  drug  addiction.  Its 
main  themes  set  forth  the  two  most  potent  reasons  for  the  growth  and  spread  of  drug  addiction:  profit 
and  punishment. 

To  appreciate  fully  the  powerful  influence  of  profit  on  narcotics  addiction,  it  is  necessary  to  examine 
the  economics  of  narcotics.  Whether  recognizable  readily  or  less  obviously,  most  things  have  their 
financial  aspect.  It  is  equally  true  that  many  useful,  even  noble  things  are  corrupted.  With  this  perver- 
sion their  financial  aspect  may  take  a disproportionate  and  dominant  position.  Narcotics  are  a conspic- 
uous example.  Appropriately  used,  they  serve  important  medical  purposes.  Except  for  these  purposes, 
possession  or  purveyance  of  them  is  illegal.  Under  these  restrictions  they  have  become  debased  into  the 
product  of  a vicious  and  nefarious  business. 

Drug  addiction  is  a complex  condition  with  several  phases;  medical,  sociologic,  psychologic,  and 
economic.  In  this  constellation  it  would  be  a mistake  to  overlook  or  underestimate  the  powerful  econom- 
ic force  operating  in  drug  traffic.  Between  drug  addiction  and  drug  traffic  the  relation  is  an  interaction. 
In  a circular  arrangement  addiction  invites  and  supports  traffic;  in  turn,  traffic  enables  addiction  to 
endure.  It  is  obvious  that  if  there  were  no  addiction  there  would  be  no  traffic,  and  vice  versa. 

Profit.  Throughout  the  transactions  in  illegal  narcotics,  economic  factors  are  at  work.  Here  has 
grown  up  a sizable  enterprise  with  several  levels  of  employees  whose  combined  duty  is  to  purvey  narcot- 
ics illicitly  at  a price,  an  exorbitant  price.  Consequently,  many  consumers  under  the  compulsion  of  their 
habit  are  driven  to  engage  in  shady,  degrading,  illegal,  even  criminal  activities  to  obtain  money  or  its 
equivalent,  to  pay  for  their  supply. 

Why  should  anyone  want  to  operate  this  sordid,  illicit  business  in  narcotics?  For  the  same  reason  that 
persons  conduct  any  legitimate  business — profit.  Of  all  the  economic  elements,  profit  is  the  most  impel- 
ling. 

There  are  several  features  of  narcotics  traffic,  some  unique,  that  make  the  prospect  alluring.  Illicit 
business  usually  yields  extraordinarily  high  profits.  In  the  illicit  sales  of  narcotics,  these  already  swollen 
profits  on  occasion  expand  further.  The  more  vigorous  the  police  action  against  illicit  traffic,  with  the 
consequently  greater  risk,  the  higher  the  price  of  the  product  and  the  greater  the  profit.  In  addition,  the 
very  nature  of  narcotics’  effects  virtually  ensures  endless  repeat  sales.  Finally,  whether  by  accident  or 
design,  another  development  has  added  a particularly  vile  and  despicable,  but  again  highly  profitable, 
note  to  an  already  sordid  and  contemptible  racket.  Cultivation  of  juveniles  and  teenagers  or  pandering 
to  their  inclinations  opens  a “dream”  market  of  lifetime  sales. 

Thus,  profit  is  one  of  the  most  potent  influences  that  perpetuate  addiction  and  allow  it  to  spread.  If 
purveyance  of  narcotics  were  not  profitable,  it  is  doubtful  that  the  syndicates  would  remain  in  the 
business.  With  no  supply,  addiction  would  cease.  Thus,  traffic  and  addiction  maintain  each  other  be- 
cause of  one  very  important  economic  factor — profit.  . . . 

THE  NEW  YORK  ACADEMY  OF  MEDICINE 
Committee  on  Public  Health 
{NY State  J Med  1963;63:1977-2000) 
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POSITION  PAPER 


Position  paper  of  the  Associated  Medical  Schools  of 
New  York  on  HIV  testing  and  access  to  treatment 


Through  its  committee  on  the  acquired  immunodefi- 
ciency syndrome  (AIDS),  the  Associated  Medical 
Schools  of  New  York  (AMS)  has  monitored  this  unfold- 
ing epidemic  and  has  conferred  with  public  health  offi- 
cials to  determine  how  the  state’s  medical  schools  can 
serve  as  a resource  for  the  state  and  New  York  City.  In 
1988,  AMS  contributed  to  the  public  dialogue  on  the  re- 
sponsibility of  physicians  to  treat  AIDS  patients  when  it 
became  the  only  major  medical  organization  to  take  the 
position  that  dismissal  should  be  considered  as  a sanction 
in  the  event  a medical  school  faculty  member,  resident,  or 
student  refused  to  treat  an  AIDS  patient.  The  organiza- 
tion has  also  actively  supported  state  legislation  assuring 
confidentiality  for  those  testing  positive  for  HIV  and  its 
members  have  been  in  the  forefront  of  those  urging  the 
federal  government  to  continue  to  provide  assurance  that 
no  one  would  be  denied  treatment  for  AIDS  because  of 
financial  barriers. 

In  this  statement,  AMS  addresses  the  difficult  and 
emotional  issues  of  testing  and  reporting  of  AIDS  infor- 
mation, along  with  access  to  care  and  confidentiality.  Un- 
dergirding the  AMS  position  are  data  on  the  continued 
acceleration  of  the  epidemic  and  growing  evidence  of  the 
efficacy  of  treatment  modalities,  most  notably  zidovudine 
(AZT)  and  pentamidine.  The  New  York  City  Depart- 
ment of  Health  has  estimated  the  number  of  infected  indi- 
viduals in  New  York  City  at  200,000.  The  actual  cumula- 
tive caseload  in  New  York  City  is  21,000.  The  New  York 
City  AIDS  Task  Force  estimates  that  this  will  triple  to 
about  64,000  by  the  end  of  1993,  with  as  many  as  50,000 
succumbing  to  the  disease. 

Of  growing  concern  is  the  impact  of  AIDS  on  infants 
and  newborns.  The  New  York  City  Health  and  Hospitals 
Corporation  (HHC)  provides  data  on  what  it  perceives  to 
be  the  increasing  impact  of  AIDS  on  women  and  children. 
Noting  that  the  majority  of  pediatric  AIDS  cases  arise 
from  infection  passed  from  mother  to  infant,  HHC  esti- 
mates that,  of  200,000  intravenous  (IV)  drug  users  in 
New  York  City,  approximately  60,000  are  women  of 
childbearing  age.  An  estimated  40-60%  of  IV  drug  users 
are  HIV  infected.  HHC  further  estimates  that  women, 
infected  as  IV  drug  users  or  as  partners  of  infected  men, 
will  account  for  an  increasing  share  of  new  AIDS  cases  as 
well,  and  the  New  York  City  Department  of  Health  pro- 
jects an  increase  in  the  share  from  16%  in  1988  to  21%  in 
1993.' 

Clearly,  the  potential  for  a frightening  acceleration  in 
the  number  of  babies  born  HIV  positive  is  clear.  For  that 
reason,  evidence  of  the  effectiveness  of  treating  AIDS  in 
infancy  and  early  childhood  takes  on  major  significance. 
In  studies  reported  by  Dr  Philip  Pizzo  of  the  Pediatric 


Branch  of  the  National  Cancer  Institute,  treatment  with 
AZT  resulted  in  significant  improvement  in  several 
AIDS-related  symptoms  in  children.^  Underscoring  the 
potential  problem  in  children.  Dr  Pizzo  cites  projections 
by  some  authorities  that  in  coming  years  AIDS  will  be 
detected  in  as  many  as  10,000  to  20,000  children. ^ Much 
still  needs  to  be  learned  about  the  most  appropriate  time 
to  begin  treatment  and  about  the  optimal  regimen. 

Recent  attention  has  been  paid  to  the  increasing  preva- 
lence of  AIDS  among  adolescents.  Recently,  Dr  Jody  W. 
Zylke  cited  1988  data  from  the  Centers  for  Disease  Con- 
trol showing  that  the  proportion  of  AIDS  attributed  to 
heterosexual  activity  was  higher  than  for  other  age 
groups.^  She  quoted  Dr  Karen  Hein,  Director  of  the  Ado- 
lescent AIDS  Program  at  Montefiore  Medical  Center, 
who  cited  statewide  data  showing  that  the  number  of 
HIV-positive  infants  born  to  adolescent  mothers  has  sky- 
rocketed, going  from  ten  infants  recorded  in  a recent  12- 
month  period  to  88  during  the  following  12  months.  In 
addition,  noting  the  difference  in  the  male-to-female  ratio 
among  adolescents  in  New  York  City,  she  notes  that  for 
adults  it  is  7:1  and  for  adolescents,  2.9:1.^  Finally,  she  not- 
ed that  the  HIV  positive  rate  among  1,500  homeless  and 
runaway  young  people  at  Covenant  House  in  New  York 
City  in  a recent  study  was  7%  among  adolescents  and  16% 
among  1 8-20-year-olds. ^ 

These  data  make  it  clear  that  the  ability  to  identify  high 
risk  mothers  and  infants  and  to  diagnose  the  presence  or 
absence  of  HIV  infection  accurately  is  an  extremely  im- 
portant goal.^ 

Data  on  the  implications  of  early  intervention  for  all 
age  groups  were  reported  by  Arno  et  al."*  The  authors  con- 
cluded as  follows: 

The  development  of  early  diagnostic  and  therapeutic  care  for 
asymptomatic  HIV  disease  has  already  begun,  and  we  believe 
the  trend  will  continue.  The  need  to  think  about  the  implications 
of  early  intervention  on  the  provision  of  care  should  not  wait  until 
research  has  achieved  its  goal,  but  rather  should  proceed  with  the 
expectation  that  greater  pharmacologic  success  will  eventually 
be  with  us. 

Despite  its  promise,  the  epidemiology  of  HIV  infection  sug- 
gests that  there  is  a limited  window  of  opportunity  in  which  to 
provide  early  intervention  to  many  of  those  carrying  the  virus. 
Data  from  the  Hepatitis  B Cohort  Study  in  San  Francisco  indi- 
cate that  cumulative  progression  to  AIDS  increases  from  1 5%  to 
39%  to  54%  among  those  infected  for  five,  eight  and  10  years, 
respectively. . . . The  implication  of  this  assessment  is  clear:  time 
is  running  out.'* 

These  and  other  data  provide  a powerful  case  for  public 
policy  that  calls  for  aggressive  outreach  to  high  risk  popu- 
lations aimed  at  convincing  those  at  risk  to  be  tested  and 
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diagnosed  so  that  treatment  might  begin  as  early  as  possi- 
ble. Efforts  to  reach  contacts  must  also  be  pursued  as  vig- 
orously to  slow  the  spread  of  the  disease  and  increase  the 
numbers  of  those  under  treatment. 

In  this  light,  the  current  initiatives  being  undertaken  by 
the  AIDS  Institute  of  the  state  health  department  merit 
broad  support.  Specifically,  the  institute  has  begun  to 
reach  out  to  at-risk  women  by  intensifying  its  efforts  to 
ensure  that  HIV  counseling  and  voluntary  testing  become 
a routine  part  of  gynecological  and  prenatal  care.  Recog- 
nizing that  many  at-risk  women  receive  little  or  no  prena- 
tal care,  the  institute  has  begun  a pilot  effort  to  assist  hos- 
pitals in  developing  in-hospital  HIV  counseling  and 
voluntary  testing  programs.  On  a broader  level,  the  Amer- 
ican College  of  Obstetricians  and  Gynecologists  and  the 
Medical  Society  of  the  State  of  New  York  have  joined 
with  the  Department  of  Health  in  appealing  to  physicians 
to  incorporate  active  HIV  counseling  into  their  standard 
of  practice.  To  further  strengthen  access  to  primary  care, 
the  Department  of  Health  has  developed  enhanced  Med- 
icaid reimbursement  rates  for  HIV  related  primary  care 
visits.  In  addition,  grants  have  been  made  available  to 
community  health  centers  and  AIDS  designated  centers 
for  a variety  of  outreach,  prevention,  and  provider  educa- 
tion programs  and  $1.5  million  of  state  funding  has  been 
dedicated  to  the  development  of  integrated  community 
based  primary  care  and  drug  abuse  treatment.  AMS 
strongly  supports  these  initiatives. 

A critical  need  in  the  state’s  response  to  the  AIDS  crisis 
is  additional  personnel  with  the  training  and  expertise  to 
understand  all  dimensions  of  the  disease.  To  address  these 
needs  at  the  physician  level,  the  Department  of  Health 
recently  instituted  a fellowship  program  for  physicians 
and  nurses  to  provide  training  in  the  management  of  HIV 
infection  and  substance  abuse.  AMS  supported  this  pro- 
posal and  is  prepared  to  participate  in  the  development  of 
such  fellowships. 

Clearly,  the  federal  government  must  also  back  up  its 
public  expressions  of  deep  concern  about  the  epidemic 
with  a recognition  that  the  high  prevalence  areas  merit 
special  consideration  in  federal  grants. 

In  terms  of  federal  legislation,  AMS  endorsed  the  re- 
cently enacted  Ryan  White  Act,  which  provides  emergen- 
cy assistance  in  areas  of  high  HIV  prevalence,  and  the 
Americans  With  Disabilities  Act,  which  extends  protec- 
tion against  AIDS-related  discrimination  to  employment 
and  public  accommodations. 

While  outreach  and  service  initiatives  are  being  devel- 
oped, we  must  not  lose  sight  of  the  absolute  necessity  of 
intensifying  research  into  therapeutic  procedures  for  HIV 
infection  and  of  integrating  the  research  into  patient  care. 
Well  designed  clinical  trials  are  essential,  and  access  to 
clinical  trials  by  IV  drug  users  and  their  contacts  should 
be  improved.  An  encouraging  development  is  the  pilot 
testing  of  community  based  clinical  trials  in  San  Francis- 
co, in  which  private  practitioners  will  have  an  opportunity 
to  enroll  HIV-infected  patients.  No  one  argues  the  need 
for  intensified  efforts  to  make  treatment  available  to  as 
many  as  possible.  What  is  at  issue  are  the  pragmatic  and 
logistical  questions  involved  in  such  policy  implementa- 
tion. 

Routine  testing  is  perhaps  the  most  controversial  of  the 


AIDS  policy  issues.  Yet  it  cannot  be  separated  from  the 
issues  of  confidentiality,  counseling,  availability  of  treat- 
ment, and  financing.  The  testing  controversy  revolves 
around  the  degree  to  which  traditional  public  health  pro- 
cedures involving  routine  testing  and  follow-up  should  be 
applied  to  the  AIDS  epidemic. 

Although  these  concerns  are  similar  to  those  once  prev- 
alent in  the  early  stages  of  the  epidemics  of  syphilis  and 
other  highly  communicable  diseases  which,  at  one  time, 
had  no  cure,  the  fear  of  discrimination  towards  those  in- 
fected with  HIV  appears  far  more  pronounced  than  in 
those  earlier  epidemics.  Sadly,  there  is  evidence  that  those 
fears  are  well  grounded,  given  the  number  of  known  inci- 
dents of  outright  discrimination. 

The  issue  of  possible  discrimination  remains  by  far  the 
strongest  argument  against  routine  testing  for  HIV.  This 
eminently  justifiable  concern  then  must  be  balanced 
against  the  reality  that  large  numbers  of  at-risk  individ- 
uals will  not  be  in  a position  to  receive  therapy  because 
they  have  not  been  tested  and  diagnosed,  nor,  in  the  case 
of  sexual  partners,  even  informed  that  they  are  at  risk.  The 
latter  concern  becomes  increasingly  significant  with  the 
evidence  cited  above  that  AZT  and  possibly  other  drugs 
can  indeed  delay  the  onset  of  symptoms  and  prolong  life. 

The  AMS  view  is  that  the  improving  therapeutic  mo- 
dalities for  AIDS  have  changed  the  nature  and  the  focus 
of  the  public  policy  dialogue  regarding  testing  and  have 
led  to  this  reconsideration  of  the  positions  taken  by  AMS 
regarding  testing  two  years  ago.  Unfortunately,  these  de- 
velopments have  not  reduced  the  complexity  of  the  dia- 
logue; if  anything,  they  have  intensified  it.  More  than 
ever,  the  justified  high  priority  accorded  to  the  need  to 
protect  those  with  AIDS  from  discrimination  must  be 
weighed  against  the  question:  Are  we,  in  fact,  allowing 
opportunities  for  early  intervention  and  treatment  to  slip 
past  us? 

The  essence  of  the  AMS  position  is  as  follows:  HIV  in- 
fection is  a sexually  transmitted  communicable  disease 
with  an  exceedingly  long  incubation  period  and  a nearly 
uniformly  fatal  outcome.  Evidence  that  early  intervention 
can  be  effective  in  at  least  delaying  the  onset  of  the  disease 
is  compelling,  as  is  the  evidence  that  the  transmission  of 
this  disease  is  now  cutting  across  previously  designated  at- 
risk  population  groups.  An  effective  and  professional  ap- 
proach to  this  public  health  problem  demands  mainte- 
nance of  utmost  confidentiality  while  allowing  all  those  at 
risk  to  be  so  notified. 

Discussions  of  testing  must  not  detract  from  the  imme- 
diate priorities  of  providing  basic  primary  care  to  HIV 
infected  individuals.  At  a time  of  fiscal  crisis,  the  stagger- 
ing cost  of  this  burden  on  those  states  with  high  volume  of 
AIDS  must  become  a major  national  priority.  Governor 
Cuomo  has  called  for  a meeting  of  public  policy  officials 
from  those  high  volume  states  to  recommend  a more  equi- 
table and  precisely  targeted  use  of  federal  funds.  Such  a 
conference  would  be  a valuable  step  in  confronting  the 
intensifying  financial  implications  of  the  AIDS  epidemic. 

In  the  meantime,  efforts  to  convince  high  risk  patients 
to  be  tested  and  also  to  contact  partners  must  be  intensi- 
fied. Time  is  indeed  running  out,  and  we  cannot  wait  for 
the  published  research  reports  before  developing  the  logis- 
tics and  the  financing  for  dealing  with  the  enormous  de- 
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mand  for  this  care  that  will  inevitably  result  from  these 
technological  developments. 
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COOPERATION  BETWEEN  PATIENT  AND  PHYSICIAN 
The  Essence  of  Good  Medical  Care,  Individual  or  Collective 

The  educational  policies,  methods,  subject  matter,  and  teaching  in  the  schools  of  medicine  are  the 
undertakings  of  physicians  or  nonmedical  representatives  of  the  basic  sciences. 

This  education  of  physicians  before  they  can  be  licensed  to  practice  among  the  people,  and  the 
subsequent  training  of  the  recent  graduate  in  hospitals,  and  the  still  later  postgraduate  study  by  physi- 
cians for  higher  and  specialty  qualifications  is  all  done  under  the  control  of  physicians  and  their  col- 
leagues in  the  basic  sciences. 

The  people,  voluntarily  and  through  taxation,  have  supplied  the  financial  resources  for  schools  of 
medicine  with  their  related  hospitals,  laboratories,  and  research  institutions,  and,  yet,  the  cost  of  the 
medical  student’s  education  is  higher  than  that  of  any  other  profession  or  occupation,  not  only  to  the 
institution  of  learning,  but  in  the  matter  of  tuition  fees  to  the  student  and  in  his  years  of  life. 

Once  the  physician  is  licensed  to  practice  medicine  he  may  live  and  work  wherever  he  finds  conditions 
to  his  liking,  socially,  economically,  culturally,  or  professionally,  and  he  is  thereafter  under  no  compul- 
sion of  law  to  pass  examinations  as  to  his  competence  or  to  alter  his  place  of  residence,  so  far  as  the  latter 
is  within  the  jurisdiction  of  the  state  or  national  board  of  examiners  which  passed  upon  his  original 
qualifications. 

Briefly,  then,  the  people,  having  set  up  what  they  consider  sufficient  formal  requirement  to  protect 
themselves  against  grossly  incompetent  practitioners  of  medicine,  have  trusted  to  the  wisdom  of  medi- 
cal faculties  and  to  the  ambition  and  self-interest  of  physicians  the  education  and  distribution  of  practi- 
tioners of  medicine  to  meet  the  needs  of  the  sick. 

The  experience  of  the  people  of  the  United  States  has  been,  on  the  whole,  favorable  under  the  present 
conditions  which  cannot  be  properly  described  as  a system,  physicians  being  now  better  educated,  more 
widely  distributed,  and  in  higher  ratio  to  the  population  in  our  states  than  has  been  the  case  heretofore 
with  any  similar  number  of  people  in  other  lands  or  under  other  methods  of  control,  education,  and 
distribution  of  physicians.  We  can  note  properly  in  this  connection  that  every  index  of  health,  or  relative 
freedom  from  preventable  diseases,  and  of  longevity  reveals  a state  of  affairs  in  the  United  States 
superior  to  that  of  any  such  aggregation  of  people  or  of  races  elsewhere  under  single  or  multiple  govern- 
ment. 

Two  major  complaints  have  been  brought  against  the  present  medical  care  of  the  sick  in  our  country, 
namely,  the  unevenness  of  its  availability  geographically  for  some  portions  of  our  population,  and  the 
cost  of  services  of  physicians  and  of  medical  institutions  which  are  beyond  the  day-by-day  resources  of  a 
large  number  of  the  sick  to  meet  out-of-pocket,  or  at  the  time  of  sickness  and  the  receipt  of  the  medical 
services. 

It  is  to  the  correction  of  these  that  our  first  efforts  should  be  directed  to  the  end  that  sickness  may  be 
diagnosed  correctly,  and  humane  and  skillful  treatment  be  applied,  wherever  people  are,  regardless  of 
the  ability  of  the  sick  person  to  pay  on  the  spot  for  the  medical  care  required.  This  is  a high  ambition  and 
worthy  of  the  best  brains  and  spirit  of  our  times.  . . . 

HAVEN  EMERSON,  MD 

{NY State  J Med  1947;47:1501-1506) 
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Gas  warfare:  Military-medical  responsiveness  of  the  Allies 

in  the  Great  War,  1914-1918 

John  S.  Haller,  Jr,  phd 


The  debut  of  chemical  warfare  as  a weapons  system  dates 
to  the  fifth  century  BC  during  the  wars  between  Athens 
and  Sparta  (431-404  BC).  At  the  siege  of  the  walled  city 
of  Plataca  in  429  BC,  the  Spartans  built  large  mounds  of 
earth  close  to  the  southern  wall  of  the  city  and  on  these 
mounds  lit  fires  of  faggots  soaked  in  pitch,  and  on  which 
they  placed  brimstone.  They  intended  for  the  prevalent 
southerly  winds  to  carry  the  sulphurous  fumes  over  the 
city  wall.  The  Athenians  responded  by  tunnelling  under 
the  wall  and  into  the  mounds,  causing  their  collapse.  Five 
years  later,  Thucydides  recorded  the  use  of  poisonous 
fumes  in  the  siege  of  Delium,  a fortified  post  held  by  the 
Athenians  and  besieged  by  the  Boetians.  According  to  his 
accounts  of  the  siege,  the  Boetians  hollowed  out  a large 
tree  and,  using  a bellows,  forced  sulphur  dioxide  through 
the  “tree  pipe”  into  the  garrison  at  Delium.  The  Athenian 
garrison  took  flight  and  the  fort  was  taken. 

In  the  following  century,  Aeneas  Tacitus  described  a 
new  technique  in  sea  warfare  in  which  sailors  lit  wooden 
pots  filled  with  sulphur,  pitch,  charcoal,  and  tow,  and 
threw  them  on  the  decks  of  enemy  ships.  Aeneas  also  de- 
scribed similar  fire  compositions  thrown  burning  from  the 
walls  of  besieged  towns  onto  and  under  the  testudo  and 
buildings  which  sheltered  the  besiegers. 

“Greek  fire,”  invented  by  the  Greek  architect  Callini- 
cus  in  678  AD,  was  a combination  flame-thrower,  smoke- 
cloud,  and  poison  gas,  the  chemical  composition  of  which 
was  jealously  guarded  by  the  Emperor  of  Constantinople. 
Naphtha  and  quicklime  were  its  principal  ingredients, 
with  a certain  amount  of  sulphur  and  pitch.  Armies  pro- 
jected Greek  fire  by  means  of  a wooden  siphon,  pointing 
the  siphon  tube  (which  took  the  shape  of  dragons  and  oth- 
er monsters)  towards  the  enemy,  and  at  the  same  time 
applying  the  hose  pipe  of  a water  engine  at  the  rear.  The 
heat  generated  by  the  interaction  of  the  water  on  quick- 
lime fired  the  mixture  and  generated  clouds  of  smoke  and 
soot,  along  with  sulphurous  acid  gas.  The  Byzantine 
Greeks  used  the  “Greek  fire”  in  their  wars  against  the 
Saracens  and,  later,  the  Saracens  used  the  same  weapon  in 
their  defense  against  the  Crusaders  in  the  13th  cen- 

Examples  of  gas  or  chemical  warfare  extended  into  the 
19th  century  as  well.  Admiral  Lord  Dundonald  was  so  im- 
pressed by  the  destruction  of  animal  and  vegetable  life 
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near  the  Sulphur  Kilns  in  July  1811  that  he  considered  the 
phenomenon  applicable  to  military  and  naval  purposes.  A 
commission  consisting  of  Lord  Keith  and  Lord  Exmouth 
reported  favorably  on  his  suggestion.  With  the  outbreak 
of  the  Crimean  War  in  1854,  Dundonald  suggested  using 
sulphur  fumes  to  expel  the  Russians  from  Sebastopol  by 
rendering  the  Matakoff  and  Redan  works  untenable.  He 
estimated  that  400  or  500  tons  of  sulphur  and  2,000  tons 
of  coke  could  accomplish  the  task.  The  committees  that 
reviewed  Dundonald’s  proposal  concluded  that  the  effects 
from  the  sulphur  would  undoubtedly  occur;  nevertheless, 
they  recommended  against  its  implementation  because 
they  considered  the  effects  so  horrendous  that  “no  honor- 
able combatant  could  use  the  means  required  to  produce 
them.”'(PP‘*'3-‘^'‘’)-'‘ 

Also  during  the  Crimean  War,  Lord  Playfair  suggested 
the  introduction  of  a hollow  brittle  shell  containing  phos- 
phorus dissolved  in  bisulfide  of  carbon  to  produce  “confla- 
gration of  the  enemy’s  stores  or  property.”  Another 
suggestion  from  Playfair  involved  the  use  of  a hollow  brit- 
tle shell  containing  cyanide  or  cacodyl  which,  if  fired 
between  decks  of  a ship,  “would  render  the  atmosphere 
irrespirable,  and  poison  the  men  if  they  remained  at  the 
guns.”'*(P^^* 

During  the  American  Civil  War,  one  inventive  Yankee 
suggested  capturing  Petersburg  by  firing  shells  containing 
snuff  into  the  city  in  order  to  set  its  defenders  to  violent 
sneezing. ^(P**'^*  Although  the  Union  army  never  tested  this 
novel  approach,  it  did  employ  chemical  warfare  during  the 
siege  of  Charleston  by  setting  fire  to  wood  saturated  with 
sulphur  and  placing  it  under  the  parapets  about  the  city. 
On  another  occasion.  General  Gilmore  ordered  shells  con- 
taining “Greek  fire”  sent  into  the  town.^^P^"*^*  Less  than  a 
decade  later,  during  the  Franco-Prussian  war,  a French 
chemist  prepared  a fulminate  of  picrate  of  potash  intend- 
ed for  use  against  the  German  army.^'P*”^* 

Gas  poisoning  became  an  unintended  by-product  of  the 
naval  race  at  the  turn  of  the  20th  century  and  the  accom- 
panying development  of  high  explosives.  The  15-inch  guns 
of  the  super-dreadnoughts,  with  charges  of  400  pounds  of 
cordite,  gave  off  2,500  cubic  feet  of  carbon  monoxide  each 
time  they  were  fired.  Shells  that  exploded  in  close  spaces 
such  as  cellars  or  the  interior  of  ships  sent  out  nitre  com- 
pounds such  as  picric  acid  and  trinitrotoluol  to  form  nitric 
oxide  gas  and  carbon  monoxide.  During  the  Anglo-Boer 
War,  General  Joubert  protested  to  General  White  against 
the  use  of  the  lyddite  shell,  which  he  claimed  had  caused 
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inhumane  suffocation.  Actually,  the  carbon  monoxide 
poisoning  was  incidental  to  combustion  and  not  the  in- 
tended method  of  destruction. During  the 
Battle  of  Tsushima  in  the  Russo-Japanese  War,  Lieuten- 
ant Semenoff  of  the  Russian  Navy  recounted  vivid  de- 
scriptions of  asphyxiating  yellow  fumes  from  the  Japanese 
explosive  “Shimose”  which  enveloped  the  Russian  ships. 
He  also  recorded  the  effects  of  smoke  from  below-deck 
fires  and  of  funnel  smoke  which  entered  pierced  ventila- 
tors and  incapacitated  the  ships’  crews.^'P'^^') 

In  the  years  before  the  Great  War,  Germany  became 
the  unchallenged  master  of  the  chemical  industry,  pro- 
ducing chlorine  on  a tremendous  scale  for  bleaching  pow- 
der and  a thousand  other  uses.  The  great  chemical  works 
such  as  the  Badische  Anilin  und  Sodafabrik  at  Ludwigs- 
hafen,  the  firm  of  Meister  Lucius  und  Bruning  at  Hochst- 
am-Main,  the  Bayer  Company  at  Leverkusen,  and  the 
Griescheim-Elektron  Chemische  Fabrik  were  unrivalled 
in  their  ability  to  meet  the  needs  of  German  industry  and, 
eventually,  the  needs  of  the  German  General  Staff.  Even 
the  gold  industry  required  huge  quantities  of  chlorine  in 
its  reduction  processes,  while  chlorine’s  value  in  purifying 
water  was  known  to  every  water  engineer.  German  indus- 
try understood  chlorine;  it  was  deadly,  easily  liquified, 
produced  in  large  quantities  from  salt,  and  readily  trans- 
portable. When  scientists  discovered  ways  to  liquify  gases, 
the  potential  for  chemical  warfare  increased  precipitous- 
ly. This  was  particularly  the  case  with  liquid  sulphurous 
acid,  chlorine,  bromine,  nitrous  bioxide,  and  carbon  diox- 
ide. 

Not  surprisingly,  the  signatories  to  the  Hague  Peace 
Conference  in  1 899  agreed  to  abstain  from  the  use  of  “as- 
phyxiating or  deleterious  gases.’’  At  the  Hague  Confer- 
ence of  1907,  signatories  reaffirmed  the  earlier  statement 
and  widened  the  definition  to  include  the  use  of  “poison  or 
poisoned  weapons’’  (Article  23).  Clearly,  the  signatories 
to  the  two  conventions  understood  the  intent  of  the  article 
and,  while  the  only  force  for  the  prohibition  of  gas  warfare 
was  a moral  one,  its  significance  could  not  be  ignored. 
Thus,  when  General  Erich  von  Falkenhayn  and  the  Ger- 
man High  Command  chose  to  employ  chlorine  at  the  sec- 
ond battle  of  Ypres  in  April  1915,  they  breached  the  con- 
ventions and  offended  the  sense  of  honor  and  fair  play  held 
by  the  belligerents. 

The  Battle  of  Ypres 

The  Great  War  began  as  a war  of  movement,  with  Ger- 
man armies  sweeping  across  Belgium  and  sending  shock 
waves  through  the  capitals  of  Europe.  By  September, 
however,  the  German  advance  had  ground  to  an  unexpect- 
ed halt  following  the  battle  of  the  Marne.  A race  to  the  sea 
quickly  followed,  with  the  German  and  French  armies  at- 
tempting to  outflank  each  other.  By  the  end  of  the  first 
battle  of  Ypres  (October  30-November  24),  the  western 
front  entered  into  a stalemate,  confined  largely  to  trench 
warfare  which  endured  for  nearly  four  years.  Eventually, 
more  than  15,000  miles  of  trenches  stretched  in  zig-zag 
fashion  from  the  North  Sea  to  the  borders  of  Switzerland 
and  became  the  killing  ground  for  armies  on  the  western 
front. 

In  their  attempt  to  break  through  to  the  coastal  ports, 
the  Germans  employed  chlorine  gas  clouds  over  an  eight- 


mile  front.  They  made  their  first  attack  at  5:30  pm  on 
April  22,  1915,  against  trenches  in  the  vicinity  of  Lange- 
marck,  northeast  of  Ypres  in  an  area  from  Bikschote  to 
Poelkapelle.  Weeks  before  the  attack,  prisoners  as  well  as 
a German  deserter  had  informed  the  French  that  the  Ger- 
mans were  preparing  to  introduce  gas  from  cylinders  in- 
stalled in  their  trenches.  However,  French  intelligence 
gave  little  notice  to  the  information  and,  while  the  British 
were  more  cautious  with  the  information,  the  attack  nev- 
ertheless caught  officers  and  men  totally  unprepared  and 
unprotected.  "<PP^'”^^^  The  whole  of  the  line  manned  by 
French,  African,  and  Territorial  troops  fell  back,  leaving  a 
wide  gap  and  exposing  the  left  side  of  the  Canadian  Divi- 
sion. German  infantry  followed  up  the  attack  by  occupy- 
ing ground  up  to  the  Yser  canal  between  Steenstraate  and 
Het  Saas.  The  Canadians  moved  to  fill  the  gap  but  at  a 
tremendous  cost.'^^PN63-364,420)  Germans  delivered  a 
second  cloud  attack  on  April  24,  directed  primarily 
against  the  Canadians,  who,  though  unprotected,  held 
their  ground  and  even  launched  a counter-attack.  This 
was  followed  by  other  gas  attacks  in  May,  all  in  the  Ypres 
sector.  Following  the  attack  on  May  24,  there  was  a lull 
until  December  I9i5.i3(p234) 

Despite  the  element  of  surprise,  the  Germans  did  not 
foresee  the  tremendous  impact  that  gas  would  have  and 
were  understandably  unprepared  to  exploit  their  success. 
Moreover,  they  had  provided  insufficient  protection  for 
their  own  men.  Thus,  when  the  Canadians  rallied  and 
closed  the  line,  Germany  lost  one  of  its  major  opportuni- 
ties for  breaking  the  stalemate  on  the  western  front.  In 
fact,  the  Germans  did  not  attempt  to  follow  up  their  suc- 
cess or  to  attack  in  that  sector  for  another  day  and  a half. 
Had  the  Germans  been  able  to  penetrate  the  gap,  there 
would  have  been  nothing  to  stop  them  between  Lange- 
marck  and  Dixmude. 

At  the  time  of  the  attack,  the  Allies  did  not  know  the 
type  of  gas  used  except  that,  from  its  effect  on  metals,  it 
was  obviously  an  acid  agent.  Confirmation  of  this  came 
when  the  British  captured  a German  respirator  which 
consisted  of  cotton-waste  soaked  in  a hyposulphite  solu- 
tion.From  this  information,  the  Allies  began  the 
task  of  finding  appropriate  protection  for  their  soldiers  in 
the  trenches.  They  also  proceeded  to  consider  the  most 
effective  organization  for  effecting  their  offensive  and  de- 
fensive measures.  Initially,  the  British  directed  that  the 
Ministry  of  Munitions  assume  responsibility  for  retalia- 
tory measures.  At  the  same  time,  protective  responsibil- 
ities fell  to  the  Army  Medical  Department  which  set  up 
laboratories  in  the  Royal  Army  Medical  College  at  Mill- 
bank  and  also  established  a new  section,  the  Anti-Gas  De- 
partment. The  Ministry  of  Munitions  relied  for  assistance 
on  the  Chemical  Advisory  Committee  of  the  Royal  Soci- 
ety, and  the  Anti-Gas  Department  had  a similar  group  of 
scientists  from  the  fields  of  chemistry,  physiology,  and 
pharmacology  to  serve  its  purposes.  Because  many  prob- 
lems were,  in  fact,  common  to  both  groups,  in  October 
1917  the  government  transferred  to  the  Ministry  of  Muni- 
tions the  Anti-Gas  Department  which,  along  with  the  of- 
fensive organization,  became  a section  of  the  Chemical 
Warfare  Department. “Every  development  in  the 
use  of  gas  was  foreseen  and  provided  for,’’  commented 
Major  W.  R.  Galwey,  “so  that  our  gas  defence  in  a short 
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time  equalled  and  then  surpassed  that  of  the  enemy.” 

From  1916  on,  the  British  and  French  gas  services 
maintained  a close  liaison,  and  inter-Allied  confer- 
ences were  held  in  Paris  at  which  “all  possible  informa- 
tion on  every  aspect  of  the  subject  was  confidentially 
placed  before  the  representatives  of  each  of  the  allied 
armies.”' 

On  April  23,  in  an  effort  to  counteract  the  effects  of  the 
gas  cloud,  the  Director-General  Medical  Services,  Gener- 
al Headquarters,  issued  a circular  directing  troops  to 
maintain  a solution  of  bicarbonate  of  soda  in  the  trenches 
with  instructions  to  dip  a handkerchief  or  cloth  into  the 
solution,  wring  it  out,  and  cover  the  nose  and  mouth  dur- 
ing a gas  attack. In  the  meantime,  troops  at  the  front 
had  improvised  protective  devices,  including  the  use  of  a 
limited  number  of  Vermorel  sprayers  for  cleansing 
trenches  and  dugouts.  Men  devised  pads  made  from  hand- 
kerchiefs, torn  strips  of  shirting,  and  socks  to  cover  the 
mouth  and  nose.  Many  of  these  masks  were  simply  strips 
of  gauze  and  cotton  moistened  with  water  or  urine  (which 
contained  the  alkali  ammonia  to  combat  the  acid  fumes). 
Some  found  protection  by  placing  their  faces  in  the  mud, 
the  wet  earth  acting  as  a filter.  Others  broke  off  the  bot- 
toms of  bottles,  filled  them  with  earth  and  water,  and  then 
breathed  through  the  bottle. The  chemist  Henry 
Brunner  recommended  that  soldiers  breathe  through  a 
cloth  moistened  with  whiskey,  brandy,  rum,  or  other  spiri- 
tuous liquor. 

Within  48  hours  of  the  initial  attack  at  Ypres,  the 
French  had  supplied  their  troops  with  masks;  and  only  a 
few  days  elapsed  before  the  British  soldier  was  similarly 
equipped.  Unfortunately,  many  of  these  early  masks 
proved  worthless,  since  they  consisted  of  little  more  than  a 
cotton  pad  fastened  over  the  mouth  and  nostrils.  Only 
when  combined  with  hyposulphite  of  soda  or  common 
washing  soda  did  they  neutralize  the  gas.  Washing  soda 
(sodium  carbonate)  proved  an  efficient  absorbent  for 
most  of  the  acidic  gases  such  as  chlorine,  bromine,  and 
oxide  of  nitrogen.  Three  to  four  tablespoonsful  in  a pint  of 
water  produced  a 20%  solution  that  worked  well  in  most 
situations.  The  Academy  of  Medicine  in  Paris  recom- 
mended a combination  of  sodium  hyposulphite,  sodium 
carbonate,  glycerin,  and  water. 

Methods  of  Gassing 

Opposing  armies  delivered  gases  in  a number  of  differ- 
ent ways.  During  the  early  period  of  gas  warfare,  the  Ger- 
mans discharged  drift,  or  cloud  gas  (generally  chlorine  or 
phosgene)  from  cylinders  at  night  or  in  the  early  morning, 
when  a steady  wind  of  4 to  12  miles  an  hour  blew  toward 
the  enemy  lines.  Since  chlorine  and  phosgene  were  heavier 
than  air,  they  quickly  sank  into  trenches,  shell-pits,  mine- 
craters,  cellars,  and  dugouts.  In  some  instances  in  which 
the  gas  penetrated  into  the  trenches,  it  caused  the  buttons 
on  the  soldiers’  uniforms  to  turn  green  and  their  bayonets 
to  blacken. 

The  cloud  gas  cylinders  were  heavy  and  unwieldy,  re- 
quiring considerable  time  and  effort  to  bring  sufficient 
numbers  of  the  cylinders  up  to  the  front  line.  Placing  a 90- 
pound  cylinder  every  yard  or  so  along  the  front  required 
extensive  preparation.  To  prevent  discovery,  the  Germans 
buried  the  4-foot  cylinders  in  short  trenches  under  a para- 


pet and  then  covered  them  with  a quilt  of  moss  containing 
potassium  carbonate  solution,  and  then  with  sand  bags.  In 
preparation  for  an  attack,  gas  personnel  removed  the  sand 
bags  and  connected  each  cylinder  to  a lead  pipe  which 
extended  eight  feet  over  the  top  of  the  parapet.  They  then 
placed  a sand  bag  over  the  nozzle  to  prevent  the  pipe  from 
kicking  back  and  throwing  gas  into  the  trench. 

A successful  gas  cloud  depended  on  thorough  prepara- 
tion, including  excellent  knowledge  of  the  countryside,  the 
layout  of  trenches,  and  the  direction  and  velocity  of  the 
wind.  Heavy  rain  destroyed  the  effectiveness  of  a gas  at- 
tack, but  slight  dampness,  with  ground  fog,  worked  well 
because  it  kept  the  gas  low  and  provided  the  opportunity 
for  surprise.  Armies  preferred  to  emit  gas  at  night  for  pur- 
poses of  surprise  and  because  cold  air  currents  moved 
down  and  kept  the  gas  low  and  effective.  The  most  suit- 
able terrain  consisted  of  ground  that  sloped  gently  away 
from  the  emission  area.  The  Germans,  given  the  nature  of 
their  defensive  positions,  were  usually  in  the  best  position 
to  employ  gas.  With  a favoring  wind  blowing  toward  the 
enemy  trenches,  they  opened  the  valves  and  the  liquid  gas 
ejected  under  pressure  of  76  pounds  into  the  air.  On  expo- 
sure to  the  atmosphere,  the  chlorine  quickly  volatilized, 
forming  a greenish  mist  which  drifted  into  enemy  lines.  A 
Canadian  officer  gave  the  following  description  of  the  gas 
as  it  came  toward  his  line  at  Ypres. 

On  Thursday,  April  22nd,  when  I was  in  a support  trench  about 
600  yards  from  the  German  lines,  I saw  first  of  all  a white  smoke 
rising  from  the  German  trenches  to  a height  of  about  three  feet; 
then  in  front  of  the  white  smoke  appeared  a greenish  cloud, 
which  drifted  along  the  ground,  not  rising  more  than  seven  feet 
from  the  ground  when  it  reached  our  first  trenches.  Men  in  these 
trenches  were  obliged  to  leave  and  a number  were  killed  by  the 
effects  of  the  gas.^'P'^'*' 

Although  gas  clouds  operated  best  in  a steady  breeze 
from  4 to  12  miles  per  hour,  attacks  were  made  with  winds 
as  little  as  2 and  as  great  as  20  miles  per  hour.  Sometimes, 
the  receiving  side  noticed  the  effects  as  far  back  as  20 
miles  from  the  point  of  emission.  However,  the  distance 
for  serious  casualties  extended  5 to  6 miles  from  the  point 
of  emission.  One  cloud  in  the  Champagne  district  caused 
casualties  30  miles  behind  the  front  line,  catching  large 
numbers  of  French  civilians  unaware  and  without  protec- 
tion. The  British  were  equally  successful  in  putting  gas 
over  south  of  Bethune  just  prior  to  Messines.  From  Ger- 
man prisoners,  the  British  learned  that  the  gas  had  drifted 
in  effective  concentrations  10  miles  past  Douayu.'^^P^^^* 

Eventually,  both  armies  concluded  that  the  gas  cloud 
had  too  many  disadvantages.  In  the  first  place,  its  success 
depended  on  fairly  precise  weather  conditions,  with  the 
slightest  change  causing  disastrous  results.  If  too  strong, 
the  gas  whirled  about  and  dissipated  before  reaching  its 
intended  target  or,  with  a change  in  direction,  wafted  back 
into  the  lines,  creating  havoc.  The  Germans  experienced 
this  situation  at  Hulluch,  Flanders,  in  the  spring  of  1916, 
when  a change  in  the  wind  caused  the  gas  to  blow  back 
into  their  own  trenches,  causing  1,100  casualties.  Then, 
too,  from  a tactical  point  of  view,  the  greatest  concentra- 
tion of  the  gas  cloud  occurred  at  the  wrong  place,  ie,  di- 
rectly in  front  of  the  trenches  of  the  attacking  force.  Con- 
sequently, if  an  attack  followed  the  gas  cloud,  offensive 
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troops  often  had  to  endure  more  gas  than  the  defending 
troops.  If,  on  the  other  hand,  they  chose  to  delay  the  attack 
until  the  gas  had  dissipated,  they  lost  the  opportunities 
created  by  the  gas.’^<PP^"^' 

As  the  science  of  gas  warfare  evolved,  military  strate- 
gists focused  on  several  purposes  for  which  the  weapon 
was  used:  to  inflict  death  or  incapacitation  in  front  lines 
and  support  trenches  just  prior  to  an  attack;  to  render  po- 
sitions temporarily  untenable  in  areas  prior  to  an  attack  or 
where  an  attack  was  expected;  and  to  disorganize  the  ene- 
my, reduce  its  fighting  efficiency  by  necessitating  the  use 
of  respirators,  and  affect  morale.^- 

Given  these  objectives,  armies  on  both  sides  of  the  No- 
Man’s-Land  developed  the  gas  shell,  which  delivered  sev- 
eral quarts  of  poisonous  liquified  gas  in  a single  shot. 
However,  the  quantity  of  gas  sent  over  in  a single  shell  was 
small.  The  typical  gas  shell  weighed  approximately  6 
pounds,  whereas  the  gas  cylinder  contained  40  to  45 
pounds  of  gas.  Thus,  armies  had  to  put  the  shells  on  specif- 
ic targets  rather  than  attempt  to  imitate  the  effect  of  a gas 
cloud.  With  50  or  more  guns  firing  approximately  ten 
shots  per  minute,  an  army  could  direct  gassing  to  particu- 
lar positions  at  or  behind  the  lines  with  a precision  un- 
known with  the  former  gas  cloud  method.  Gas  shells  soon 
became  the  most  important  method  of  using  deploying  gas 
on  the  western  front. 

The  use  of  the  gas  projectile  had  a number  of  advan- 
tages. Unlike  the  gas  cloud,  it  was  not  dependent  on  the 
wind.  Moreover,  it  was  not  necessary  to  make  elaborate 
preparations  which  might  be  subject  to  enemy  observa- 
tion. Targets  could  be  picked  with  greater  accuracy,  and 
gas  shells  often  succeeded  in  immobilizing  a target  for 
which  other  artillery  shells  proved  ineffective.  Finally, 
forcing  a soldier  to  wear  a mask — whether  at  the  front  line 
or  in  reserve  or  support  areas — diminished  his  effective- 
ness. Since  breathing  heavily  outpaced  the  capabilities  of 
the  mask’s  defensive  chemicals,  soldiers  did  little  to  jeop- 
ardize their  lives  by  testing  mask  capability.^ 

The  last  development  in  gas  warfare  came  with  the  use 
of  projectors  which  discharged  enormous  quantities  of  gas 
over  small  areas.  The  projector  attack,  introduced  by  the 
British  in  April  1917  and  adopted  by  the  Germans  in  De- 
cember of  the  same  year,  was  effective  at  ranges  up  to 
2,000  yards.  When  a large  number  of  mortars  were  fired 
simultaneously,  by  an  electrical  triggering  device,  the  mil- 
itary could  direct  gas  in  high  concentrations  to  specific 
localities  almost  without  warning.  These  attacks  produced 
high  casualties.  With  the  development  of  the  Livens  pro- 
jector, the  British  took  the  lead  in  gas  warfare. 

Types  of  Gases 

Scientists  and  the  military  separated  gases  into  several 
general  categories  or  classifications. 

Acute  Lung  Irritants.  These  included  chlorine,  phos- 
gene, diphosgene,  and  chloropicrin.  When  breathed  in 
sufficient  concentration,  they  created  acute  pulmonary 
edema,  with  death  occurring  from  interference  with  the 
respiratory  function  of  the  lungs  because  of  the  accumula- 
tion of  fluid  and  injury  to  the  pulmonary  alveoli. 

Simple  Lachrymators.  These  included  xylol  bromide 
which  created  intense  smarting  and  watering  of  the  eyes 
and  interfered  with  a soldier’s  efficiency. 


Vesicants.  These  gases,  notably  mustard  gas,  caused 
intense  conjunctivitis,  chemical  scorching  and  blistering 
of  the  skin,  and  severe  injury  to  the  mucous  membrane  of 
the  trachea  and  bronchial  tubes.  When  death  occurred  it 
was  usually  because  of  secondary  bacterial  infection  of  the 
damaged  and  necrotic  mucous  membrane  of  the  air  pas- 
sages and  the  development  of  severe  bronchopneumonia. 

Secondary  Irritants.  These  included  the  chlorarsines 
(diphenylchlorarsine,  ethyldichlorarsine),  which  caused 
sneezing;  intense  burning  and  aching  pain  in  the  nose, 
mouth,  throat,  and  chest;  a smarting  and  watering  of  the 
eyes;  nausea;  and  mental  depression. 

Those  gases  that  were  directly  and  immediately  poison- 
ous included  hydrocyanic  acid,  arsenide  of  hydrogen,  sul- 
phide of  hydrogen,  and  phosphide  of  hydrogen.  Those  that 
produced  slow  death  by  asphyxiation  included  oxychlor- 
ide of  carbide,  chlorine,  acroleine,  bromacetone,  chloro- 
picrin, methyl  chloride  of  chloroform,  and  menthyl  chlor- 
osulphate.  Finally,  those  that  incapacitated  the  victim 
without  doing  permanent  harm  included  chloracetone, 
bromacetone,  iodacetone,  bromacetic  ether,  and  iodacetic 
ether.^‘^*PP^^"^*  ^ 

In  all,  the  Germans  used  18  different  gases  against  the 
Allies.  The  three  principal  gases  were  known  as  green 
cross,  blue  cross,  and  yellow  cross.  Green  cross  contained 
phosgene,  alone  or  combined  with  chlorpicrin  and  chlorar- 
sines. Green  cross  “3”  contained  various  arsenic  com- 
pounds. Blue  cross  contained  chlorarsines,  cyanarsines, 
and  N ethyl  carbazol;  while  yellow  cross  contained  di- 
chlorethyl  sulphide  or  mustard  gas.  At  first,  these  gases 
were  easily  distinguishable  from  others  because  of  the 
small  bursting  charge  of  the  gas  shell  and  the  color  of  the 
gas.  Later,  artillery  crews  mixed  the  gases  with  high  ex- 
plosive shells,  making  it  difficult  to  determine  whether  a 
bombardment  involved  the  use  of  gas."^PP*^ 

Gas  warfare  entered  a final  stage  in  1917,  during  the 
third  battle  of  Ypres,  when  the  Germans  introduced  mus- 
tard gas.  This  gas  was  sent  over  in  shells  which  burst  with 
a small  concussion,  making  a hole  about  one  and  a half 
feet  in  diameter  and  a few  inches  deep.  During  the  day- 
time, soldiers  on  the  receiving  end  of  this  gas  easily  recog- 
nized it  by  the  burst  of  yellow  cloud.  At  night,  however, 
mustard  gas  was  indistinguishable  from  other  types  of  gas 
shells.  In  the  first  night  of  its  use,  the  Allied  front  sus- 
tained nearly  5,000  casualties  from  the  gas  alone.  Mus- 
tard gas  caused  considerable  attrition  from  its  tenacious 
ability  to  render  land,  equipment,  and  clothes  unusable  for 
extended  periods  of  time.  Until  the  end  of  the  war,  it  re- 
mained a serious  source  of  casualties,  causing  chemical 
burns,  especially  in  the  presence  of  moisture,  and  neutral- 
izing large  areas  of  the  war  theatre.  The  victims  of  mus- 
tard gassing  created  an  enormous  amount  of  extra  work 
for  the  Medical  Services.  All  patients  had  to  be  stripped 
and  bathed  in  a soda  solution  and  given  fresh  clothes; 
moreover,  attendants  had  to  take  precautions  to  avoid  be- 
ing burnt  themselves.  In  addition,  armies  were  forced  to 
take  elaborate  measures  to  restore  areas  neutralized  by 
the  mustard 

Effects  of  Gassing 

Men  who  had  become  indifferent  to  the  usual  dangers 
of  the  firing  line,  including  shrapnel  and  machine  guns. 
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became  completely  demoralized  on  the  approach  of  a gas 
cloud.  Most  who  had  received  severe  wounds  would,  once 
sedated,  be  relatively  quiet  and  comfortable;  but  this  was 
not  the  case  of  men  who  were  gassed. 

When  we  got  to  the  hospital  we  had  no  difficulty  in  finding  out  in 
which  ward  the  men  were,  as  the  noise  of  the  poor  devils  trying  to 
get  breath  was  sufficient  to  direct  us.  We  were  met  by  a doctor 
belonging  to  our  division,  who  took  us  into  the  ward.  There  were 
about  twenty  of  the  worst  cases  in  the  ward,  on  mattresses,  all 
more  or  less  in  a sitting  position,  propped  up  against  the  walls. 
Their  faces,  arms,  hands  were  of  a shiny  gray-black  color,  with 
mouths  open  and  lead-glazed  eyes,  all  swaying  slightly  back- 
wards and  forwards  trying  to  get  breath.  It  was  a most  appalling 
sight,  all  these  poor  black  faces,  struggling  for  life,  what  with  the 
groaning  and  noise  of  the  effort  for  breath.  There  is  practically 
nothing  to  be  done  for  them  except  to  give  them  salt  and  water  to 
try  to  make  them  sick.  The  effect  the  gas  has  is  to  fill  the  lungs 
with  a watery,  frothy  matter  which  gradually  increases  and  rises 
till  it  fills  up  the  whole  lung  and  comes  up  to  the  mouth;  then  they 
die;  it  is  suffocation,  slow  drowning,  taking  in  some  cases  one  or 
two  days.  . . . The  nurses  and  doctors  were  all  working  their  ut- 
most against  this  terror;  but  one  could  see  from  the  tension  of 
their  nerves  that  it  was  like  fighting  a hidden  danger  which  was 
overtaking  everyone.^'P'*'®* 

Men  on  the  receiving  end  of  the  gas  cloud  gave  a fairly 
consistent  description  of  its  effects  as  the  greenish-yellow 
fumes  enveloped  them.  There  was  choking,  coughing, 
gasping  for  air,  the  inability  to  speak,  smarting  of  the  eyes, 
and  spasms  of  the  respiratory  tract.  These  initial  symp- 
toms were  quickly  followed  by  headache,  weakness  of  the 
lungs,  with  many  falling  to  the  ground  where  the  greatest 
concentrations  of  gas  were  retained.  The  soldiers  experi- 
enced a burning  sensation  in  their  throats,  a dry  mouth, 
dry  retching  followed  by  the  vomiting  of  yellowish  fluid, 
irritation  of  the  trachea,  and  pain  behind  the  sternum.  In 
this  condition,  many  became  easy  victims  of  machine-gun 
fire  as,  half  stupefied,  they  stumbled  across  No-Man’s- 
Land  in  search  of  shelter,  or  lapsed  into  semi-conscious- 
ness on  the  battlefield. 

At  a meeting  of  the  Academie  de  Medecine  of  Paris,  Dr 
R.  D.  de  la  Riviere  of  the  Institut  Pasteur  and  Professor  J. 
Leclercq  of  Lille  reported  on  the  effects  of  chlorine  and 
bromine  on  1 12  soldiers  exposed  to  the  gases  at  Langhe- 
marck.  Doctors  found  the  victims  prostrated  with  irrita- 
tion of  the  respiratory  mucous  membrane,  many  having 
died  vomiting  blood,  and  others  crawling  to  the  rear,  vom- 
iting and  expelling  bloody  urine.  The  eyelids  of  the  sol- 
diers were  swollen,  their  cheeks  and  lips  violaceous,  and 
their  speech  painful  and  jerky.  Most  of  the  men  suffered 
from  dyspnea  and  cough,  a frothy  expectoration,  and  in- 
flammation along  the  entire  respiratory  tract.  In  some,  the 
pulmonary  lesions  took  the  form  of  bronchopneumonia  or 
gangrene  of  the  lungs. 

In  a typical  gassing  case,  the  soldier  evidenced  restless- 
ness, with  a slow  but  full  pulse.  Sanitary  personnel  at  the 
casualty  clearing  stations  placed  the  victim  in  the  open  air 
or,  during  poor  weather,  in  a room  with  a high  ceiling  and 
open  windows,  giving  maximum  opportunity  for  fresh  air. 
The  face  of  the  gas  victim  was  typically  cyanosed  and  the 
expression  strained  and  anxious.  In  most  of  these  in- 
stances, the  patient  sat  propped  up  with  his  head  thrown 
back  and  gasping  for  breath;  sometimes  he  chose  to  lay  on 
his  side  with  his  head  over  the  edge  of  the  stretcher  as  a 


means  of  aiding  expectoration.  Respiration  remained  jer- 
ky and  hurried,  with  much  coughing  and  frothy  expector- 
ation. 

From  the  second  through  the  fifth  day,  the  violent 
coughing  and  vomiting  generally  ceased,  followed  by  deep 
asphyxia,  congested  face,  distended  arteries,  and  shallow 
breathing.  Expectoration  continued,  beginning  with  a yel- 
low, highly  albuminous  fluid  followed  by  a viscous  yellow 
sputum,  streaked  with  blood.  During  this  period,  the  pa- 
tient preferred  to  lie  in  the  bed  rather  than  sit  propped  up. 
In  addition,  he  experienced  a frequent  and  shallow  cough, 
a mild  temperature,  and  dry  skin.  Many  patients  died  dur- 
ing this  period  from  emphysema  and  generalized  ede- 

ma.'3(p236) 

Early  in  the  war,  physicians  triaged  gas  casualties  into 
three  distinct  classes.  The  first  consisted  of  what  they  de- 
scribed as  the  “grey  cases.”  Some,  especially  the  older 
men,  were  in  a condition  of  complete  collapse;  their  faces 
and  hands  were  of  a leaden  hue,  and  their  heads  fallen 
forward  on  their  chests.  The  majority  of  these  cases  did 
not  rally.  A second  class  consisted  of  those  lightly  affected 
by  the  gassing  who  generally  recovered  by  themselves. 
The  third  elass  required  extensive  treatment  and,  if  ne- 
glected, died  or  were  incapacitated  for  weeks,  months,  or 
even  years.  These  patients  were  fully  conscious  and  fight- 
ing desperately  for  life.  They  were  restless,  cyanosed,  with 
a constant  strangling  cough  and  a desire  to  sit  up.  The 
pulse  was  rapid  and  bounding,  respiration  rapid  and  deep, 
and  the  body  covered  with  a profuse  cold  sweat,  with 
frothy  expectoration  amounting  in  some  cases  to  10  to  20 

The  most  common  symptom  was  asphyxia  due  to  the 
lack  of  oxygen  and  the  resulting  filling  of  the  lungs  and 
bronchial  tubes  with  fluid.  Victims  drowned  in  their  own 
secretions.  Severity  depended  on  the  concentration  of  gas 
in  the  air,  the  duration  of  exposure,  the  efficiency  of  pre- 
cautionary measures,  and  the  ability  to  respond  medically 
to  the  situations  presented.  In  mild  cases,  surgeons  faced 
asphyxia  and  spasm  of  the  glottis;  in  moderately  severe 
cases,  the  symptoms  included  asphyxia  and  fluid  in  the 
bronchial  tubes;  and  in  severe  cases,  there  was  acute  bron- 
chitis with  slow  asphyxiation  and  bronchopneumon- 

j^_13(p238),28(p48) 

Treatment 

Initially,  physicians  were  at  a loss  in  treating  the  gassed 
soldier.  There  were  simply  no  known  remedies.  Instead, 
medical  personnel  often  had  to  stand  helplessly  by  as  men 
slowly  drowned  in  their  own  fluids,  making  futile  efforts  to 
expectorate.  Exhausted,  they  passed  from  semi-delirium 
into  stupor,  collapse,  and  death.  The  vesicant  gases  were 
particularly  insidious.  Experiencing  no  immediate  irrita- 
tive properties,  soldiers  often  worked  or  slept  for  hours 
before  feeling  its  effects.  Sanitary  personnel  removed 
their  clothes,  bathed  them  with  soapy  water,  provided 
them  with  steam  inhalations  and  morphine,  only  to  find 
them  dying  a lingering  death  from  bronchopneumonia 
days  or  weeks  after  the  gassing.  Although  mortality  rarely 
exceeded  5%  of  the  men  incapacitated  by  vesicant  gases, 
incapacitation  often  lingered  for  weeks  and  months  after 

an  attack. 2^(p'26) 

Initially,  physicians  ordered  victims  to  inhale  the  fumes 
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of  whisky,  brandy,  rum,  or  pure  alcohol  through  a moist- 
ened cloth.  They  also  recognized  the  need  to  rid  the  lungs 
of  the  gas,  just  as  it  was  important  to  rid  the  lungs  of  water 
in  near  drowning.  Depending  on  the  degree  to  which  the 
soldier  had  inhaled  the  gas,  physicians  prescribed  dilute 
ammonia  fumes,  inhalation  of  a spray  solution  of  hyposul- 
phite of  soda,  oxygen  by  inhalation  and  subcutaneously, 
and  atropine. 

Physicians  also  induced  vomiting  and  performed  vene- 
section to  prevent  edema  of  the  lungs.  The  cases  in  which 
physicians  employed  venesection  were  generally  identi- 
fied as  “cyanotic,”  with  the  heart  becoming  increasingly 
weaker  from  the  strain.  With  venesection,  patients  found 
immediate  relief,  enabling  them  to  breathe  and  sleep  more 
easily,  and  lessening  acute  headache.  Physicians  generally 
chose  direct  incision  into  the  median  cephalic  or  median 
basilic  vein,  with  the  amount  of  blood  extracted  depending 
on  the  patient.  From  plethoric  and  alcoholic  types,  sur- 
geons extracted  20  to  25  ounces,  and  from  elderly  or  less 
robust  patients,  15  to  20  ounces. 

The  New  Haven  Laboratories,  originally  under  the  Bu- 
reau of  Mines  and  later  taken  over  by  the  Chemical  War- 
fare Service  under  the  leadership  of  F.  P.  Underhill  and 
Yandell  Henderson,  tested  the  effectiveness  of  venesec- 
tion on  animals  following  exposure  to  lethal  gases  of  the 
chlorine-phosgene  type.  Additional  tests  were  carried  out 
at  the  British  Experimental  Field  by  Capt  Samuel 
Goldschmidt,  USA,  and  Capt  D.  W.  Wilson,  USA.  The 
results  in  both  laboratories  suggested  that  the  mortality  of 
gassed  animals  subjected  to  bleeding  dropped  compared 
to  untreated  controls.  The  Medical  Committee  of  the  Brit- 
ish Chemical  Warfare  Committee  subsequently  accepted 
these  results  as  the  basis  of  its  own  recommenda- 
tions.^**p'^°* 

Besides  resorting  to  venesection  to  support  a failing 
heart,  physicians  prescribed  pituitary  extract  and  brandy 
as  well  as  hypodermic  injections  of  camphor  and  caffeine. 
Another  treatment  involved  subcutaneous  injections  of 
oxygen  in  the  pectoral  region,  “the  amount  being  suffi- 
cient to  cause  a lump  in  each  side  of  the  chest  about  the 
size  of  a small  football. The  technique  in- 
volved using  a cylinder  of  pure  oxygen,  rubber  tubing,  and 
a hypodermic  or  small  aspirating  needle.  Physicians  di- 
rected nurses  to  insert  the  needle  into  loose  subcutaneous 
tissue;  when  a swelling  occurred,  they  removed  the  needle 
and  massaged  the  area  to  aid  diffusion.  They  continued 
this  treatment  until  approximately  1 .5  liter  (50  ounces)  of 
oxygen  were  injected  each  day.^^  In  milder  cases,  inhala- 
tions of  steam  mixed  with  compound  tincture  of  benzoin 
in  a closed  tent  gave  relief.  In  cases  of  marked  mental 
strain  and  restlessness,  physicians  administered  tincture 
of  opium,  which  gave  relief  and  allowed  the  patients  to 

sleep. 

Occasionally,  soldiers  requested  linseed  poultices  on 
their  backs  in  the  belief  that  it  would  relieve  congestion  by 
drawing  blood  away  from  the  lungs  to  tissues  lying  under 
the  poultice.  Using  the  same  principle  of  counter-irrita- 
tion, some  applied  hot  water  bottles  to  the  feet  and  other 
body  surfaces,  particularly  the  abdomen. 

Postmortem  examinations  of  gassed  victims  indicated 
that  many  died  of  acute  congestion  and  edema  of  the 
lungs.  For  this  reason,  physicians  encouraged  patients  to 


expel  the  excessive  secretions  from  the  lungs  with  the  use 
of  emetics  and  stimulating  expectorants.  A mixture  of  salt 
and  water,  administered  in  10-ounce  doses,  followed  by 
draughts  of  lukewarm  water  was  given  as  an  emetic.  This 
induced  vomiting  and  almost  always  brought  relief,  bring- 
ing up  quantities  of  frothy  yellowish  fluid.  Medical  per- 
sonnel often  followed  forced  vomiting  with  artificial  respi- 
ration using  the  Schafer  method,  and  then  administered 
ammonium  carbonate  every  several  hours  as  a stimulant 
and  expectorant. 

Experiments  with  animals  showed  that  the  frothy  fluid 
in  the  air  tubes,  which  often  drowned  the  victims,  could  be 
squeezed  out  of  the  lungs  and  trachea  by  rhythmic  com- 
pression of  the  thorax.  To  achieve  this  in  gas  victims,  doc- 
tors resorted  to  mouth-to-mouth  respiration.  Scientist  L. 
Hill  reported  success  in  Flanders  with  an  apparatus  called 
the  Vivator,  which  consisted  of  a foot-pump,  face  mask, 
and  flexible  tube.  With  each  downstroke  on  the  pump,  the 
operator  forced  oxygen  into  the  lungs  and,  by  each  up- 
stroke, the  operator  drew  fluid  from  the  lungs  by  the  recoil 
of  the  thorax  and  lungs. 

Surgeons  warned  against  treating  gas  victims  in  dug- 
outs  or  advanced  dressing  stations  below  ground  or  in  a 
confined  area,  since  the  gas  from  the  soldiers’  clothes  con- 
taminated the  area  and  incapacitated  surgeons  and  medi- 
cal personnel.  Medical  personnel  preferred  to  treat  gas 
cases  in  an  open  field,  and  many  advanced  dressing  sta- 
tions even  posted  an  NCO  at  the  entrance  to  ensure  that 
no  gas  victims  entered  the  dugout  for  treatment. 

In  treating  large  numbers  of  gas  casualties,  medical  ad- 
ministrators were  challenged  to  meet  the  needs  of  the 
army  with  existing  organizational  structures.  The  Ameri- 
can, British,  and  French  created  separate  stations  for 
treating  gas  casualties,  but  only  the  French  retained  the 
separate  stations  (called  Z-system)  through  the  end  of  the 
war.  The  British  and  Americans  eventually  abandoned 
the  separate  stations  and  used  regular  stations  augmented 
with  special  medical  personnel  trained  to  treat  gas  vic- 
tims. 

During  the  battle  of  the  Somme,  medical  personnel  in- 
troduced the  gas-treatment  center  to  provide  support  for 
the  large  numbers  of  soldiers  gassed  with  mustard.  Imme- 
diately on  arrival  of  gas  victims,  personnel  rid  soldiers  of 
all  clothing  and  equipment  contaminated  with  the  gas. 
They  then  washed  the  victims  with  warm  soapy  water 
treated  with  bicarbonate  of  soda  or  lime  water,  and  cov- 
ered their  burns  with  a dusting  powder  of  boracic  acid, 
chalk,  starch,  and  zinc  oxide,  or  calamine  lotion.  Because 
of  the  imminent  danger  of  the  gas  to  the  eyes,  personnel 
took  special  care  to  wash  them  with  bicarbonate  of  soda  or 
warm  boric  lotion.  Doctors  tried  never  to  bandage  the 
eyes,  since  it  left  soldiers  with  the  impression  of  perma- 
nent eye  injury.  They  considered  it  important  to  treat 
mustard  gas  poisoning  as  a “benign  contagion”  by  adopt- 
ing a strict  and  hopeful  attitude;  more  guarded  forms  of 
treatment  tended  to  create  a severe  depression  among  pa- 
tients suffering  from  the  effects  of  gassing. 

In  response  to  the  need  for  early  bathing  of  men  exposed 
to  mustard  gas,  the  Medical  Director  of  the  Chemical 
Warfare  Service  ordered  construction  of  the  first  mobile 
degassing  station,  which  the  Service  built  and  demon- 
strated before  representatives  of  the  AEF,  French,  Brit- 
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ish,  and  Italian  armies  at  Tours,  France,  in  July  1918  (Fig 
1).  The  AEF  adopted  the  degassing  stations  as  part  of  its 
field  equipment  and  employed  them  along  the  western 
front  under  actual  field  conditions.  A school  of  instruction 
was  set  up  near  Vouvray,  France,  where  men  from  the 
AEF  received  special  training  in  operating  the  stations.^‘’^P-‘’‘^‘*) 

Masks  and  Other  Defensive  Measures 

On  April  23,  1915,  the  Royal  Army  Medical  College 
received  the  first  report,  written  at  the  scene  of  the  attack, 
of  the  effects  of  the  chlorine  cloud  that  blew  into  the 
trench  lines.  It  became  obvious  that  front-line  divisions 
had  to  be  protected  if  they  were  to  hold  their  positions. 
This  meant  the  need  for  immediate  assistance  from  the 
scientific  community.  In  the  emergency,  Britain’s  War 
Office  turned  to  the  Army  Medical  Service  to  supply  pro- 
tective appliances  for  the  troops.  This  meant  the  location, 
purchase,  and  assembly  of  materials  and  chemicals  on  a 
huge  scale.  At  the  government  clothing  factory,  fleets  of 
cars  rushed  cotton-waste  wads  to  and  from  private  laun- 
dries where  the  material  was  dipped  and  dried.  Within  60 
hours,  the  British  had  provided  98,000  pads  of  cotton 
waste  packed  in  muslin  containers  and  dipped  in  hyposul- 
phite solution.  The  service  sent  another  300,000  in  the 
next  week  and  2,000,000  within  a month.  The  same  hectic 
activity  occurred  with  the  French  who,  within  days  of  the 
initial  attack,  had  prepared  100,000  crude  masks  for  their 
soldiers  at  the  front. 

By  May  4,  1915,  the  British  had  provided  their  front- 
line soldiers  with  pad  respirators  made  from  five  to  six 
layers  of  flannel  or  cotton  wool,  wrapped  in  muslin,  and 
soaked  in  a solution  of  sodium  carbonate,  hypo  (sodium 
thiosulphate),  and  water.  In  addition,  pads  of  cotton  waste 
were  kept  in  boxes  scattered  about  the  trenches  and,  dur- 
ing the  gas  attack,  “eight  or  ten  men  would  dive  for  the 
box,  grab  a pad  of  cotton  waste,  stuff  it  into  their  mouths 
and  nostrils,  and  then  fasten  the  pad  over 

Certain  defects  became  immediately  obvious  in  the  use 
of  the  pads  supplied  or  improvised  at  the  front  lines.  Al- 
though they  stopped  a considerable  amount  of  chlorine 
when  properly  cared  for  and  adjusted  around  the  nose  and 
mouth,  the  problems  outweighed  the  benefits.  For  exam- 
ple, soldiers  needed  to  dip  the  pads  in  an  alkali  solution 
prior  to  wearing;  if  they  did  not  wring  out  the  excess  fluid 
before  attempting  to  breathe,  the  mask  impaired  breath- 
ing. By  the  time  they  had  correctly  replaced  their  masks, 
soldiers  had  often  breathed  toxic  levels  of  the  gas.  Also, 
the  early  masks  were  placed  in  the  trenches  rather  than 
carried  by  the  soldiers.  During  the  attack,  several  men 
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FIGURE  1.  Mobile  degassing  station  (reproduced  from  Gilchrist^'^). 


might  rush  for  the  same  mask. 

The  Black  Veil  Respirator,  which  replaced  the  impro- 
vised pad  and  pad  respirator,  consisted  of  a four-fold  piece 
of  black  veiling  a yard  long  and  8 inches  wide,  containing 
an  8-inch  square  of  cotton  wadding  saturated  with  a solu- 
tion of  sodium  carbonate,  hypo,  glycerine,  and  water.  The 
black  cotton  netting  was  the  same  as  that  used  for  wo- 
men’s veils.  First  worn  by  the  British  during  the  German 
attack  against  Hill  Sixty  on  May  10th,  the  respirator 
proved  chemically  effective  but,  because  it  did  not  fit 
snugly  across  the  face,  the  British  continued  to  suffer 
casualties. 

In  order  to  enlarge  the  area  of  filtration,  the  Royal 
Army  Medical  College  developed  a third  respirator 
known  as  the  Pimlico  helmet  which  provided  3.5  square 
feet  for  air  entry  during  inspiration.  This  helmet,  some- 
times called  the  “Hypo”  or  “smoke”  helmet,  did  not  differ 
substantively  from  the  helmet  introduced  by  the  Ger- 
mans. The  Pimlico  consisted  of  a flannel  bag  worn  over 
the  head  and  tucked  under  the  shirt  or  coat  collar.  As  de- 
signed, however,  the  helmet  had  no  outlet  valve,  which 
meant  that  air  inside  the  mask  soon  became  laden  with 
carbon  dioxide. 

The  demands  for  the  khaki  woolen  textile  used  in  these 
helmets  exhausted  available  supplies  and  required  exten- 
sive purchasing  of  smaller  allotments.  In  initial  tests  on 
the  permeability  of  the  cloth,  the  Royal  Army  Medical 
College  enlisted  young  men  to  run  around  the  college  yard 
while  wearing  the  helmet;  later  the  college  used  a mano- 
metric  device  for  more  rapid  testing.  There  were  also 
problems  with  the  color  of  the  khaki,  since  front-line  sol- 
diers wearing  light-colored  helmets  made  easy  targets  for 
enemy  marksmen.  To  resolve  this  problem,  scientists 
mixed  and  dipped  a variety  of  dyes  and  tested  their  effect 
on  the  absorbent  chemical  solution  required  in  the  fabric 
to  protect  the  wearer.  Similar  problems  occurred  with  the 
selection  of  the  eyepiece  for  the  helmets.  The  single  win- 
dow pane  or  eyepiece  made  of  mica  proved  too  brittle  and 
cracked  easily.  Moreover,  the  needles  used  to  stitch  the 
eyepieces  were  too  large  for  the  thread,  leaving  minute 
holes  around  the  stitching  which  admitted  unfiltered  air 
into  the  helmet.  Non-flammable  cellulose  acetate  worked, 
but  not  enough  could  be  supplied  for  manufacture.  Efforts 
at  using  chromacized  gelatin  also  proved  disappointing. 
Finally,  the  military  adopted  glass  disks  fixed  in  tin  rims, 
and  later  non-splintering  triplex  glass. 

Shortly  after  the  British  introduced  the  Pimlico  helmet, 
the  Germans  introduced  a more  deadly  gas,  phosgene  (hy- 
drocyanic acid).  Nearly  five  months  before  its  actual  use, 
British  intelligence  discovered  the  German  intent  and 
learned  as  well  the  date  of  the  intended  attack  and  the 
sector  of  the  front  where  it  was  to  be  tested,  the  Messines 
Ridge. As  a result  of  this  advance  notice,  the  British 
devised  the  P-helmet  (sometimes  called  “tube  helmet”) 
which  had  the  same  general  shape  as  the  Pimlico  helmet 
but  had  a longer  skirt,  a glass  eyepiece,  an  outlet  valve, 
and  mouthpiece.  This  allowed  the  wearer  to  discharge 
carbon  dioxide  outside  the  helmet  rather  than  through  the 
fabric.  The  valve  also  permitted  the  soldier  to  increase  the 
level  of  his  exertion.  Besides  the  hypo,  sodium  carbonate 
glycerine,  and  water  solution,  the  British  added  sodium 
phenate  and  later  added  hexamethylene-tetramine  at  the 
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suggestion  of  the  Russians.  With  the  addition  of  the  hexa- 
methylene-tetramine,  the  helmet  became  known  as  the 
PH  helmet  (the  PH  standing  for  phenol  and  hexamene), 
and  gave  its  wearer  an  absorption  of  1 00%  against  0. 1 % of 
both  carbonyl  chloride  and  hydrocyanic  acid  gas  for  an 
hour.'’'<P^^-^^*P^‘’*>  When,  on  December  19,  1915,  the  Ger- 
mans launched  their  phosgene  and  chlorine  attack  against 
Messines,  the  defending  troops  were  sufficiently  protect- 
ed. Nevertheless,  casualties  occurred  from  failure  to  place 
masks  quickly  enough,  breathing  too  heavily  and  inhaling 
faster  than  the  mask  could  filter  the  air,  and  removing  the 
mask  too  early.  Despite  these  errors  in  judgment,  the  PH 
helmet  became  a worthy  protector  of  troops,  with  some 
27,000,000  manufactured  between  July  1915  and  Febru- 
ary 1918,  when  the  box  respirator  became  the  sole 
issue.  ^ 7(p5) 

The  constant  rumors  that  the  Germans  intended  to  use 
more  lethal  gases  created  a high  degree  of  paranoia  within 
the  scientific  community.  Advice  from  the  industrial  com- 
munity on  the  difficulty  of  manufacturing  these  more  ex- 
otic gases  reduced  some  of  the  anxiety.  More  importantly, 
however,  the  scientific  community  decided  on  a single 
polyvalent  helmet  against  all  the  potential  gases.  For  the 
British,  this  meant  development  of  a helmet  that  could 
protect  a soldier  from  no  less  than  43  different  gas- 

gS_35(p545) 

As  scientists  considered  each  new  gas  as  a possible  of- 
fensive weapon,  the  British  Museum  Library  searched  out 
all  possible  information,  while  chemists  in  the  Imperial 
College  of  Science  and  Technology  and  the  University  of 
London  Laboratories  proceeded  to  make  each  gas  in  a 
quantity  sufficient  for  testing.  Then  began  the  investiga- 
tion of  possible  absorbents  and  the  efficiency  of  the  ab- 
sorption material  using  the  helmet  and  laboratory  rats  as 
test  specimens.  If  the  rat  survived,  scientists  repeated  the 
test  on  a pig;  and  if  the  pig  survived,  chemists  then  tested 
the  gas  on  one  of  their  fellow  investigators.  According  to 
P.  S.  Lelean,  professor  of  hygiene  at  the  Royal  Army 
Medical  College,  “everyone  had  at  one  time  or  another 
been  incapacitated  by  an  overdose  of  the  simpler  gases, 
but  there  was  no  time  to  do  more  than  lay  the  victim  on  a 
bed  that  was  kept  ready  in  the  laboratory;  give  oxygen  and 
administer  chloroform  vapor,  and  leave  an  orderly  to 
watch  him  until  he  recovered.  There  were  no  other  means 
of  treatment,  for  at  that  time  no  others  had  been  found,  or 
opportunity  to  seek  them.  But  the  victim  was  no  sooner  on 
his  feet  than  he  was  back  at  his  special  work,  shaken  and 
ghastly,  but  resolute.”  Learning  that  a pig  died  suddenly  a 
day  or  two  after  an  experiment  and  knowing  that  a volun- 
teer had  donned  the  experimental  helmet  and  completed 
an  hour’s  test  in  the  lethal  chamber  added  a certain  pi- 
quancy to  the  testing. 

By  December  1915,  the  German  army  decided  to  use 
lachrymatory,  or  tear  gas,  sending  it  into  the  Allied  lines 
in  artillery  shells.  The  Germans  also  began  mixing  their 
gases,  forcing  the  Allied  troops  to  use  masks  as  well  as 
goggles  as  protection.  Unfortunately,  soldiers  found  the 
PH  helmet  ineffective  against  tear  gas,  and  this  led  to  the 
addition  of  rubber-sponge  goggles  in  each  helmet.  This 
innovation,  called  the  PHG  helmet,  was  soon  discarded 
because  of  the  length  of  time  required  to  adjust  it.'^'P^^ 

In  February  1916,  the  British  developed  the  so-called 


tarbox  respirator  issued  to  troops  in  support  areas,  includ- 
ing artillerymen.  However,  the  helmets  were  cumbersome 
and  more  difficult  to  breathe  through  than  the  PH  helmet. 
In  April  1916,  the  British  introduced  the  small  box  respi- 
rator, or  SBR,  which,  by  October  1916,  replaced  the  tar- 
box respirator  as  well  as  all  previous  forms  of  respirators 
(Fig  2).  This  respirator  consisted  of  a canvas  satchel  divid- 
ed into  two  compartments.  At  the  lower  end  was  a canister 
with  a rubber  valve  which,  when  open,  allowed  the  soldier 
to  inhale  air  through  chemicals  consisting  of  soda  lime, 
charcoal,  potassium  permanganate,  sodium  phenate,  and 
hexamethylene.  These  chemicals  either  absorbed,  neu- 
tralized, or  oxidized  the  gases  as  they  passed  through. 
Connected  to  the  canister  was  a flexible  respiratory  tube 
which  attached  to  a mouthpiece  that  fit  between  the  lips 
and  the  teeth.  However,  scientists  soon  discovered  that  gas 
tended  to  pass  up  the  smooth  interior  against  the  side  of 
the  box.  In  order  to  correct  this  defect,  they  corrugated  the 
sides  of  the  box,  leaving  large  air  spaces  above  and  below 
the  absorbent  layers  to  equalize  the  flow  of  air.  The  respi- 
rator system  also  included  a nose-clip  and  a glass  eyepiece. 
So  constructed,  the  respirator  was  polyvalent  against  most 
gases  and  gave  only  slight  resistance  to  respiration. 

The  French  mask,  called  the  M2,  consisted  of  32  layers 
of  muslin  impregnated  with  absorbent  chemicals  and  cov- 
ered with  a waterproof  fabric.  The  soldier  exhaled 
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through  the  impregnated  fabric  and  was  also  protected  by 
a celluloid  eyepiece.  The  mask  proved  very  effective  and 
many  in  the  American  Expeditionary  Force  carried  the 
M2  mask  as  well  as  their  own.  Like  the  earlier  British 
mask,  however,  it  had  no  outlet  valve,  which  meant  that 
air  drawn  in  had  to  be  exhaled  through  the  fabric.  Later, 
the  French  adopted  the  so-called  ARS  mask  which  had  an 
outlet  valve.  It  resembled  the  German  mask  except  that 
the  French  used  a rubberized  fabric  facemask  instead  of 
the  German  leather  mask  (Fig  3).  The  Italians  designed  a 
mask  similar  to  the  French  M2  mask  but  discarded  it  in 
1918  for  the  British  small  box  respirator.  The  Russians 
used  a box  canister  filled  with  charcoal  and  a headpiece 
made  of  rubber.' 

The  earliest  German  respirators  were  not  much  more 
than  pads  soaked  in  a sodium-thiosulphate-sodium  car- 
bonate solution.  This  they  replaced  with  a mask  which  fit 
over  the  mouth  and  nose  and  worked  on  the  same  principle 
as  the  British  and  American  respirators  in  that  the  soldier 
inhaled  through  a canister  filled  with  chemicals.  The  Ger- 
mans constructed  their  facemask  of  leather  and  treated  it 
with  oil  to  make  it  gas-  and  water-tight.  The  canister  origi- 
nally contained  granules  of  baked  earth  soaked  in  a solu- 


FIGURE 3.  French  respirator,  Tissot  pattern  (reproduced  from  Macpher- 
son  et  al'®). 


tion  of  potassium  carbonate  and  covered  with  powdered 
charcoal,  charcoal,  and  crushed  pumice  stone  mixed  with 
hexamethylene.  In  April  1918,  the  Germans  replaced  the 
baked  earth  saturated  with  potassium  carbonate  with  a 
layer  of  charcoal  zinc  oxide.  Unlike  the  British  and  Amer- 
ican respirator,  the  German  gas  mask  had  no  outlet  or 
expiratory  valve.  Thus  the  soldier  exhaled  through  the 
canister,  which  carried  moisture  into  the  chemicals,  caus- 
ing the  canister  to  deteriorate  more  quickly'^'P^'  (Fig 
4). 

As  for  the  Americans,  in  April  1 9 1 7,  a subcommittee  of 
the  National  Research  Council,  under  the  chairmanship 
of  the  director  of  the  Bureau  of  Mines,  and  consisting  of 
representatives  of  the  Army  and  Navy,  civilian  chemists, 
gas  experts,  and  physiologists,  initiated  extensive  research 
on  gas  warfare.  Immediately  following  the  United  States’ 
declaration  of  war  on  Germany,  an  American  commission 
composed  of  George  A.  Hulett  of  Princeton  University 
and  Professor  Amos  of  Johns  Hopkins  University  traveled 
to  France,  where  they  joined  with  Major  James  R.  Church 
to  report  on  developments  of  gas  warfare.  This  commis- 
sion concluded  that  the  British  methods  of  gas  defense 
were  superior  to  those  of  the  French  and  that  the  Ameri- 


FIGURE  4.  German  respirator  (reproduced  from  Macpherson  et  al'®). 
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TABLE  I.  Types  of  Gas  in  Stages^^fp^^)  i6(p27D 


Period 

Method  of 
Discharge 

Gas  Used 

Troop 

Protection 

April  and  May 
1915 

Cylinders 

Chlorine 

Cotton  wastes; 
respirators 
in  last  at- 
tack 

April  1915  to 
July  1916 

Gas  shell 

Simple 

lacrymators 

Cotton  waste; 
respirators, 
goggles,  fab- 
ric helmets 
(Hypo,  P, 
PH,  and 
PHG);a 
few  large 
box  respira- 
tors 

December 
1915  to  Au- 
gust 1916 

Cylinders 

Chlorine  and 
phosgene 

Fabric  helmets 
(P,  PH,  and 
PHG)  and  a 
few  large 
box  respira- 
tors 

July  1916  to 
July  1917 

Gas  shell 

Phosgene,  diphos- 
gene, chloropic- 
rin,  and  lacry- 
mators 

PH  or  PHG 
and  then  the 
small  box 
respirator 

July  1917  to 
end  of  war 

Gas  shell 

Mustard  gas,  phos- 
gene, chloropic- 
rin,  and  chlorar- 
sines 

Small  box  res- 
pirators 

December 

1917  to  May 

1918 

Projectors 

Chlorarsines,  phos- 
gene, diphos- 
gene, chloropic- 
rin 

Small  box  res- 
pirators 

can  soldier  should  wear  masks  of  the  British  small  box 
respiratory  type.  Colonel  Amos  A.  Fries,  Chief  of  the  Gas 
Service  of  the  American  Expeditionary  Forces,  ordered 
100,000  of  the  small  box  respirators  from  the  British  Gov- 
ernment, and  these  were  distributed  to  the  first  troops  ar- 
riving in  France.  The  Gas  Service  awarded  subsequent  or- 
ders to  companies  in  the  United  States.  Eventually,  a 
modified  American  Tissot  mask,  modeled  from  the 
French  type,  went  into  service  in  October  1918.'^^pp^  '°> 
In  the  British  and  American  armies,  military  authori- 
ties required  soldiers  to  carry  the  respirator  when  travel- 
ing or  posted  within  12  miles  of  the  front.  Between  12  and 
5 miles  a man  could  remove  the  respirator  box  in  order  to 
sleep,  but  within  five  miles,  even  this  was  forbidden.  With- 
in two  miles,  military  rules  required  soldiers  to  wear  the 
mask  in  the  “alert”  position  (slung  and  tied  in  front)  and 
be  able  to  make  it  fully  operational  within  six  seconds  of  a 
gas  alarm.  In  addition,  soldiers  maintained  a log  noting 
the  amount  of  time  the  apparatus  was  worn  during  cloud 
gas  attacks  or  shell  bombardments  since  the  effective  life 
of  the  container  was  approximately  40  hours. 

Techniques  to  Repel  Gas 
The  techniques  suggested  by  inventors  to  repel  or  modi- 
fy the  character  of  the  gas  as  it  drifted  across  the  trenches 
included  fans  of  various  types,  airplane  propellers  set  up  at 
specific  points  and  driven  by  electric  motors,  counter  cur- 


rents of  ascending  hot  air  produced  by  burning  gasoline  or 
other  highly  volatile  materials,  and  projecting  ammonia 
vapor  or  water  towards  the  advancing  cloud.  But  as  one 
medical  inspector  noted,  “the  mechanical  fans  are  as  fu- 
tile as  the  broom  of  Canute,  and  hot  air  currents  and  am- 
monia are  quite  likely  to  be  wafted  back  on  those  who  send 
them.”^^PP‘^^®“^^'  ^ 

Sir  Hiram  Maxim  paid  particular  interest  to  the  degree 
to  which  gas  diluted  as  it  traveled.  He  developed  a theory 
that  by  the  time  the  gas  moved  20  feet,  the  volume  of  chlo- 
rine was  roughly  one  in  five.  By  the  time  it  reached  the 
trenches  of  the  opposing  army,  the  dilution  approximated 
1 to  100.  Given  this  ratio,  Maxim  designed  and  built  in- 
cendiary bombs  to  create  a rapidly  spreading  fire  in  the 
path  of  the  advancing  gas.  As  the  gas  wafted  across  the 
lines,  Maxim  intended  the  fires  caused  by  the  incendiary 
bombs  to  heat  the  air,  causing  an  upward  rush,  driving  the 
gas  20  to  40  feet  above  the  ground  and  away  from  the 
trenches. '**P**'* 

As  gas  warfare  became  more  sophisticated,  armies 
learned  how  to  deal  with  its  various  nuances.  For  example, 
when  soldiers  evacuated  dugouts,  pill-boxes,  or  aid-posts 
during  a gas  attack,  they  did  not  return  until  any  remain- 
ing gas  had  been  dissipated  with  fire.  The  military  also 
devised  a gas-proof  curtain  to  prevent  gases  from  entering 
dugouts.  The  curtain,  treated  with  a solution  of  sodium 
thiosulphate  and  sodium  carbonate  in  water,  covered  the 
entrance  completely,  with  about  9 inches  of  additional 
cloth  resting  on  the  ground.  Most  dugouts  had  two  cur- 
tains, one  for  the  upper  entrance  to  the  dugout,  and  one 
closer  to  the  bottom  staircase.  In  cases  of  slight  contami- 
nation, military  personnel  washed  the  dugout  with  a stiff 
brush  and  water,  sprinkling  the  area  with  chloride  of  lime. 
However,  if  the  dugout  was  heavily  contaminated,  the 
military  usually  evacuated  and  destroyed  it.'5(pvi) 

Mustard  gas  required  special  protections  for  gunners 
and  stretcher-bearers  who  were  required  to  handle  equip- 
ment. In  addition  to  respirators,  they  wore  special  leather 
gloves  treated  with  linseed  oil  and  often  wore  clothing 
treated  with  boiled  linseed  oil,  castor  oil,  and  paraffin 
wax.  To  decontaminate  clothing,  sanitary  personnel  treat- 
ed it  with  steam  or  hot  soapy  water,  chlorine  gas,  and  ex- 
posure to  fresh  air.  Motor  ambulances  needed  thorough 
washing  after  carrying  mustard  gas  victims. 

Retrospect 

Gas  warfare  was  believed  to  be  more  deadly  and  inhu- 
mane than  any  of  the  other  instruments  of  killing  or 
maiming  human  beings.  In  part,  this  attitude  resulted 
from  the  Allied  propaganda  which  rebuked  Germany’s 
use  of  chemical  warfare  as  a reflection  of  the  Hun’s  his- 
torical barbarism  and  lack  of  honor  on  the  battlefield.  Ac- 
cording to  Ludwig  Haber  in  his  book  The  Poisonous 
Cloud  (1986),  it  became  a “journalistic  event”  where  ac- 
curacy took  a backseat  to  the  message  of  German  indiffer- 
ence to  human  suffering  and  the  rules  of  war.''(P^^')  Re- 
ports of  men  struggling  in  torment,  gasping  and  choking, 
and  dying  in  acute  agony  created  the  public  impression 
that  gas  casualties  were  higher  and  more  horrendous  than 
those  from  more  conventional  weapons.  To  be  sure,  the 
early  months  of  gas  warfare  were  cruel,  ghastly,  and  inhu- 
mane because  there  were  no  defensive  mechanisms  in 
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place.  For  those  medical  personnel  and  soldiers  who  had  to 
stand  by  helplessly  as  patients  and  comrades  suffered,  gas 
remained  a barbarous  instrument  that  violated  the  rules  of 
combat  and  fair  play.  The  public  formed  an  opinion  on  gas 
in  the  shock  of  the  chlorine  gas  cloud  attack  in  April  1915 
before  any  form  of  gas  defense  had  been  developed.  But 
almost  immediately,  the  Allies  organized  defensive  tactics 
against  the  new  weapon.  Within  months  after  the  Allied 
armies  retaliated  with  gas  clouds  of  their  own,  discussion 
of  gas  warfare  took  on  a more  technical  and  defensive 
tone,  replacing  earlier  attitudes  of  unfairness  and  viola- 
tions of  the  rules  of  war. 

Estimates  on  the  total  number  of  casualties  from  gas 
suggest  that  there  is  no  reliable  total.  Prentiss  estimated 
casualties  as  high  as  1, 297,000. Haber,  on  the 
other  hand,  suggested  that  casualties  for  Britain,  France, 
Germany,  and  the  United  States  was  just  under  500,000 
which  amounted  to  between  3%  and  3.5%  of  the  total 
killed,  missing,  or  wounded  on  the  western  front, 

For  many  who  studied  the  use  of  asphyxiating  gas  in 
warfare,  including  Alfred  T.  Mahan,  the  American  repre- 
sentative at  the  First  Hague  Conference  in  1899,  it  was  no 
more  inhumane  or  unnecessarily  cruel  than  other  weapons 
in  the  armamentarium  of  nations.  In  fact,  many  believed 
that  gas  was  actually  a more  humane  weapon,  if  both  sides 
were  prepared  for  it.  According  to  Lieutenant  Colonel  Al- 
bert P.  Francine,  writing  in  1923,  gas  was  12  times  a bet- 
ter risk  than  bullets  and  high  explosives.  Of  the  total  battle 
casualties  from  all  causes  during  the  war  among  US 
troops,  about  a third  were  due  to  gas  and,  of  that  number, 
less  than  2%  died.  This  compared  most  favorably  to  inju- 
ries by  gunfire  and  high  explosives,  of  which  24%  of  the 
victims  died.  In  other  words,  chemical  warfare  put  more 
men  out  of  action  with  less  hurt  than  any  other  instrument 
of  war.  As  Francine  noted. 

So  when  I think  of  the  hundreds  of  men  littered  in  the  great  gas 
hospital  every  night  or  so,  and  the  overflow  [that]  had  to  be  cared 
for  in  adjacent  hospitals,  I do  not  picture  men  who  were  cough- 
ing, choking  or  gasping  for  breath,  for  they  were  not;  but  of  men 
cold  and  exhausted  from  exposure  and  want  of  sleep,  quiet,  or 
occasionally  laughing,  fellows  burned  more  or  less  seriously 
about  the  eyes  and  body.  Casualties  all  right,  but  not  suffering 
like  torn  men,  and  not  to  be  permanently  disabled  or  even 
scarred.  Approximately  90%  of  the  cases  in  the  hospital  were 
suffering  from  mustard  gas,  and  80%  of  these  were  not  seriously 
gassed.  In  only  20%  was  the  condition  severe  enough  to  confine 
the  men  to  bed  for  more  than  48  hours.  The  death  rate  in  the 
hospital  was  1.98%,  and  all  deaths  were  from  mustard  gas.  This 
percentage  again  goes  to  show  that  the  mortality  and  effects  of 
gas,  where  gas  defense  had  become  well-developed,  have  been,  as 
was  to  be  expected,  greatly  exaggerated  in  the  minds  of  laymen, 
doctors,  and  soldiers  themselves,  who  did  not  study  it  closely,  and 
among  large  groups. 

Four-fifths  of  the  deaths  from  gassing  occurred  within 
the  first  24  hours;  if  the  patient  survived  that  initial  peri- 
od, he  usually  recovered.  In  all,  gas  caused  70,552  casual- 
ties among  the  Americans.  Of  that  number,  1,221  died.  In 
other  words,  approximately  one  of  every  three  American 
soldiers  in  hospitals  suffered  from  exposure  to  gas.  How- 
ever, less  than  two  men  out  of  each  hundred  ( 1 .7%)  died  of 
gas,  while  more  than  nine  out  of  each  hundred  died  from 
other  battle  causes.^**PP'^  Thus,  supporters  of  chemical 
warfare  were  convinced  that,  rather  than  being  more  in- 


humane than  other  methods,  gas  had  actually  been  “a  re- 
finement in  warfare. 

On  reflection,  chemical  warfare  failed  to  achieve  the 
military  significance  intended  by  its  creators.  The  mili- 
tary, according  to  Haber,  lacked  commitment  to  this  new 
mode  of  fighting  and  “pursued  it  haphazardly.”  Added  to 
this,  the  planning  and  implementation  of  gas  warfare  was 
“amateurish”  and,  on  the  whole,  defensive  measures  suffi- 
cient to  contain  the  potential  threat  of  this  new  weapon 
were  developed.' Staff  officers  on  both  sides  were 
reluctant  players  in  gas  warfare,  hesitant  to  break  with 
traditional  weaponry  for  something  new  and  unproven. 
Commanders  and  their  staffs  were  unfamiliar  with  the 
concept  of  chemical  warfare,  however  imperfectly  defined 
and  elaborated.  For  the  duration  of  the  war,  it  remained 
largely  outside  their  frame  of  reference.  “When  one  reads 
the  analyses  of  cloud-gas  attacks  or  the  monographs  of  the 
chemical  warfare  specialists,”  observed  Haber,  “one  is 
struck  by  the  pedantry  of  the  technical  details  and  by  the 
absence  of  all  theory,  or  rather  the  inability  to  fit  the  oper- 
ations into  existing  military  thinking.”  Lack- 

ing a tactical  purpose,  gas  warfare  heralded  no  break- 
through for  either  side  in  the  conflict.  Other  novel 
weapons — the  tank,  airplane,  light  machine-gun — fared 
better  in  terms  of  integration  into  battle  tactics.  Chemical 
warfare,  once  hailed  as  a solution  to  trench  warfare, 
proved  negligible.  The  need  for  close  harmony  of  officer, 
soldier,  civilian  chemist,  industrialist,  and  the  weather 
never  materialized  at  the  level  needed  to  influence  matters 
of  policy  and  strategy.  In  the  end,  chemical  warfare  be- 
came less  a tactical  weapon  than  a psychological  one. 
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The  Physician  Advocacy  Program 

The  Medical  Society  of  the  State  of  New  York  has  just  announced  its  newest  and, 
perhaps,  most  valuable,  personal  membership  benefit — the  Physician  Advocacy  Pro- 
gram. 

The  program  is  designed  to  provide  immediate  protection  against  the  most  serious 
threat  to  a physician’s  professional  life — the  loss  of  license. 

With  the  transfer  of  statewide  Medicare  peer  review  activities  to  the  Island  Peer 
Review  Organization  (IPRO),  there  is  every  reason  to  believe  that  a great  many  physi- 
cians will  be  cited  for  potential  denials  and  quality  citations.  Many  will  result  in  inter- 
ventions and  some  in  sanctions.  These  sanctions  can  include  removal  from  the  Medicare 
Program  and  referral  to  the  Office  of  Professional  Medical  Conduct  (OPMC)  for  disci- 
plinary action,  including  suspension  or  revocation  of  the  license  to  practice  medicine. 

The  new  Physician  Advocacy  Program  has  been  tailored  to  provide  both  legal 
representation  and  medical  expertise  to  physicians  subject  to  investigation  by  either 
IPRO  or  the  OPMC.  MSSNY  has  selected  the  law  firm  of  Kern  Augustine  Conroy  & 
Isele,  P.C.,  to  handle  all  aspects  of  the  legal  representation.  This  firm,  which  practices 
nearly  exclusively  in  the  areas  of  health  law  and  health  related  litigation,  has  wide 
experience  with  both  peer  review  organizations  and  medical  licensing  boards.  It  utilizes 
only  experienced,  senior  level  attorneys  to  work  with  the  physician  and  it  has  been 
providing  similar  benefits  to  thousands  of  New  Jersey  physicians  through  similar  pro- 
grams offered  by  the  Medical  Society  of  New  Jersey. 

Medical  expertise  before  IPRO  will  be  provided  through  the  Empire  Medical  Foun- 
dation. The  foundation  is  the  peer  review  organization  of  the  Medical  Society  of  the 
State  of  New  York.  Since  1984  it  has  conducted  more  than  700,000  reviews  and  from 
1984  to  1989  it  acted  as  the  New  York  State  Peer  Review  Organization.  The  founda- 
tion maintains  specialists  in  all  fields  of  medicine  to  work  with  the  law  firm  and  the 
targeted  physician  to  offer  the  best  possible  defense.  Both  the  law  firm  and  the  founda- 
tion maintain  offices  in  Lake  Success  and  in  Manlius  (Syracuse  area).  New  York. 

The  Physician  Advocacy  Program  is  unique  in  the  nation  because  it  offers  both  legal 
and  medical  representation  in  one  program.  It  has  been  structured  to  coordinate  these 
varying  activities  in  order  to  provide  immediate  response  for  physicians  faced  with 
short  deadlines  set  by  the  regulators. 

MSSNY  urges  every  member  of  the  Society  to  consider  joining  the  OPMC  program. 
Every  physician  who  provides  care  to  Medicare  patients  should  also  consider  the  PRO 
program  as  “must  have”  protection.  Medical  malpractice  insurance  companies  do  not 
ordinarily  provide  representation  before  the  PRO  or  the  OPMC.  By  joining  these  new 
programs,  you  avoid  exposure  to  expensive,  damaging  risks  which  you  may  not  have 
even  realized  exist!  Do  not  go  bare:  Respond  immediately  to  the  mailing  you  should 
already  have  received.  At  $290  annually  for  the  PRO  program  and  $55  annually  for  the 
OPMC  program,  this  may  be  the  least  expensive  and  most  important  investment  you 
ever  make  in  protecting  your  medical  license. 

For  more  information  call  either  (516)  326-1880  or  (315)  682-6261. 
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CASE  REPORTS 


Crack  abuse  and  asthma:  A fatal  combination 

A.  Naveen  Rao,  md;  Peter  G.  Polos,  md,  phd;  Frederick  A.  Walther,  md 


The  National  Institute  on  Drug  Abuse 
refers  to  cocaine  as  “the  drug  of  great- 
est national  public  health  concern.”' 
Cocaine  is  now  being  widely  sold  in  a 
potent  inhalable  form  known  as  crack. 
The  simplicity  and  low  cost  of  its  prepa- 
ration promotes  crack’s  ready  availabil- 
ity to  increasing  numbers  of  users. ^ 
During  the  past  decade,  because  of  the 
introduction  of  crack,  there  has  been  a 
greater  incidence  of  cocaine-associated 
medical  complications.^  This  report  de- 
scribes a patient  with  asthma  who  expe- 
rienced fatal  bronchospasm  related  to 
smoking  of  crack. 

Case  Report 

A 28-year-old  man  first  entered  the  emer- 
gency department  of  the  New  York  Infirma- 
ry-Beekman  Downtown  Hospital  with  acute 
shortness  of  breath.  His  medical  history  was 
significant  for  bronchial  asthma  since  child- 
hood. His  medications  included  sustained 
action  theophylline  (Theo-Dur),  300  mg 
twice  daily,  albuterol  (Proventil),  4 mg 
three  times  daily,  and  metaproterenol  sul- 
fate (Alupent)  by  inhaler  as  needed.  He  de- 
nied cigarette  smoking. 

Examination  revealed  an  alert,  anxious, 
young  man  in  mild  respiratory  distress;  he 
was  using  his  accessory  muscles  of  respira- 
tion. His  blood  pressure  was  136/84  mm  Hg 
without  pulsus  paradoxus;  pulse  rate,  100/ 
min;  respiratory  rate,  26/min;  and  tempera- 
ture, 97.8° F.  A complete  physical  examina- 
tion disclosed  only  bilaterally  decreased  air 
entry  and  diffuse  expiratory  wheezes  in  both 
lungs.  Basic  laboratory  data,  a chest  radio- 
graph, and  an  electrocardiogram  were  all 
within  normal  limits.  Arterial  blood  gas  de- 
terminations (breathing  room  air)  were  as 
follows:  pH,  6.98;  PCO2, 44  mm  Hg;  PO2,  87 
mm  Hg;  and  bicarbonate,  17  mosm/L. 

Following  treatment  with  subcutaneous 
epinephrine,  0.25  mg,  intravenous  amino- 
phylline  infusion  at  40  mg/hr,  and  metapro- 
terenol sulfate,  0.3  mL  inhalation  via  high 
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flow  nebulizer,  the  patient’s  wheezing  and 
respiratory  distress  resolved.  He  was  dis- 
charged to  home  and  advised  to  continue  his 
usual  medication,  together  with  ampicillin, 
250  mg  every  six  hours. 

Five  hours  later,  while  at  home,  the  pa- 
tient again  experienced  difficulty  in  breath- 
ing. The  emergency  medical  service  found 
the  patient  in  cardiopulmonary  arrest.  Ad- 
vanced cardiopulmonary  life  support  tech- 
niques were  applied,  and  intubation  was  per- 
formed. On  the  patient’s  arrival  in  the 
emergency  department,  life  support  tech- 
niques, dopamine,  and  isoproterenol  were 
administered.  Arterial  blood  gas  determina- 
tions on  100%  oxygen  revealed  pH,  6.88; 
PCO2,  72  mm  Hg;  PO2,  518  mm  Hg;  and  bi- 
carbonate, 13  mosm/L.  On  admission  to  the 
medical  intensive  care  unit,  physical  exami- 
nation revealed  a comatose  man  with  an  en- 
dotracheal tube  in  place  and  respirations  as- 
sisted by  a mechanical  ventilator.  His  blood 
pressure  was  100/60  mm  Hg;  pulse  rate, 
120/min;  respiratory  rate,  20/min  with  as- 
sisted ventilation;  and  temperature,  98.0° F. 
The  positive  physical  findings  included  fixed 
and  dilated  pupils,  bilateral  decreased  air 
entry,  and  diffuse  expiratory  wheezes  in 
both  lungs.  There  was  absence  of  deep  ten- 
don reflexes  and  no  response  to  deep  painful 
stimuli. 

The  electrocardiogram  indicated  sinus 
tachycardia  at  120/min,  with  ST  depres- 
sions in  the  inferior  and  lateral  leads.  The 
chest  film  showed  no  infiltrates  and  con- 
firmed the  correct  position  of  the  endotra- 
cheal tube.  The  serum  theophylline  level 
was  15.2  mg/dL.  A toxicologic  screen  of 
urine  was  positive  for  cocaine  and  cocaine 
metabolites.  The  patient’s  family,  when  in- 
formed of  this  finding,  confirmed  the  pa- 
tient’s history  of  crack  abuse.  Apparently 
four  months  earlier,  the  patient’s  elder 
brother,  a crack  addict,  had  died  of  an  acute 
exacerbation  of  bronchial  asthma. 

On  admission  to  the  medical  intensive 
care  unit,  the  patient  was  treated  with  intra- 
venous aminophylline,  methylprednisolone, 
metaproterenol  by  nebulizer,  ampicillin, 
and  ceftriaxone.  Dopamine  was  required  to 
maintain  adequate  blood  pressure.  A bed- 
side electroencephalogram  disclosed  a “flat 
line”  electrical  response  consistent  with 
electrocerebral  silence.  A positive  apnea  test 
confirmed  clinical  brain  death.  All  life  sup- 
port measures  were  discontinued,  and  the 


patient  was  pronounced  dead. 

Autopsy  at  the  office  of  the  Chief  Medical 
Examiner  revealed  anoxic  encephalopathy 
secondary  to  irreversible  bronchospasm.  A 
toxicologic  screen  by  the  medical  examiner 
also  revealed  cocaine  and  cocaine  metabo- 
lites in  both  blood  and  bile. 

Discussion 

Unlike  the  production  of  freebase, 
which  is  a dangerous  process,  crack  is 
easily  made  by  mixing  cocaine  hydro- 
chloride with  baking  soda  and  water. 
The  name  crack  was  given  to  this  form 
of  the  drug  because  of  the  sound  it 
makes  when  heated  for  smoking.  Crack 
smoking  produces  an  immediate  eu- 
phoric effect,  which  strongly  reinforces 
the  compulsion  to  repeat  the  experi- 
ence. Given  unrestricted  access  to  co- 
caine, animals  will  self-administer  the 
drug  with  a greater  than  90%  mortal- 
ity."^ The  South  American  coca  leaf 
chewer  consumes  200  mg  of  cocaine  per 
day;  the  modern  suburban  crack  smok- 
er uses  1,500  mg  per  day.^ 

The  clinical  course  of  this  asthmatic 
patient  suggests  the  ability  of  crack 
abuse  to  trigger  fatal,  irreversible  bron- 
chospasm. Functional  disorders  of  the 
lungs,  gas  exchange  abnormalities,  and 
reactive  airway  disease  occur  with  in- 
creased frequency  among  freebase  co- 
caine abusers.^-’  Pulmonary  infiltrates, 
fever,  and  bronchospasm  (crack  lung) 
can  be  caused  by  inhalation  of  cocaine.* 
The  medical  literature  offers  little  in- 
formation on  the  association  of  asthma 
and  crack  abuse.^ 

The  toxic  effects  of  cocaine  are  due 
to  stimulation  and  subsequent  depres- 
sion of  the  cardiovascular,  respiratory, 
and  central  nervous  systems.  Central 
respiratory  depression  with  reactive 
bronchospasm  can  be  fatal  in  asthmatic 
patients.  The  underlying  mechanisms 
for  intensified  bronchospasm  in  asth- 
matic crack  smokers  may  be  complex: 
bronchial  hyper-reactivity  similar  to 
that  caused  by  other  nonspecific  of- 
fenders (cold  air,  certain  chemicals. 


OCTOBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  511 


stress,  exercise);  immunologic  reac- 
tions with  specific  IgE  formation;  direct 
liberation  of  bronchoconstrictor  sub- 
stances; possible  drug  interactions  be- 
tween active  cocaine  metabolites  and 
asthma  medications.*-^ 

Many  of  the  signs  and  symptoms  of 
cocaine  toxicity  rapidly  resolve  as  the 
drug  is  metabolized  and  require  no 
treatment.  Since  no  specific  antidote 
for  cocaine  poisoning  exists,  serious 
side  effects  are  treated  based  on  their 
symptoms.  Bedside  pulmonary  function 
tests,  especially  the  performance  of 
forced  vital  capacity  maneuvers,  are 
useful  to  measure  the  degree  of  obstruc- 


tion present  and  to  follow  response  to 
treatment.  The  therapeutic  strategy  is 
to  support  ventilation  and  circulation.'® 

The  present  case  suggests  the  possi- 
bility that  certain  patients  with  pre-ex- 
isting asthma  may  suffer  fatal  irrevers- 
ible bronchospasm  with  crack  smoking. 
The  increasing  abuse  of  crack  intensi- 
fies the  need  for  physicians  to  be  aware 
of  crack’s  adverse  and  potentially  fatal 
effect  on  the  asthmatic  patient. 
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Eosinophilia-myalgia  syndrome  and  L-tryptophan 


A cluster  of  three  cases  comprising  eo- 
sinophilia  and  severe  myalgia  in  pa- 
tients taking  oral  L-tryptophan  prepa- 
rations was  first  noted  in  New  Mexico 
in  October  1989.'  Since  that  initial  re- 
port, the  disease  has  assumed  epidemic 
proportions,  with  1,269  cases  reported 
nationwide  as  of  February  1990.  Thir- 
teen deaths  have  been  reported  among 
patients  with  eosinophilia-myalgia  syn- 
drome. A statistical  analysis  of  the  first 
429  cases  showed  the  dose  of  L-trypto- 
phan to  have  been  from  0.026  g to  15.0 
g per  day,  with  a median  of  1.5  g per 
day;  the  patients  ranged  in  age  from  1 1 
to  84  years,  with  a median  age  of  48 
years.  This  new  syndrome,  still  in  the 
process  of  delineation,  has  been  charac- 
terized by  severe,  incapacitating  myal- 
gias, eosinophilia,  weakness,  arthral- 
gias, fever,  pulmonary  signs  or 
symptoms,  rash,  and  edema. In  addi- 
tion, an  ascending  polyneuropathy,  vas- 
culitis, heart  failure,  arrhythmias, 
thromboembolic  phenomena,  and  hep- 
atomegaly have  been  noted  in  some  pa- 
tients.^ 

Case  Report 

A 60-year-old  man  presented  with  a 
three-week  history  of  generalized  muscle 
aching,  which  was  at  times  severe,  dryness 
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of  the  mouth,  episodic  sense  of  flushing,  a 
low  grade  fever,  and  a productive  cough.  He 
had  been  in  good  health  following  triple  cor- 
onary artery  bypass  graft  surgery  nine 
months  earlier.  His  medications  included 
aspirin,  0.3  g/day,  and  multivitamins.  In  ad- 
dition, he  had  been  taking  L-tryptophan  for 
insomnia,  averaging  0.75  g/day  for  the  pre- 
vious four  months.  Each  capsule  was  formu- 
lated with  0.5  g L-tryptophan  (of  Japanese 
manufacture)  and  10  mg  of  pyridoxine. 
Physical  examination  was  significant  for 
mild  conjunctival  injection,  mild  tremor,  a 
trace  of  pedal  edema,  and  an  absent  vibra- 
tion sense. 

Laboratory  studies  disclosed  the  follow- 
ing pertinent  values:  white  blood  cell  count, 

1.2  X 10^/L,  with  38%  polymorphonuclear 
forms,  11%  lymphocytes,  5%  monocytes, 
and  46%  eosinophils;  eosinophil  count,  4 X 
10^/mL;  lactic  dehydrogenase,  329  lU/L 
(normal,  100-250  lU/L);  alanine  amino- 
transferase, 56  lU/L  (normal,  0-50  lU/L); 
total  protein,  5.5  g/dL;  albumin,  3.3  g/dL; 
aldolase,  10.6  U/L  (normal,  1.2-7. 6 U/L). 
Creatinine  phosphokinase,  rheumatoid  ar- 
thritis latex  screen,  antinuclear  antibodies, 
erythrocyte  sedimentation  rate,  and  a sero- 
logic test  for  Trichinella  antigen  were  nega- 
tive or  within  normal  limits.  The  chest  roent- 
genogram showed  increased  bronchovascular 
markings  at  the  right  base  and  was  other- 
wise normal.  An  electrocardiogram  showed 
an  old  anteroseptal  infarction. 

The  patient  was  advised  to  stop  taking  L- 
tryptophan  at  the  time  of  the  initial  exami- 
nation. Over  the  next  month  he  reported 
mild  improvement  in  his  muscle  pain  and 
cough.  The  eosinophil  count  decreased  to 

3.2  X 10^/mL;  lactic  dehydrogenase  to  287 
lU/L;  and  aldolase  to  8.2  lU/L. 


Discussion 

Eosinophilia-myalgia  is  a new  dis- 
ease entity  for  which  diagnostic  criteria 
have  not  been  fully  elaborated.  The 
Centers  for  Disease  Control  has  recom- 
mended that  the  diagnosis  be  based  on 
the  fulfillment  of  all  of  the  following:  an 
eosinophil  count  of  at  least  1,000  cells/ 
mm^  generalized  myalgia  of  sufficient 
severity  to  interfere  with  normal  activi- 
ties at  some  time  during  the  illness,  and 
absence  of  any  infection  or  neoplasm 
that  could  account  for  the  aforemen- 
tioned criteria.^  An  earlier  criterion  no 
longer  considered  necessary  was  the  ex- 
clusion of  trichinosis  by  serologic  test- 
ing or  muscle  biopsy.' 

L-tryptophan  is  an  essential  amino 
acid  that  has  had  a growing  popularity 
for  the  treatment  of  insomnia,  premen- 
strual syndrome,  and  depression.^ 
While  the  association  of  L-tryptophan- 
containing  products  with  this  syndrome 
is  firmly  established,  the  possible  role  of 
contaminants  is  under  current  investi- 
gation.^ 

Eosinophilia-myalgia  syndrome  shares 
some  clinical  similarities  with  the  toxic- 
oil  syndrome,  epidemic  in  Spain  in 
1981.  This  syndrome,  which  may  have 
been  caused  by  the  ingestion  of  adulter- 
ated rapeseed  oil,  was  also  associated 
with  marked  eosinophilia  and  myalgia, 
as  well  as  other  clinical  and  laboratory 
findings  that  are  not  manifest  in  the 
current  epidemic.’  * Other  recent  case 
reports  bear  some  similarity  to  eosino- 
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philia-myalgia  syndrome,  but  have 
been  neither  epidemic  nor  associated 
with  L-tryptophan.^‘" 

The  differential  diagnosis  should  also 
include  the  spectrum  of  eosinophilic 
muscle  diseases  (eosinophilic  polymyo- 
sitis, eosinophilic  perimyositis,  eosino- 
philic fasciitis,  and  focal  eosinophilic 
myositis),  as  well  as  polyarteritis  no- 
dosa and  trichinosis.  The  finding  of  xer- 
ostomia and  conjunctivitis  in  this  pa- 
tient initially  suggested  the  inclusion  of 
Sjogren’s  syndrome  in  the  differential 
diagnosis;  however,  the  absence  of  a 
true  sicca  syndrome  and  arthritis  defin- 
itively ruled  out  this  consideration. 
Recommended  treatment  is  the  with- 
drawal of  the  product  containing  L- 
tryptophan.  Some  patients  are  reported 
to  have  benefited  from  corticosteroid 
therapy.  Nonsteroidal  anti-inflamma- 
tory drugs  and  narcotic  analgesics  are 
indicated  for  the  control  of  severe  mus- 
cle pain.^ 

The  patient  reported  here,  about 
whom  some  preliminary  data  have  been 
published,'^  ingested  approximately  90 
g of  L-tryptophan  over  a four-month 
period,  with  clinical  manifestations  ap- 
pearing at  the  beginning  of  the  last 
month.  During  this  time,  he  continued 
his  normal  activities  for  the  most  part. 


although  he  was  at  times  severely  af- 
fected as  a result  of  myalgias.  The  ele- 
vation of  the  serum  aldolase  and  a nor- 
mal creatinine  phosphokinase  level 
reflected  similar  disparities  in  other  re- 
ported patients  with  eosinophilia-myal- 
gia  syndrome.'*-'^  Withdrawal  of  L- 
tryptophan  has  not  resulted  in  a rapid 
amelioration  of  symptoms.  A modest 
improvement  in  abnormal  laboratory 
studies  was  seen. 

Patients  may  not  volunteer  the  fact 
that  they  have  taken  L-tryptophan  as 
they  frequently  consider  all  health  food 
products  as  safe  and  quite  separate 
from  their  other  medications.  With  the 
large  number  of  cases  being  reported, 
the  pathogenesis  and  clinical  manifes- 
tations of  this  syndrome  will  no  doubt 
become  clearer.  In  the  meanwhile,  phy- 
sicians should  be  on  the  alert  for  pa- 
tients who  have  taken  L-tryptophan- 
containing  products,  and  the  possible 
manifestations  of  eosinophilia-myalgia 
syndrome. 
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Neurocutaneous  manifestations  of  neurofibromatosis-2 

Emilio  D.  Soria,  md;  Edward  J.  Fine,  md;  Michael  M,  Candaras,  md 


In  contrast  with  the  more  common  form 
of  neurofibromatosis  known  as  von 
Recklinghausen’s  neurofibromatosis, 
or  neurofibromatosis- 1 (NF-1),  bilater- 
al acoustic  neurofibromatosis  (NF-2) 
tends  to  appear  late  in  life.'  The  neuro- 
logic manifestations  of  NF-2  may  be 
devastating,  while  the  dermatologic 
signs  are  often  discrete. Early  diag- 
nosis of  NF-2  affords  the  best  chances 
for  preservation  of  function.  An  in- 
creased awareness  of  the  dermatologic 
signs  of  NF-2  may  help  in  the  detection 
of  patients  and  their  relatives  at  risk. 
We  present  a patient  with  the  clinical 
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manifestations  of  this  disease  and  re- 
view the  recommendations  for  manage- 
ment. 

Case  Report 

A 29-year-old  woman  was  referred  for 
evaluation  of  her  previously  diagnosed  neuro- 
fibromatosis. She  had  inherited  it  from  her 
father,  who  had  undergone  surgical  removal 
of  bilateral  acoustic  neuromas  at  another 
hospital.  She  had  several  siblings  and  no 
children.  No  other  family  members  were 
known  to  have  neurofibromatosis  or  any 
signs  of  it.  However,  all  her  relatives  lived  in 
distant  states,  and  it  was  therefore  impossi- 
ble to  perform  a medical  survey  of  the  rela- 
tives at  risk  to  detect  possible  affected  mem- 
bers of  the  family.  Letters  were  sent  to  those 
relatives  who  could  be  contacted  with  the 
advice  to  seek  appropriate  evaluation  for 
NF-2.  The  letters  led  to  the  discovery  of  pre- 
viously unsuspected  bilateral  acoustic  neu- 


romas in  one  sister.  (Unfortunately,  we  have 
been  informed  that  this  sister  died  as  a result 
of  asystole  caused  by  the  injection  of  con- 
trast material  during  angiography  per- 
formed to  investigate  the  tumors.) 

The  patient  had  been  in  good  health  until 
three  years  prior  to  evaluation,  when  she 
started  complaining  of  low  back  pain  radiat- 
ing to  the  posterior  aspect  of  both  thighs  and 
calves,  accompanied  by  a sensation  of 
numbness  in  her  feet.  As  a teenager,  she  had 
become  aware  of  a few  scattered  skin  le- 
sions, but  they  were  dismissed  as  “birth- 
marks.” She  subsequently  noted  a progres- 
sively enlarging  mass  on  her  left  wrist.  In  the 
last  few  years  she  had  noticed  a tingling  and 
numbness  in  the  index,  middle,  and  ring  fin- 
gers of  her  left  hand,  more  so  at  night.  These 
symptoms  were  relieved  by  shaking  and  rub- 
bing the  hand. 

One  year  prior  to  evaluation,  her  low  back 
pain  became  more  severe  and  she  was  admit- 
ted to  a hospital  in  Texas.  Electromyogra- 
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phy  and  myelography  led  to  the  diagnosis  of 
a tumor  involving  the  cauda  equina.  She  un- 
derwent surgical  resection  of  the  tumor, 
which  was  a large  neurofibroma.  After  sur- 
gery, she  remained  with  residual  loss  of  bow- 
el and  bladder  control.  She  must  perform 
self-catheterization  to  empty  her  bladder. 
She  also  has  permanent  loss  of  sensation  of 
her  gluteal  and  perianal  areas,  as  well  as  dis- 
tal weakness  in  both  lower  extremities  ne- 
cessitating the  use  of  braces  to  assist  ambu- 
lation. At  the  time  of  hospitalization  she  was 
also  found  to  have  a mild  right  facial  weak- 
ness of  the  lower  motor  neuron  type,  and  bi- 
lateral hearing  loss.  A computed  tomo- 
graphic (CT)  scan  of  the  head  revealed  the 
presence  of  bilateral  acoustic  neuromas,  and 
the  diagnosis  of  N F-2  was  made.  She  under- 
went a resection  of  the  right  acoustic  neuro- 
ma resulting  in  improvement  of  the  right  fa- 
cial weakness,  but  sustained  complete  right- 
sided deafness. 

The  physical  examination  one  year  after 
the  resection  of  the  acoustic  tumor  was  re- 
markable for  bilateral  deafness  (complete 
on  the  right  and  partial  on  the  left)  and  a 
mild  right-sided  facial  weakness.  Additional 
findings  included  the  following:  flaccid  par- 
aparesis with  severe  weakness  and  atrophy 
in  the  muscles  supplied  by  the  fourth  and 
fifth  lumbar  roots  and  in  all  muscles  sup- 
plied by  the  sacral  roots;  arefiexia  in  both 
lower  extremities  and  marked  sensory  loss  to 
all  forms  of  sensation  with  a saddle  distribu- 
tion affecting  the  perianal  area  and  the  pos- 
terior aspect  of  both  lower  extremities.  The 
anal  reflex  was  absent. 

The  examination  of  her  skin  revealed  two 
large  cafe-au-lait  lesions  on  the  right  thigh 
and  the  right  shoulder  and  a small  neurofi- 
broma on  the  right  occipital  scalp.  She  ex- 
hibited none  of  the  discrete  signs  of  NF-1 
such  as  Lisch  nodules,  axillary  freckling, 
pectus  excavatum,  or  dysplasias  in  any  other 
area  of  her  body.  An  ophthalmologic  exami- 
nation disclosed  bilateral  posterior  subcap- 
sular  lenticular  opacities.  A bulging  subcu- 
taneous mass  was  palpable  over  her  left 
wrist.  Percussion  of  this  mass  elicited  a Tinel’s 
sign.  Holding  the  left  wrist  in  extreme  flex- 
ion for  a minute  or  two  caused  painful  pares- 
thesias (Phalen’s  sign).  No  atrophy  or  weak- 
ness was  noted  in  the  intrinsic  hand  muscles, 
and  no  clear-cut  hypoesthesia  was  found  in 


FIGURE  2.  Left,  CT  scan  of  the  head  (bone  window)  showing  an  enlarged  right  internal  auditory  canal 
(large  arrow).  Right,  CT  scan  shows  a tumor  in  the  posterior  fossa  occupying  the  left  cerebello- 
pontine angle  (small  arrows). 


the  distribution  of  the  median  nerve.  A CT 
scan  of  the  wrists  (Fig  1)  demonstrated  the 
presence  of  a tumor  within  the  left  carpal 
tunnel. 

A contrast  CT  study  of  the  head  (Fig  2) 
showed  enlarged  internal  auditory  canals.  A 
small  enhancing  tumor  was  present  on  the 
left  cerebellopontine  angle.  The  previously 
diagnosed  right  acoustic  neuroma  appeared 
to  have  been  removed  completely. 

Brain  stem  auditory  evoked  responses 
(BAER)  demonstrated  absence  of  all  waves 
after  wave  I on  stimulation  of  the  right  ear 
and  absence  of  all  waves  after  wave  II  on 
stimulation  of  the  left  ear  (Fig  3). 

Electromyography  of  intrinsic  hand  mus- 
cles was  normal  bilaterally.  The  median  mo- 
tor distal  latency  was  not  prolonged  in  either 
side,  and  there  was  no  reduction  of  the  ac- 
tion potential  of  the  thenar  muscles.  Howev- 
er, the  median  sensory  distal  latency  to  the 
left  ring  finger  (the  digit  suffering  the  most 
paresthesias)  was  prolonged  (Fig  4).  Nerve 
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FIGURE  3.  A,  Brain  stem  auditory  evoked  re- 
sponses (BAER)  of  a normal  subject  show  a se- 
quence of  five  waves  generated  by  the  acoustic 
nerve  and  brain  stem  structures.  B,  BAER  of  this 
patient  shows  the  presence  of  wave  I and  II  to 
stimulation  of  right  ear  (top  tracings)  and  pres- 
ence of  wave  I to  stimulation  of  left  ear  (bottom 
tracings),  with  absence  of  all  subsequent 
waves.  Recordings  done  between  vertex  and 
mastoid  on  the  side  of  stimulation.  Positivity  at 
the  vertex  is  plotted  upward.  Each  tracing  is  an 
average  of  2,000  responses  to  rarefaction  stim- 
uli. Calibration:  vertical,  0.15  UV;  horizontal,  1 
msec. 


conduction  velocities  of  the  ulnar  and  radial 
nerves  were  normal,  showing  that  the  abnor- 
mality was  confined  to  the  median  nerve  and 
was  not  part  of  a generalized  polyneuro- 
pathy. The  diagnosis  of  left  carpal  tunnel 
syndrome  with  preferential  involvement  of 
the  sensory  fibers  from  the  fourth  digit  was 
suggested. 

Since  the  patient  had  diminished  but  use- 
ful hearing  in  the  left  ear,  surgical  interven- 
tion was  not  considered  appropriate  in  the 
management  of  the  left  acoustic  neuroma. 
Sequential  CT  scans  are  done  at  regular  in- 
tervals to  monitor  a possible  increase  in  the 
tumor  size.  The  left  carpal  tunnel  syndrome 
was  also  managed  conservatively  with  wrist 
splint,  analgesics,  and  observation  of  the  tu- 
mor size  and  the  potential  complications. 

Discussion 

Neurofibromatosis  is  a heterogene- 
ous disease.'*’^  Riccardi  and  Eichner 
have  described  up  to  seven  different 
categories  in  the  spectrum  of  disorders 
referred  to  as  neurofibromatosis.^’^  Cu- 
taneous manifestations  are  a major  part 
of  the  neurofibromatosis  syndrome, 
and  their  early  recognition  is  important 
for  the  diagnosis  and  classification  of 
the  disease  in  the  different  categories. 

The  better  known  categories  of  this 
disease  are  referred  to  as  neurofibroma- 


Stimulate  L Meidian  Nerve 
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FIGURE  4.  Antidromic  median  sensory  nerve 
stimulation  at  14  cm  with  recordings  over  digits 
II  and  IV.  Note  the  delayed  onset  of  the  sensory 
nerve  action  potential  in  digit  IV  as  compared 
with  digit  II. 
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tosis-1  (NF-1)  and  neurofibromatosis- 
2 (NF-2),  corresponding  to  the  old 
terms  von  Recklinghausen  neurofibro- 
matosis, and  bilateral  acoustic  neurofi- 
bromatosis or  central  neurofibromato- 
sis, respectively.'  It  is  important  to 
distinguish  NF-2  from  NF-1,  as  the 
clinical  expression,  genetic  basis,  and 
natural  history  of  these  two  diseases  are 
very  different.  NF-2,  a genetic  defect 
associated  with  multiple  tumors  of  neu- 
ral crest  origin,  features  the  presence  of 
bilateral  acoustic  neuromas  as  its  hall- 
mark.’ Both  diseases  have  an  autoso- 
mal dominant  form  of  inheritance,  but 
the  genes  responsible  for  NF-1  and  NF- 
2 are  located  in  different  chromosomes. 
Genetic  linkage  studies  have  located 
the  NF-1  gene  on  chromosome  17.* 
Specific  loss  of  alleles  from  chromo- 
some 22  has  been  detected  with  poly- 
morphic DNA  markers  in  cases  of 
acoustic  neuromas  and  other  tumors  as- 
sociated with  NF-2.^''° 

NF-1,  a disorder  affecting  one  in 
4,000  individuals,  is  more  frequently 
seen  than  NF-2,  which  only  occurs  in 
approximately  one  in  50,000  individ- 
uals. The  mutation  rate  is  high  in  NF-1 
and  is  unknown  in  NF-2.  Some  studies 
have  suggested  that  in  NF-2,  a growth 
factor  may  be  implicated  in  tumor  for- 
mation.’ Antigenic  but  not  functional 
activity  of  nerve  growth  factor  is  in- 
creased, and  high  levels  of  a glial 
growth-factor-like  activity  have  been 
found  in  NF-2  tumors." 

The  National  Institutes  of  Health 
Consensus  Development  Conference'’ 
concluded  that  the  criteria  for  NF-2  are 
met  by  an  individual  who  has  bilateral 
eighth  nerve  masses  seen  with  appropri- 
ate imaging  techniques  (eg,  CT  or 
MRI),  or  a first  degree  relative  with 
NF-2  and  either  a unilateral  eighth 
nerve  mass  or  two  of  the  following:  a 
neurofibroma,  meningioma,  glioma. 
Schwannoma,  or  a juvenile  posterior 
subcapsular  lenticular  opacity. 

Cutaneous  lesions,  although  less 
common  in  NF-2  than  in  NF- 1 , are  also 
important  markers  of  the  disease.'  The 
significance  of  cafe-au-lait  spots  in  NF- 
2 is  not  established,  but  their  presence 
in  someone  at  risk  should  heighten  sus- 
picion. In  the  patient  described  here,  a 
thorough  examination  of  the  skin  dis- 
closed a cafe-au-lait  spot,  4 X 2 cm  in 
size,  on  the  left  shoulder,  and  another 
8 X 5-cm  lesion  on  the  right  thigh. 
Since  the  patient’s  skin  was  darkly  pig- 
mented, these  lesions  were  barely  visi- 
ble. The  rule  of  Crowe  et  al,'’  that  six  or 
more  cafe-au-lait  spots  larger  than  1.5 
cm  in  diameter  must  be  present  for  es- 


tablishing the  diagnosis  of  neurofibro- 
matosis, does  not  apply  in  the  NF-2 
form  of  the  disease.  The  freckling  that 
frequently  involves  the  axilla  as  well  as 
other  intertriginous  regions  in  NF-1  is 
distinctly  uncommon  in  NF-2.'  Neuro- 
fibromas of  the  skin  tend  to  be  much 
less  frequent  than  in  NF-1,  but  when 
present  are  virtually  diagnostic.  They 
tend  to  be  small  and  only  minimally 
raised,  and  therefore  can  be  easily  over- 
looked. Neurofibromas  may  compro- 
mise the  spinal  cord  or  the  cauda 
equina,  as  seen  in  this  patient,  or  com- 
press the  spinal  nerve  roots.  The  neuro- 
fibroma in  the  flexor  aspect  of  this  pa- 
tient’s left  wrist  illustrates  the 
possibility  of  NF-2  having  both  central 
and  peripheral  nervous  system  manifes- 
tations, and  consequently,  the  previous- 
ly used  term  “central  neurofibromato- 
sis’’ should  be  abandoned. 

In  addition  to  acoustic  neuromas, 
other  tumors  of  the  central  nervous  sys- 
tem, sometimes  multiple,  are  common- 
ly seen  in  NF-2.'’*-'^  Meningiomas  in 
the  intracranial  cavity  or  in  the  spinal 
canal  are  frequent.  Schwannomas  simi- 
lar to  the  acoustic  neuromas  may  devel- 
op in  other  cranial  nerves  or  spinal 
roots.  Gliomas,  especially  low  grade  as- 
trocytomas, are  also  common  in  this 
disease.  Other  associated  features  in 
NF-1,  such  as  skeletal  abnormalities, 
intellectual  handicaps,  and  epilepsy, 
are  not  encountered  in  NF-2. 

In  addition  to  a careful  personal  and 
family  history,  the  physical  examina- 
tion should  give  particular  attention  to 
skin  manifestations  such  as  cafe-au-lait 
macules  and  neurofibromas.  The  acces- 
sibility of  skin  to  firsthand  visual  and 
anatomo-pathologic  analysis  empha- 
sizes the  role  of  the  dermatologist  in  the 
detection  of  NF-2.  Although  there  are 
no  normal  control  data,  thorough  skin 
examination  with  Wood’s  light  is  ad- 
vised. The  neurologic  examination 
should  include  a detailed  evaluation  of 
hearing,  balance,  and  coordination,  as 
well  as  the  function  of  the  cranial 
nerves. 

The  National  Institute  of  Health 
Consensus  Development  Conference 
concluded  that  NF-2  testing  must  in- 
clude an  audiogram  and  brain  stem  au- 
ditory evoked  responses  (BAER).'’ 
Magnetic  resonance  imaging  (MRI) 
was  recommended  for  patients  with  evi- 
dence of  hearing  impairments  or  abnor- 
mal BAER.  The  entire  neuroaxis  can 
be  screened  with  magnetic  resonance 
with  no  danger  of  radiation. 

If  the  differential  diagnosis  between 
NF-1  and  NF-2  is  not  clearly  estab- 


lished, a thorough  ophthalmologic  ex- 
amination, with  emphasis  on  the  lens 
and  iris,  may  be  helpful.  Lisch  nodules 
(pigmented  hamartomas  of  the  iris)  are 
present  in  up  to  94%  of  patients  with 
NF-1,  but  are  rare  in  NF-2.'^  On  the 
other  hand,  the  presence  of  juvenile 
posterior  subcapsular  and  nuclear  cata- 
racts has  been  recently  recognized  in 
NF-2,  affecting  about  half  of  the  pa- 
tients.'’ This  finding  has  important  im- 
plications for  patients  and  for  the  detec- 
tion of  relatives  at  risk.  Slit  lamp 
biomicroscopic  examination  has  been 
urged  as  part  of  the  work-up  of  these 
patients  and  their  families. 

Genetic  counseling  should  be  offered 
to  patients  and  families.'  In  view  of  the 
autosomal  dominant  form  of  inheri- 
tance with  low  mutation  rate,  all  family 
members,  particularly  first  degree  rela- 
tives, should  be  evaluated  periodically 
to  determine  whether  they  have  NF-2. 

Other  complementary  investigations 
should  be  used  as  appropriate.  In  the 
patient  presented  here,  paresthesias  in 
the  left  hand  prompted  an  electromyo- 
graphic study,  which  demonstrated  in- 
volvement of  the  median  nerve  at  the 
carpal  tunnel.  The  compression  of  this 
nerve  appeared  to  affect  the  sensory  fi- 
bers of  a single  digit.  Involvement  of  the 
fibers  of  a single  digit  in  cases  of  carpal 
tunnel  syndrome  has  been  reported  in 
the  medical  literature.'*  Most  cases  of 
carpal  tunnel  syndrome  are  caused  by 
an  idiopathic  hypertrophy  of  the  carpal 
ligament.'^  However,  there  are  multi- 
ple cases  described  in  the  literature  of 
median  nerve  compression  in  the  carpal 
tunnel  by  other  space  occupying  pro- 
cesses, both  benign  and  malignant, 
which  may  compress  the  tunnel’s  con- 
tents. Carpal  tunnel  syndrome  may  be 
caused  by  bony  callus  after  a fracture,’" 
by  tophi,’'  by  ganglia,”  and  by  many 
other  expansive  processes.  To  our 
knowledge,  the  compression  of  the  me- 
dian nerve  at  the  carpal  tunnel  caused 
by  a neurofibroma  in  a case  of  NF-2  has 
not  previously  been  reported  in  the  lit- 
erature. 
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FROM  THE  LIBRARY 


THE  DOCTOR’S  RESPONSIBILITY  TO  HIS  COMMUNITY 

. . . Medicine  has  always  been  and  is  now  motivated  by  a desire  to  be  of  service  to  the  public.  To 
achieve  this  ideal,  the  profession  must  be  free.  In  these  times  in  which  we  live,  we  are  presented  with 
advances  in  the  service  of  medicine  to  mankind  which  are  conditioned  by  coincident,  far-reaching 
economic  and  social  changes.  It  will  require  wise  and  forward-looking  men  to  guide  these  changes  by 
evolution  rather  than  revolution.  Socialized  medicine,  compulsory  health  insurance,  or  whatever  name 
you  wish  to  use  to  designate  the  efforts  on  the  part  of  government  to  direct  and  control  the  practice  of 
medicine,  is  not  a dead  issue  in  this  country.  There  is  no  political  appeal  quite  so  intriguing  as  “some- 
thing for  nothing.  . . 

The  doctor,  each  in  his  own  community,  has  a prestige  which  is  tremendous.  You  should  be  aware  of 
this  asset  and  assert  this  influence  which  is  yours  on  your  patients,  lay  leaders,  and  above  all  others,  your 
legislators.  . . . 

Again,  by  teamwork  at  the  local  level,  I believe  much  will  be  accomplished  by  the  medical  profession 
in  maintaining  its  independence  from  political  control.  As  physicians,  you  are  already  members  of  a 
medical  team  which  has  carried  us  to  where  we  are — the  healthiest  nation  in  the  world.  You  are  con- 
scious of  the  value  of  teamwork;  it  is  part  of  your  life  as  a practicing  physician  whether  you  are  in  private 
practice,  in  the  hospital,  or  taking  part  in  the  activities  of  your  county  medical  society.  I urge  all  of  you, 
your  wives  and  friends,  to  extend  this  type  of  teamwork  in  your  own  communities.  Make  yourselves 
important  cogs  in  the  local  philanthropic  activities  in  your  area  which  deal  with  cancer,  tuberculosis, 
heart  disease,  cerebral  palsy,  mental  hygiene,  and  many  others.  You  must  get  away  from  the  strict 
confines  of  your  offices  and  the  limits  of  the  sickroom. 

Become  increasingly  more  civic-minded  in  these  days  of  corruption  and  moral  deterioration  in  high 
places.  We  must  all  do  our  full  share  to  restore  civic  virtue. 

Therefore  let  us  participate  in  programs  for  sound  government  as  we  understand  it;  let  us  uphold  the 
freedom  of  the  American  people,  aid  our  universities  and  medical  colleges,  promote  culture  and  toler- 
ance and  understanding  in  our  home  towns.  We  have  the  education,  the  training,  and  the  ideals  to 
contribute  to  these  programs  which  help  to  make  our  own  community  a better  place  in  which  to  live  for 
ourselves,  our  families,  and  our  children. 

By  this  kind  of  community  team  effort  we  know  more  intimately  the  problems,  hopes,  and  desires  of 
our  neighbors.  In  turn  these  neighbors  will  appreciate  their  doctors  and  realize  that  our  desires  and 
struggles  for  the  freedom  of  medicine  are  closely  tied  in  not  only  with  their  health  but  with  the  happiness 
and  liberty  of  their  own  lives. 

J.  STANLEY  KENNEY,  MD 

{NY State  J Med  1952;  52:1922-1923) 
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Defining  brain  death 

TO  THE  EDITOR:  Dr  Irving  Bunkin’s 

special  article,  “He  had  a change  of 
heart,”  is  interesting  and  moving.'  Dr 
Bunkin  has  written  a thought-provok- 
ing piece  about  the  complex  interface 
between  technology  and  humanism  in 
modern  medicine. 

I was  dismayed,  however,  at  one 
comment  in  the  article,  which  I think 
betrays  a dubious  perception  of  when 
death  occurs.  Quoting  himself  in  a dis- 
cussion with  one  of  the  patient’s  sur- 
geons, Dr  Bunkin  asks,  “How  does  it 
feel  to  open  the  chest  of  a man  who  is 
still  alive,  but  brain-dead  . . . ?” 

What’s  going  on  here?  It  is  my  un- 
derstanding that  a person  who  is  brain- 
dead  is  dead.  To  suggest  that  a brain- 
dead  organ  donor  “is  still  alive”  not 
only  misconstrues  the  meaning  of  brain 
death,  but  also  places  an  almost  insur- 
mountable obstacle  in  the  path  of  physi- 
cians, ethicists,  attorneys,  and  others 
who  are  struggling  to  educate  the  pub- 
lic on  exactly  this  point. 

Can  we  not  settle  it  once  and  for  all? 
To  be  brain-dead  is  to  be  dead,  notwith- 
standing the  fact  that  the  heart  and  oth- 
er organs  may  be  viable  for  purposes  of 
transplantation. 

PETER  ROGATZ,  MD 
Vice-President  for  Medical  Affairs 
Visiting  Nurse  Service  of  New  York 
107  E 70th  St 
New  York,  NY  10021 

1.  Bunkin  lA:  He  had  a change  of  heart.  NY 
Stale  J Med  1990;  90:253-255. 


In  reply.  It  is  not  surprising  that  Dr 
Rogatz  was  “dismayed”  by  my  remark 
quoted  above.  Agreed,  in  1990,  “brain 
dead”  means  dead.  However,  I shall  not 
get  into  too  long  a physiological-philo- 
sophical-semantic argument  with  Dr 
Rogatz.  When  a family  offers  the  body 
of  a “brain-dead  person”  for  “harves- 
ting” of  organs,  the  operating  room  be- 
comes a macabre  scene  at  2:00  AM.  A 
variety  of  “harvesters”  (strangers  to 
one  another)  arrive.  Eyes  are  removed 
to  supply  corneas  somewhere;  the  kid- 
neys are  extirpated  for  those  awaiting 
renal  transplant;  then  the  liver  and  the 


pancreas,  or  maybe  the  lungs,  are  re- 
moved. The  heart  harvesters,  for  obvi- 
ous reasons,  are  always  last.  There  re- 
mains a beating  (live?)  heart.  Remove 
it  from  connections  in  the  donor’s  chest 
and  it  stops  beating.  During  transport 
in  hyperosmolar  saline,  it  is  quiescent. 
Once  connected  to  the  large  vessels  in 
the  recipient’s  chest,  it  begins  to  beat 
spontaneously  50%  of  the  time  when 
blood  flows  through  it  again.  Often  it 
has  to  be  electrically  shocked  into  regu- 
lar contractility.  The  transplanted 
heart  now  produces  an  electrocardio- 
gram which  exhibits  two  P waves. 

In  my  essay,  the  intent  was  to  convey 
the  fact  that  chemical  and  electrophysi- 
cal integrity  persisted  (at  least  for  sev- 
eral hours)  in  the  heart. 

In  Plato’s  Phaedo,  Phaedo  says  that 
the  soul  is  “deathless.”  Saint  Augustine 
might  have  added  that  the  beating 
heart  in  a “brain-dead”  person  is  evi- 
dence of  a living  soul.  Maybe  it  is  the 
living  soul  that  the  organ  harvesters 
carry  with  them  in  the  bag  of  ice.  Re- 
stated, the  heart  has  the  potential  of 
“life  after  life.” 

To  physicians,  ethicists,  attorneys, 
and  others  a “brain-dead”  person  is 
dead.  But,  as  a romantic,  I was  merely 
trying  to  dramatize  the  fact  that  the  se- 
quence of  events  during  a heart  trans- 
plant looked  like  a resurrection,  circa 
1990,  a miracle  of  modern  medicine. 
Nevertheless,  Dr  Rogatz  does  make  a 
clear  and  cogent  point. 

IRVING  A,  BUNKIN,  MD 

PO  Box  2281 
Santa  Fe,  NM  87504 


Trade  and  generic  names  of  drugs 

TO  THE  EDITOR:  I read  with  interest 

the  case  report  on  fetal  heart  rate 
changes  during  general  anesthesia.' 
However,  I take  exception  to  the  inter- 
change between  trade  and  generic 
names  of  the  drugs  used.  Versed  is  the 
trade  name  for  midazolam,  fentanyl 
citrate  is  the  generic  name  for  Subli- 
maze,  and  Surital  is  the  trade  name  for 
thiamylal  sodium. 

Residents  taking  their  specialty 
boards  must  be  familiar  with  the  gener- 


ic name  of  every  drug.  Would  it  not  be 
more  rational  to  consistently  use  the  ge- 
neric name  with  the  trade  name  follow- 
ing in  parentheses? 

GERTIE  F.  MARX.  MD 
Professor 

Department  of  Anesthesiology 
1 300  Morris  Park  Ave 
Bronx,  NY  10461 

1.  Faustin  D,  Gutierrez  L,  Chaudhry  MR.  et  al: 
Fetal  heart  rate  changes  during  general  anesthesia, 
NY  State  J Med  1990;  90:272. 

In  reply.  I want  to  thank  Dr  Marx  for 
bringing  the  above  matter  to  our  atten- 
tion. It  is  the  Journal’s  policy  to  use  ge- 
neric names  and  this  is  outlined  in  our 
Guidelines  to  Authors. 

The  inconsistencies  pointed  out  by 
Dr  Marx  occurred  through  oversight  in 
the  copyediting  process.  We  will  try  to 
do  better  in  the  future. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 


A neglected  resource 

TO  THE  EDITOR:  The  Medical  Society 

of  the  State  of  New  York  is  experienc- 
ing a curious  and  puzzling  phenome- 
non. It  is  the  relatively  small  number  of 
spouses  who  are  members  of  our  auxil- 
iary. In  the  entire  state  of  New  York 
only  2,780  spouses  are  auxilians.  If  even 
20%  of  the  spouses  of  our  26,000  physi- 
cian members  were  auxilians,  this 
would  increase  the  number  of  auxilians 
to  5,200. 

This  deficit  becomes  even  more  strik- 
ing when  one  realizes  that  it  comes  at  a 
time  when  we  need  all  the  support  we 
can  get  if  we  are  to  succeed.  Historical- 
ly, spouses  have  been  staunch  defenders 
of  their  families.  Today,  as  never  be- 
fore, we  need  their  help  and  we  simply 
cannot  afford  to  ignore  this  superb  re- 
source. We  must  encourage  our  spouses 
to  join  the  auxiliary. 

We  are  fortunate  that  we  have  had 
the  faithful  few  to  stand  by  us,  but  they 
need  more  members  if  they  are  to  carry 
out  the  vital  programs  that  they  are 
planning.  If  we  believe  that  the  practice 
of  medicine  is  worth  protecting  from 
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FIGURE  1.  Left,  computed  tomographic  scan  showing  cerebral  edema  with  absence  of  folds  of 
sulci.  Right,  computed  tomographic  scan  after  treatment  of  cerebral  edema  showing  normal  pattern 
of  sulci  and  gyri  and  resolution  of  edema. 


the  doctor  bashers,  the  efforts  of  our 
spouses  are  sorely  needed.  They  can 
bring  home  critical  information  from 
their  meetings  with  legislators  and  oth- 
ers. They  are  effective  lobbyists  and 
collectively  they  can  mobilize  commu- 
nities on  our  behalf. 

Such  activities  need  not  be  at  a sacri- 
fice to  the  existing  interests  of  our 
spouses.  By  joining  the  auxiliary  and 
giving  only  a few  hours  of  their  time 
the  reward  would  be  very  worthwhile. 
Our  spouses  would  have  a clearer  and 
more  sensitive  understanding  of  what 
we  are  going  through.  They  would  also 
acquire  skills  that  could  be  applied  else- 
where. 

It  is  exceedingly  clear  that  we  cannot 
fight  the  battles  of  health  care  alone. 
We  must  remember,  as  we  seek  to  find 
allies,  our  very  talented  spouses.  This 
neglected  resource  is  such  an  important 
part  of  the  fabric  of  our  lives  and  our 
hopes. 

RANDALL  D.  BLOOMFIELD,  MD 
Past  President 
Medical  Society  of  the  County  of  Kings 
1313  Bedford  Ave 
Brooklyn,  NY  11216 


Reversible  hypoxic  cerebral 
edema  in  severe  hemolytic  crisis 

TO  THE  EDITOR:  The  causes  of  cere- 

bral edema  are  varied  and  multifactori- 
al; they  can  include  trauma,  infection, 
tumors,  surgical  manipulation,  meta- 
bolic disturbances,  and  cerebral  isch- 
emia.'*^ Severe  hemolytic  anemia  can 
produce  cerebral  ischemia  and  mental 
changes  but  rarely,  if  ever,  leads  to  de- 
monstrable brain  edema.  Recently,  we 
encountered  a patient  in  hemolytic  cri- 
sis who  presented  with  seizures  and 
computed  tomographic  (CT)  evidence 
of  diffuse  brain  swelling. The  clinical 
and  CT  findings  resolved  completely 
with  appropriate  therapy. 

Case  Report.  A 33-year-old  woman 
with  a history  of  sickle  thalassemia  and  mul- 
tiple blood  transfusions  was  seen  in  the 
emergency  room  complaining  of  lethargy 
and  exhibiting  bizarre  behavior.  She  had 
been  discharged  from  the  hospital  just  three 
days  prior  to  this  admission  after  having  un- 
dergone a termination  of  pregnancy.  During 
that  hospital  stay,  the  patient  had  received 
two  units  of  packed  red  blood  cells  to  achieve 
a hematocrit  of  16%. 


Physical  examination  revealed  an  afebrile 
woman  who  was  lethargic,  disoriented,  and 
confused.  There  was  evidence  of  bilateral 
papilledema,  bilateral  abducens  palsies,  and 
a left  hemiparesis.  She  was  also  noted  to 
have  moderate  vaginal  bleeding.  While  in 
the  emergency  room,  the  patient  had  a 
grand  mal  seizure  as  witnessed  by  a physi- 
cian on  duty. 

Pertinent  laboratory  results  revealed  a he- 
moglobin of  2.5  g/100  mL;  hematocrit, 
8.5%;  white  blood  cell  count,  30,000/mm^; 
reticulocyte  count,  18%;  haptoglobin,  >1; 
platelet  count,  170,000/mm^;  POi,  56  mm 
Hg;  and  normal  serum  electrolyte  levels.  All 
cultures  were  reported  as  negative.  The  pa- 
tient underwent  a CT  scan  of  the  head  which 
demonstrated  diffuse  cerebral  edema  (Fig 
1).  Coombs’  direct  (anti-IgG  and  C3)  and 
indirect  tests  were  strongly  positive,  and 
blood  could  not  be  crossmatched  because  of 
serum  antibodies  anti-C,  anti-Fya,  anti-Jka, 
and  anti-N.  Intubation  was  performed,  and 
the  patient  received  a transfusion  of  three 
units  of  packed  red  blood  cells  of  the  most 
compatible  blood  available.  She  received  12 
mg  of  dexamethasone  by  intravenous  push 
and  subsequent  bolus  injections  of  8 mg  ev- 
ery six  hours,  as  well  as  folic  acid,  5 mg  by 
intravenous  push,  and  mannitol,  20%  solu- 
tion in  100  mL  (20  g)  by  intravenous  piggy- 
back. After  receiving  the  first  unit  of  packed 
cells,  the  patient  had  a dramatic  response, 
with  improved  mentation  and  a complete  re- 
versal of  her  neurologic  deficits. 

Extubation  was  done  in  less  than  48 
hours,  and  a repeat  CT  scan  of  the  head  (Fig 
1)  showed  resolution  of  the  cerebral  edema. 
The  patient  was  discharged  on  a regimen  of 
folic  acid,  1 mg  twice  a day,  and  prednisone, 
10  mg  three  times  a day.  On  follow-up  in  our 
office,  her  hematocrit  was  30%. 

Discussion.  To  our  knowledge  this 
is  the  first  reported  case  of  reversible 
cerebral  edema  secondary  to  hemolytic 
crisis  causing  severe  brain  hypoxia  and 
ischemia.  In  patients  with  acute  moun- 
tain sickness,'^  hypoxia  associated  with 


high  altitude  can  produce  a reversible 
type  of  brain  edema  that  responds  to  di- 
uretic and  oxygen  therapy  and  a return 
to  lower  altitudes. 

In  the  patient  described  here,  the 
cause  of  hypoxia  was  hemolytic  ane- 
mia, resulting  from  sickle  cell  thalasse- 
mia, isoimmune  antibodies,  and  auto- 
immune antibodies.  We  documented 
the  rapid  reversibility  of  cerebral  ede- 
ma as  seen  by  CT  scanning  (Fig  1) 
within  48  hours  following  transfusion  to 
correct  the  hypoxia,  as  well  as  adminis- 
tration of  mannitol  and  dexamethasone. 

WILLIAM  J.  DAVID.  MD 
PREMLATA  W'ADHERA,  MD 
SUDHA  NARASIMHAN.  MD 
PARTHAS  NARASIMHAN,  MD 
Department  of  Medicine 
Division  of  Hematology/Oncology 
The  LaGuardia  Hospital-FlIP 
Forest  Hills,  NY  11375 
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ERRATUM 

The  article  by  Yankauskas  in  the 
June  1990  issue,  “Primary  female  syn- 
dromes: An  update”  (90:295-302), 
contained  an  error  in  Table  IV.  Verapa- 
mil should  have  been  categorized  as  a 
calcium  channel  blocker,  not  as  an  an- 
giotensin-converting enzyme  inhibitor. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  June  1990  issue  o/ Epidemiology 
Notes  {Vol.  5,  No.  6),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


The  community  health  worker  program 

The  New  York  State  Prenatal  Care  Act  of  1987,  which 
mandated  public  education  and  outreach  and  referral  ser- 
vices for  low  income  pregnant  women,  led  to  the  establish- 
ment of  the  Community  Health  Worker  Program,  a com- 
munity-focused outreach  program  that  directs  women  to 
early  and  continuous  prenatal  care  services. 

Pregnant  women  do  not  obtain  prenatal  care  and  relat- 
ed services  because  of  personal,  institutional  and  financial 
barriers  to  those  services.'"^  Through  Community  Health 
Worker  Program  contracts,  the  Department  of  Health 
hires  and  trains  indigenous  residents  of  high  risk  areas  to 
be  community  health  workers  (CHW). 

The  CHW  works  with  pregnant  women  and  their  fam- 
ilies to  assist  the  women  to  overcome  the  barriers  to  health 
care  and  support  services.  The  CHW’s  background  is  sim- 
ilar in  language,  culture,  and  socioeconomic  levels  to  the 
majority  of  the  affected  families  so  the  worker  is  better 
able  to  understand  and  help  bridge  the  gap  between  ser- 
vices and  people  in  the  community.  The  CHW  is  in  a 
unique  position  to  understand  the  problems  confronting 
the  population  because  of  her  or  his  own  life  experiences. 
She  or  he  has  overcome  the  obstacles  or  barriers  to  utiliza- 
tion of  community  services  and  now  can  assist  others  do 
the  same. 

The  CHW  develops  a highly  individualized  approach  to 
each  family,  and  maintains  a relationship  with  the  family 
through  repeated  home  visits.  In  this  way,  the  worker  is 
better  able  to  influence  the  family  members  to  take  the 
necessary  steps  to  improve  and/or  maintain  the  health 
status  of  the  family.  The  role  of  the  CHW  with  the  family 
includes:  case  finding,  basic  preventive  health  education, 
health  risk  assessment,  translation  and  cultural  interpre- 
tation with  service  providers,  referrals  to  needed  health, 
soeial  and  community  services,  follow-up  and  continuing 
support  of  individuals  and  families  with  a focus  on  prena- 
tal and  parenting  family.  The  CHW  provides  information, 
support,  advocacy,  encouragement,  and  assistance  to  fam- 
ilies to  identify,  prioritize,  and  resolve  problems  that  ad- 
versely affect  the  family’s  health  status,  even  though  the 
problems  might  not  be  defined  as  health  related. 

To  assist  the  CHWs  with  the  family,  an  extensive  edu- 
cational program  was  developed  and  includes:  communi- 
cation and  interviewing  skills,  community  assessment, 
community  resource  and  referral  network  development, 
the  effect  of  culture  on  health  behavior,  and  basic  public 
health  education  and  information.  The  content  focuses  on: 
prenatal  care,  parenting,  child  growth  and  development, 
nutrition,  family  planning,  AIDS  prevention,  and  loss  and 


bereavement.  The  CHW  is  also  trained  to  assess  and  de- 
scribe family  high  risk  situations  such  as  child  abuse,  do- 
mestic violence,  substance  abuse,  environmental,  and 
housing  problems.  As  part  of  the  community  resource  as- 
sessment, the  CHW  visits  providers  to  observe  and  gain 
first  hand  knowledge  of  the  services  available  and  the 
background  information  necessary  to  complete  applica- 
tions to  obtain  agency  services,  and  to  observe  procedures 
that  the  client  will  face.  With  this  information,  CHWs  can 
help  their  clients  prepare  for  and,  therefore,  maximize  the 
first  appointment  to  an  agency. 

The  CHW  program  has  been  developed  in  14  locations 
across  New  York  State  in  both  urban  and  rural  settings. 
The  department  developed  contracts  with  community- 
based  organizations  and  local  health  units  to  establish  the 
programs.  To  strengthen  the  CHWs’  resources  knowl- 
edge, staff  of  local  agencies  trained  the  CHWs  whenever 
possible. 

The  target  areas  for  the  Community  Health  Worker 
Programs  were  identified  using  the  following  criteria: 

• Share  of  births  weighing  under  2,500  grams  was 
greater  than  1986  statewide  average  of  7. 3%  and/or 
upstate  (New  York  State  exclusive  of  New  York 
City)  average  of  5.9%. 

• Infant  mortality  rate  was  greater  than  1986  state- 
wide rate  of  10.6  per  1,000  live  births  and/or  up- 
state rate  of  9.2  per  1,000  live  births. 

• Share  of  births  with  early  prenatal  care  was  less 
than  1986  statewide  average  of  67.8%  and/or  up- 
state average  of  82.7%. 

• Share  of  births  with  late  or  no  prenatal  care  was 
greater  than  1986  statewide  average  of  1 1.2%  and/ 
or  upstate  average  of  3.3%. 

• A high  percentage  of  PCAP  eligible  patients  un- 
served as  of  July  1987. 

• The  ability  of  existing  PCAP  providers  to  take  new 
patients  in  an  acceptable  time  frame. 

The  department  piloted  the  program  in  both  urban, 
suburban,  and  rural  areas  to  determine  the  feasibility  and 
appropriateness  of  this  program  design  and  implementa- 
tion strategy  in  a variety  of  settings  and  using  a variety  of 
contractors  (both  local  health  units  and  community-based 
organizations).  Based  on  this  analysis  CHW  programs 
were  implemented  in  Albany,  Buffalo,  Rochester,  and 
Syracuse,  as  well  as  in  Oneida  and  Herkimer  counties  and 
St  Lawrence,  Jefferson,  and  Lewis  counties.  Metropolitan 
New  York  programs  are  located  in  Bronx,  Brooklyn,  Far 
Rockaway,  Hempstead,  Wyandanch  and  Yonkers. 
CHWs  also  work  with  families  living  in  homeless  shelters 
throughout  New  York  City. 

Some  CHW  clients  are  referred  from  Department  of 
Social  Service  programs,  health  eare  providers,  neighbors 
and  other  family  members.  CHWs  also  canvas  neighbor- 
hood residents,  after  informing  community  members  and 
leaders  of  the  program.  Major  problem  areas  and  needs 
have  been  identified,  including  financial  assistance,  cloth- 
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ing,  bedding  and  supplies,  health  care,  transportation,  nu- 
trition and  food  related  needs,  day  care,  vocation/educa- 
tion, housing  and  safety  problems,  and  immigration 
concerns. 

Much  of  the  first  year  of  the  statewide  Community 
Health  Worker  Program  was  spent  in  program  develop- 
ment, curriculum  development  and  implementation,  se- 
lection of  training  consultants  for  certain  curriculum  con- 
tent areas,  and  development  and  refinement  of  data 
gathering  instruments  for  use  in  program  evaluation.  At 
the  local  levels,  the  programs  selected  suitable  office  sites, 
developed  program  implementation  strategies,  recruited, 
hired  and  trained  the  CHWs,  selected  resource  materials, 
implemented  ongoing  inservice  training,  assessed  the 
community  and  its  resources,  and  developed  and  promot- 
ed program  referral  linkages. 

Evaluation  of  the  program’s  effectiveness  examines 
both  process  and  outcome  measures — the  number  and 
types  of  referrals  that  the  CHWs  made  and  that  are  com- 
pleted, the  number  of  women  who  actually  entered  care 
and/or  received  services  as  a result  of  recruitment  and  re- 
ferral, the  pregnancy  outcomes  for  prenatal  clients  rela- 
tive to  birth  weight,  gestational  age  and  health  status  of 
the  infant  and  other  problems  that  are  resolved  as  a result 
of  CHW  intervention. 

CHWs  are  prepared  to  work  with  pregnant  and  parent- 
ing families,  as  well  as  those  families  with  a specific  prob- 
lem such  as  substance  abuse.  By  changing  the  focus  of 
some  components  of  the  educational  program,  CHWs  can 
work  with  other  populations  in  need  of  their  services.  The 
department  is  developing  Community  Health  Worker 
Programs  to  work  with  schoolchildren  and  their  families, 
migrant  and  seasonal  farmworkers  and  other  population 
groups.  The  department  continues  to  explore  ways  of 
working  together  with  people  experiencing  difficulty  in 
using  the  complex  health  and  social  service  systems. 

Additional  information  regarding  the  Community 
Health  Worker  Program  is  available  from  Patricia  Ca- 
saw.  Center  for  Community  Health,  at  (518)  473-4223. 
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Skin  cancer  prevention 

People  need  to  be  aware  of  the  danger  of  overexposure 
to  the  sun.  Skin  cancer  is  the  most  common  form  of  can- 
cer, with  more  than  500,000  new  cases  of  skin  cancer  re- 
ported annually  in  the  United  States.  Fortunately  it  is  one 
of  the  most  curable.  Better  still,  it  can  be  prevented. 

Malignant  melanoma,  one  form  of  skin  cancer,  spreads 
quickly  and  rapidly  invades  other  organs  of  the  body.  Be- 
tween 1950  and  1986,  the  incidence  rate  for  this  form  of 
skin  cancer  increased  fivefold  in  men  and  more  than  tri- 
pled in  women.  More  than  1,300  new  cases  and  435  deaths 
from  malignant  melanoma  occur  each  year  in  New  York 


State.  Early  diagnosis  and  treatment  can  prevent  most 
malignant  melanoma  deaths. 

Other  major  forms  of  skin  cancer  are  basal  cell  and 
squamous  cell  carcinomas.  These  are  less  aggressive  than 
melanomas  but  occur  much  more  frequently.  Non-mela- 
noma skin  cancers  are  not  required  to  be  reported  to  the 
New  York  State  Cancer  Registry,  so  an  accurate  count  is 
not  available.  It  is  estimated,  however,  that  as  many  as 
20-30  thousand  non-melanoma  skin  cancers  occur  in  New 
York  State  each  year. 

Skin  cancer  more  frequently  occurs  among  people  who 
have  worked  or  spent  a great  deal  of  recreational  time  in 
the  sun — sunbathing,  gardening,  sailing — especially  if 
they  have  been  severely  burned  in  their  early  years  of  life. 
Ninety  percent  of  skin  cancers  occur  on  parts  of  the  body 
that  are  not  usually  covered  by  clothing,  such  as  the  face, 
tips  of  the  ears,  hands  and  forearms.  In  the  last  50  years, 
however,  the  shoulders,  backs  and  chests  of  men,  and  low- 
er legs  of  women  have  become  common  areas  for  skin  can- 
cer because  more  people  are  sunbathing,  deliberately  ex- 
posing themselves  to  ultraviolet  radiation. 

People  who  should  be  especially  careful  are  those  with 
fair  skin  that  burns  and  freckles  easily,  and  those  with 
light  eyes  and  red  or  blond  hair.  People  who  have  many 
moles  or  have  family  members  with  malignant  melanoma 
are  more  likely  to  develop  skin  cancer. 

There  are  several  important  warning  signs  for  early  rec- 
ognition of  malignant  melanoma  and  other  forms  of  skin 
cancer. 

• Be  alert  to  changes  in  the  number,  size,  shape,  or 
color  of  moles  or  other  pigmented  areas  or  skin  le- 
sions. 

• Look  for  changes  in  the  surface  of  a mole  such  as 
scaliness,  oozing,  bleeding  or  the  appearance  of  a 
bump,  redness  or  a new  swelling  beyond  the  mole’s 
edge. 

• Note  changes  in  sensation  like  itchiness,  tenderness 
or  pain. 

The  American  Academy  of  Dermatology  promotes  a 
simple  “ABCD”  rule  to  help  in  remembering  important 
characteristics  of  moles  that  suggest  malignant  melano- 
ma: 

A.  Asymmetry — one  half  does  not  match  the  other. 

B.  Border  Irregularity— the  edges  are  ragged,  notched 
or  blurred. 

C.  Color — the  pigmentation  is  not  uniform.  Shades  of 
brown,  tan  and  black  are  present.  Red,  white  or  blue 
may  add  to  a mottled  appearance. 

D.  Diameter — if  it  is  larger  than  six  millimeters  in  di- 
ameter (the  size  of  a pencil  eraser).  Any  sudden  or 
continuous  increase  in  size  should  be  of  special  con- 
cern. 

Even  more  desirable  than  early  detection  is  prevention 
through  avoidance  of  overexposure  to  ultraviolet  radia- 
tion, either  from  the  sun  or  artificial  sources.  Repeated 
sunburns  are  particularly  risky.  People  can  follow  several 
simple  protective  measures:  Cover  up  with  a wide- 
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brimmed  hat  and  wear  long  sleeved  shirts  and  pants  when- 
ever possible. 

Use  sunscreen  with  a sun  protection  factor  (SPF)  of  at 
least  1 5 to  reduce  sunburn,  risk  of  skin  cancer  and  prema- 
ture aging  of  the  skin.  Apply  sunscreen  at  least  one  hour 
before  going  into  the  sun  and  again  after  swimming  or 
perspiring. 

Avoid  the  direct  sun  between  1 1 AM  and  2 PM  when  the 
sun’s  rays  are  strongest.  Sunburn  can  occur  even  on 
cloudy  days. 

A skin  cancer  fact  sheet  is  available  from  the  Bureau  of 
Cancer  Epidemiology,  NYSDOH,  Rm  565,  Corning 
Tower,  Albany,  NY  12237-0683. 


Cervical  cancer  in  New  York  State 

Cervical  cancer  remains  an  important  problem  in  New 
York  State,  despite  success  in  controlling  cervical  cancer 
in  comparison  to  other  forms  of  cancer.  Approximately 
1,100  invasive  cervical  cancer  cases  and  325  deaths  from 
cervical  cancer  are  reported  among  New  Y ork  State  wom- 
en each  year.  Cervical  cancers  account  for  over  5,200  hos- 
pital admissions,  44,000  hospital  days  and  3,000  years  of 
potential  life  lost  each  year.  Cervical  cancer  incidence 
rates  in  New  York  State  are  generally  comparable  to 
those  reported  by  the  National  Cancer  Institute  for  the 
country  as  a whole.  Mortality  rates  have  been  consistently 
lower  in  New  York  State  when  compared  with  national 
averages. 

The  major  risk  factors  for  cervical  cancer  are  listed  in 
Figure  1.  Cervical  cancer  risk  is  related  to  a number  of 
sociodemographic  characteristics,  including  place  of  resi- 
dence, race  and  socioeconomic  status.  Risk  tends  to  be 
higher  in  the  nonwhite  and  lower  socioeconomic  segments 
of  the  population.  Residents  in  highly  urbanized  and  ex- 
tremely rural  areas  have  higher  incidence  and  mortality 
rates  than  suburban  women.  The  relationship  of  cervical 
cancer  risk  with  sexual  activity  is  a long-standing  observa- 
tion. In  recent  years,  an  understanding  has  begun  to 
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FIGURE  1.  Risk  factors  for  cervical  cancer. 


emerge  of  how  sexually  transmitted  infections,  possibly  in 
the  presence  of  cofactors  (eg  smoking,  oral  contracep- 
tives), might  influence  the  development  of  cervical  cancer. 

The  incidence  rate  for  invasive  cervical  cancer  has  de- 
clined by  67%  from  1950  to  1986.  This  decline  in  invasive 
incidence  has  occurred,  over  the  same  time  period,  in  con- 
junction with  an  increase  in  in-situ  cervical  cancers.  The 
in-situ  lesion  is  the  earliest  and  least  serious  form  of  cervi- 
cal cancer,  and  is  potentially  100%  curable.  In-situ  cervi- 
cal cancers  are  most  often  detected  by  the  Pap  smear  and 
represent  cancer  screening  successes.  The  increase  in  the 
in-situ  cervical  cancer  rate  and  the  decline  in  the  rate  of 
invasive  cervical  cancer  rate  are  reflected  in  a substantial 
decrease  in  the  cervical  cancer  mortality  rate,  which  has 
declined  79%  between  1950  and  1986  (Fig  2). 

Modern  cervical  cytology  has  become  an  established 
part  of  medical  practice  in  the  United  States.  Despite  the 
lack  of  clinical  trials  linking  the  Pap  smear  with  decreas- 
ing cervical  cancer  mortality,  a great  deal  of  supporting 
evidence  has  been  derived  from  population-based  epide- 
miologic studies.  An  association  of  the  widespread  use  of 
Pap  screening  and  reductions  in  cervical  cancer  risk  is 
supported  by  differences  in  cervical  cancer  mortality  rates 
among  screened  and  unscreened  women  from  the  same 
population,  correlations  between  cervical  cancer  mortal- 
ity rates  and  screening  rates  in  different  populations,  and 
time  trend  analyses  showing  declines  in  cervical  cancer 
mortality  following  the  introduction  of  Pap  screening. 

Physicians  are  strongly  encouraged  to  provide  Pap 
smears  and  pelvic  examinations  to  appropriate  hospital  in- 
patients and  to  more  effectively  use  other  patient  encoun- 
ters (eg,  private  office  visits,  non-emergency  and  outpa- 
tient care)  as  opportunities  for  reaching  previously 
unscreened  women. 

One  important  aspect  of  cervical  cytology  is  the  clear 
communication  of  the  findings  from  the  pathologist  to  the 
referring  physician.  This  has  been  hindered  by  currently 
used  terminology,  which  is  often  ambiguous  and  confus- 
ing. The  National  Cancer  Institute  convened  a workshop 
of  distinguished  cytopathologists  and  representatives 


FIGURE  2.  Age-adjusted  cervical  cancer  incidence  and  mortality  rates 
in  New  York  State  (exclusive  of  New  York  City),  1950-1986. 


OCTOBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  521 


from  national  medical  organizations  to  propose  a new  set 
of  guidelines  called  the  Bethesda  System.'  They  hope 
adoption  of  this  standard  system  of  terminology  will  im- 
prove the  clarity  and  the  utility  of  cervical  cytopath- 
ology. 

Promotion  of  cervical  cancer  screening  for  currently 
underserved  and  high  risk  populations  remains  the  best 
hope  for  reducing  mortality  from  cervical  cancer  in  New 
York  State.  The  Bureau  of  Cancer  Epidemiology  is  devel- 
oping cancer  data  profiles  for  New  York  State  counties  to 
assist  local  health  officials  in  cancer  control  planning. 
Each  profile  will  contain  a section  specific  to  cervical  can- 
cer screening.  For  more  information,  contact  Dr  Mark 


Baptiste,  Bureau  of  Cancer  Epidemiology,  (518)  474- 
2354. 
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THE  TREATMENT  OF  CARCINOMA  OF  THE  CERVIX 

. . . The  present  therapy  for  cervical  carcinoma  is  only  a phase  of  constant  development  and  progress, 
requiring  time  for  evaluation. 

The  Wertheim  type  of  operation  was  favored  during  the  early  part  of  the  century.  This  procedure 
removed  the  uterus,  adnexa,  parametria,  and  upper  portion  of  the  vagina.  After  World  War  I,  radiation 
with  x-ray  and  radium  proved  more  effective  and  was  generally  accepted.  During  World  War  II,  slow 
progress  in  radiation  technics  and  marked  progress  in  surgical  technics  resulted  in  renewed  interest  in 
surgical  treatment.  More  extensive  surgery  than  the  Wertheim  operation  seemed  possible. 

The  most  significant  operation  developed  is  best  called  a radical  panhysterectomy  with  bilateral 
lymphadenectomy,  called  radical  hysterectomy  for  brevity.  This  procedure  removes  the  uterus,  adnexa, 
parametria,  upper  half  of  the  vagina,  and  the  lymphatic  fascia  of  the  lateral  pelvis.  In  early  selected 
cases  operated  by  specially  trained  teams,  it  provides  results  comparable  to  radiation.  It  has  not  been 
proved  superior  to  radiation  in  unselected  series,  and  it  is  not  technically  feasible  in  more  advanced 
cases. 

Total  pelvic  exenteration  has  been  developed  during  recent  years.  This  procedure,  which  requires 
colostomy  and  urinary  diversion,  removes  all  of  the  pelvic  viscera  and  fascias.  It  has  proved  reasonably 
safe  in  specialized  centers  but  is  best  considered  experimental  sinee  results  do  not  justify  its  universal 
adoption. 

The  “nucleonic”  age  has  brought  unexpected  progress  in  radiation  therapy.  Advances  are  slow  in 
application,  however,  because  they  involve  basic  physical  knowledge  and  expensive  equipment  beyond 
the  grasp  of  the  average  operator.  The  medical  profession  must  keep  pace  if  carcinoma  is  to  be  treated 
with  the  best  possible  technics.  Knowledge  of  variations  in  radiosusceptibility  is  growing.  Future  meth- 
ods for  predicting  radiosensitivity  may  prove  successful  in  guiding  us  in  electing  surgery,  radiation,  or 
both  in  individual  cases. 

. . . Satisfactory  treatment  for  advanced  cervical  carcinoma  has  not  been  found.  The  best  curative 
and  palliative  treatment  is  still  radiation  with  x-ray  and  radium.  Radical  hysterectomy  is  technically 
too  difficult,  and  the  best  of  surgeons  have  not  attempted  this  procedure  in  these  stages.  Exenteration  is 
appealing  on  the  theory  that  it  could  excise  all  of  the  carcinoma.  Practice  has  not  proved  this  to  be  true, 
and  the  pain  and  annoyance  caused  by  the  surgery  is  often  added  to  that  of  the  persistent  carcinoma. 

Brunschwig  reported  extensive  surgery  on  100  advanced  cases  of  genital  carcinoma.  Twenty  percent 
died  within  thirty  days,  another  49  percent  died  within  eight  months,  and  1 0 percent  are  listed  as  “well” 
one  year  and  six  months  after  surgery.  Some  patients  may  deserve  referral  to  centers  capable  of  such 
surgery,  but  it  is  not  yet  the  treatment  for  most  cases.  . . . 

ROBERT  O.  LOOMIS.  MD.  MARIO  PRIOLETTI,  MD 
ALFRED  S.  BERNE.  MD,  CHESTER  E.  CLARK,  MD 

(NY State  J Med  1955;  55:3480-3484) 
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BOOK  REVIEWS 


CLINICAL  IMPLICATIONS  OF 
ABNORMAL  DIGESTIVE  TRACT 
RADIOGRAPHS 

By  David  A.  Morowitz,  MD.  235  pp,  il- 
lustrated. Philadelphia,  Lea  & Febiger, 
1990.  $39.50  (hardcover) 

This  book  consists  of  a series  of  single 
page  descriptions  of  a panoply  of  gas- 
trointestinal (GI)  disorders  with  ac- 
companying radiographs.  Its  purpose  is 
to  convey  in  succinct  form  a summary 
statement  about  these  entities  while  de- 
scribing their  salient  radiologic  fea- 
tures. It  is  written  from  the  point  of 
view  of  a clinical  gastroenterologist. 
The  intended  audience  for  this  book  is 
not  clear  to  this  reviewer,  also  a gastro- 
enterologist. The  book  is  not  sophisti- 
cated or  complex  enough  for  the  spe- 
cialist, yet  it  describes  a number  of 
entities  with  which  the  nonspecialist 
will  probably  never  be  concerned. 
While  it  is  written  with  enthusiasm,  its 
place  in  the  medical  literature  is  unclear. 

In  the  text,  diseases  are  followed 
down  the  gastrointestinal  tract.  Includ- 
ed are  a clinical  description,  some  com- 
ments on  differential  diagnosis,  meth- 
ods of  evaluation,  x-ray  features,  and 
treatment.  This  is  a tall  order  for  one 
page  and  leads  to  some  oversimplified 
comments.  While  it  is  admirable  to  em- 
phasize that  too  much  endoscopy  is  be- 
ing performed  and  probably  not  enough 
radiology,  there  is  a general  bias 
against  endoscopy  that  is  excessive.  The 
upper  GI  series  is  called  the  gold  stan- 
dard for  the  diagnosis  of  duodenal  ul- 
cer, despite  all  the  H-2  blockade  studies 
showing  the  superior  accuracy  of  en- 
doscopy. In  the  section  on  colonic  pol- 
yps, it  is  stated  that  most  polypoid  can- 
cers were  never  benign  polyps  and  that 
“colonoscopy  seems  an  unavoidable  ad- 
junct to  the  barium  examination.” 
While  the  author  is  forthright  in  stating 
his  personal  opinion,  such  statements 
are  quite  debatable.  Similarly,  there  is 
not  enough  emphasis  on  false  negative 
barium  enemas  and  the  importance  of 
flexible  sigmoidoscopy  in  the  diagnosis 
of  rectal  carcinoma. 

Since  half  of  the  pages  of  the  text  are 
devoted  to  x-rays,  a comment  on  their 
quality  is  relevant.  A number  of  the  x- 
rays  depict  conditions  that  are  rarely 
demonstrated,  such  as  Meckel’s  diver- 
ticulum, gallstone  ileus,  esophageal 
leiomyoma,  and  Hirschsprung’s  dis- 
ease. The  reproductions,  however,  are 


somewhat  uneven,  with  a tendency  to 
be  too  light,  obscuring  some  of  the  find- 
ings described  in  the  corresponding  text. 

The  array  of  clinical  entities  and  x- 
ray  photographs  is  impressive;  clearly 
this  book  is  written  by  someone  with  ex- 
tensive clinical  experience.  Certainly  in 
this  era  of  over-utilized  endoscopy,  ul- 
trasonography, CT  scans,  and  other  ex- 
pensive imaging  techniques,  it  is  timely 
to  emphasize  the  importance  of  the  rel- 
atively inexpensive,  safe  radiological 
examination.  Unfortunately,  this  book 
may  have  a problem  finding  its  proper 
audience  because  of  its  broad  scope  and 
narrow  discourse. 

CHARLES  D.  GERSON.  MD 

80  Central  Park  West 
New  York,  NY  10023 


A DAY  HOSPITAL  GROUP  TREATMENT 
PROGRAM  FOR  ANOREXIA  NERVOSA 
AND  BULIMIA  NERVOSA 

Edited  by  Niva  Piran,  PhD,  and  Allen  S. 
Laplan,  MD.  168  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers, 
1990.  $25.00  (hardcover) 

This  is  a brief  specialized  text  de- 
scribing a day  treatment  model  for  pa- 
tients with  moderate  to  severe  anorexia 
nervosa  and  bulimia  nervosa.  Its  audi- 
ence is  therefore  limited  to  individuals 
who  are  interested  in  setting  up  a simi- 
lar program,  or  who  wish  to  incorporate 
this  strategy  in  less  intensive  outpatient 
treatment  or  more  intensive  inpatient 
treatment.  The  limitations  of  the  book 
in  no  way  reflect  upon  what  would  ap- 
pear to  be  an  innovative,  useful  treat- 
ment program. 

The  authors  are  from  Toronto  Gen- 
eral Hospital,  which  has  a history  of  ex- 
cellence in  the  treatment  of  eating  dis- 
orders. The  program  which  they 
describe  in  the  168  pages  of  this  text  is 
for  patients  who  are  refractory  to  the 
usual  forms  of  outpatient  treatment. 
The  program  treats  ten  to  12  patients  at 
a time,  five  days  a week,  eight  hours  a 
day,  with  an  average  duration  of  treat- 
ment of  two  to  four  months.  It  uses  a 
predominantly  group  model,  whereby 
each  patient  is  seen  in  five  to  six  groups 
a day,  and  is  staffed  by  a multidisciplin- 
ary team  including  a psychologist,  a 
psychiatrist,  an  occupational  therapist, 
a social  worker,  two  nurses  and  a nutri- 
tionist. Although  actively  suicidal  and 
severely  medically  ill  patients  are  ex- 


cluded, most  of  the  people  accepted 
have  been  ill  for  a long  period  of  time 
and  have  severe  symptomatology. 

Two  meals  per  day  plus  snacks  are 
provided  at  the  site.  A cognitive  behav- 
ioral approach  is  stressed,  with  all 
meals  being  carefully  supervised  and 
with  meal  plans,  cooking  supervision, 
psycho-education  around  nutrition,  and 
time  management  being  active  parts  of 
the  program. 

The  role  of  the  psychiatrist,  nutri- 
tionist, family  therapist,  occupational 
therapist  and  nurse  are  all  described  in 
separate  chapters.  The  rationale  behind 
the  day  treatment  program  is  that  it 
costs  less,  can  serve  more  patients,  and 
fosters  less  regression  than  an  inpatient 
program.  However,  no  actual  cost  data 
were  included  in  the  text. 

I have  a few  minor  questions  about 
the  way  the  program  is  set  up.  For  ex- 
ample, it  specifically  precludes  any  on- 
going psychotherapy  outside  of  the  day 
treatment  program.  It  was  not  clear  to 
me  why  this  is  the  case  and  there  is  also 
very  little  discussion  about  follow-up 
treatment  once  the  person  completes 
the  two-to-four  month  day  program. 
The  psychiatrist  also  acts  as  the  medi- 
cal physician,  and  does  an  initial  physi- 
cal examination  which  seems  to  include 
a breast  exam  and  rectal  exam.  For  a 
variety  of  reasons,  most  psychiatrists 
would  be  more  comfortable  with  a con- 
sulting internist  doing  the  initial  physi- 
cal examination  so  that  the  psychiatrist 
can  continue  as  a group  leader  and 
pharmacologist  without  needing  to  deal 
with  issues  that  may  arise  from  this 
rather  invasive  initial  examination. 

Prior  to  being  admitted  to  the  pro- 
gram, all  patients  agree  to  eat  all  their 
meals.  Therefore,  the  program  deals 
with  a somewhat  skewed  sample  who 
have  indicated  a significant  motivation 
for  change.  Nonetheless,  these  quibbles 
are  somewhat  minor  and  do  not  take 
away  from  the  overall  quality  and  cre- 
ativity of  the  program. 

In  the  final  chapter,  the  authors  eval- 
uate the  first  53  patients  who  were  ad- 
mitted over  a 20-month  period.  Nine  of 
them  ( 1 7%)  dropped  out  within  the  first 
two  weeks.  Of  the  anorectics,  73% 
gained  at  least  ten  pounds  (N=19)  by 
the  end  of  the  program.  Of  the  buli- 
mics, 54%  ceased  binging  and  purging 
by  the  end  of  the  program,  88%  had  at 
least  a 75%  reduction  in  binging,  and 
100%  had  at  least  a 50%  reduction  in 
binging  (N=35).  These  gains  seems  to 
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be  holding  on  three  to  six  months’  fol- 
low-up. 

Although  this  program  seems  worth- 
while, the  general  psychiatrist  would 
probably  not  want  to  invest  the  $25  for 
this  specialized  volume.  It  is  of  most  in- 
terest to  eating  disorder  specialists  who 
wish  to  set  up  a day  treatment  program. 
Eating  disorders  are  often  refractory  to 
traditional  treatment  and  this  innova- 
tive approach  is  a welcome  addition  to 
the  treatment  options  available  to  us. 

ANDREW  W BROTMAN,  MD 
Massachusetts  General  Hospital 
Boston,  MA  02114 


PERSPECTIVES  ON  ANIMAL  RESEARCH 

Volume  1 . Edited  by  Stephen  R.  Kauf- 
man, MD,  and  Betsy  Todd,  RN.  134  pp. 
New  York,  Medical  Research  Modern- 
ization Committee,  1989.  $15.00 

(hardcover) 

Perspectives  on  Animal  Research 
was  published  by  the  Medical  Research 
Modernization  Committee,  a strong 
proponent  of  animal  rights,  which  ob- 
jects to  being  called  an  “anti-vivisection 
society”  because  this  term  “does  not  en- 
joy a positive  connotation”  (page  121). 
The  book  is  a hodgepodge  of  censure 
and  criticism  of  contemporary  animal 
research  in  the  behavioral  and  medical 
sciences.  Although  the  foreword  states 
that  “Perspectives  on  Animal  Research 
will  be  a forum  for  thoughtful  essays  on 
issues  related  to  animal  research”  and 
that  “essays  which  support  animal  re- 
search are  welcomed,”  the  entire  book 
is  devoted  to  condemnations  of  medical 
experimentation  using  animals. 

The  first  part  of  the  book  includes 
seven  critiques  of  animal  models  of  hu- 
man diseases.  Two  critiques  attack  spe- 
cific research  grant  applications.  The 
second  part  of  the  book  is  devoted  to 
toxicity  testing  in  animals,  with  a re- 
hashing of  the  animal  rights  groups’  ob- 
jections to  the  Draize  test.  Part  3 con- 
sists of  essays  on  mathematical  models 
vs  animal  models  and  the  use  of  non- 
patient animals  in  veterinary  physiolo- 
gy and  pharmacology  courses.  In  the 
latter  essay,  the  author  reports  on  a sur- 
vey of  “52  students  representing  20  of 
27  American  veterinary  schools,”  hard- 
ly a representative  sample. 

Part  4 of  the  book  contains  four  book 
reviews.  All  four  books  were  published, 
supported,  and  endorsed  by  animal 
rights  groups  such  as  the  American 
Anti-Vivisection  Society  and  the  Physi- 
cians’ Committee  for  Responsible 


Medicine.  All  four  books  were  reviewed 
by  animal  rights  supporters.  The  final 
section  of  the  book  presents  two  brief 
commentaries  by  the  vice  chairman  of 
the  Medical  Research  Modernization 
Committee  which  published  the  book. 

This  book  might  have  had  some  re- 
deeming features  had  it  presented  point 
and  counterpoint  with  essays  that  docu- 
ment the  views  of  both  those  who  sup- 
port and  those  who  oppose  the  use  of 
animals  for  medical  research.  Unfortu- 
nately the  book  in  its  entirety  is  a de- 
nunciation and  condemnation  of  most 
medical  research  that  uses  animals.  A 
biased,  one-sided  presentation  is  not 
helpful  to  a neutral  reader.  This  book  is 
therefore  not  recommended. 

FRED  ROSNER.  MD 
Director,  Department  of  Medicine 
Long  Island  Jewish  Medical  Center 
Queens  Hospital  Center  Affiliation 
Jamaica,  NY  1 1432 


PRACTICE  MADE  PERFECT:  THE 
PHYSICIAN’S  GUIDE  TO 
COMMUNICATION  AND  MARKETING 

By  Edna  Kaplan,  MS.  261  pp.  Boston, 
Barrington  Press,  1990.  $39.95  (hard- 
cover) 

This  book  is  an  interesting  hybrid, 
partially  a “how  to”  book  and  partially 
a tour  through  the  collective  wisdom  of 
a variety  of  medical  practice  analysts. 
Those  range  from  Arnold  Reiman,  MD, 
Editor  of  the  New  England  Journal  of 
Medicine,  to  a bevy  of  experts  on  mar- 
keting, business  promotion,  and  adver- 
tising, the  latter  often  viewing  medicine 
from  a client-consultant  perspective. 

The  author  possesses  a Master  of  Sci- 
ence degree  in  communications  and  is  a 
public  relations  practitioner.  At  one 
time  she  managed  a busy  group-prac- 
tice office  and  has  also  held  other  medi- 
cally related  jobs.  She  is  the  wife  of  a 
physician. 

When  Kaplan  discusses  doctors  and 
their  problems,  she  is  clearly  familiar 
with  the  issues  that  trouble  them.  Her 
stance  is  strongly  pro  fee-for-service 
private  practice.  Her  principal  message 
is  that  doctors  should  make  every  effort 
to  be  more  effective  communicators. 
She  stresses  that  this  is  essential  for 
physicians  in  adapting  to  what  has  be- 
come a hostile  environment,  long  on 
public  suspicion  and  short  on  the  tradi- 
tional respect  that  most  doctors  proba- 
bly feel  they  deserve.  On  the  last  page, 
the  author  states  her  belief  that  “above 
all,  gratifying  doctor-patient  relation- 


ships, always  based  on  communication 
skills,  are  at  the  heart  of  a rewarding 
lifetime  career.” 

A logical  progression  of  chapters  first 
discuss  conservative  communication 
strategies.  These  involve  assessing  one’s 
practice  and  finding  new  ways  to  satisfy 
patients,  developing  referral  sources 
and  participating  in  both  individual  pa- 
tient and  public  health  education.  More 
aggressive  techniques  are  presented 
that  are  a response  to  the  current  com- 
petitive environment.  These  include  in- 
volvement in  marketing,  public  rela- 
tions and  perhaps  securing  media 
attention.  On  the  one  hand,  the  reader 
will  learn  how  to  prepare  for  a radio  or 
TV  interview  (the  advice  is  good),  and 
on  the  other,  how  to  use  marketing  to 
reshape  an  unrewarding  career. 

Paid  promotion  and  advertising  are 
aggressive  strategies.  Kaplan  stresses 
that  local  norms  make  advertising  ac- 
ceptable only  in  parts  of  Florida,  Cali- 
fornia, and  Nevada.  Nevertheless,  her 
chapter  on  advertising  is  one  of  the  best 
in  the  book.  It  stands  in  contrast  to  a 
discussion  of  billing  and  collection  tech- 
niques which  is  somewhat  superficial. 

The  subtleties  of  the  differences  be- 
tween marketing,  public  relations,  and 
advertising  are  explored.  The  confusion 
that  these  engender  when  blended  with 
traditional  medical  values  is  epitomized 
by  a statement  on  page  101;  “An  image 
of  community  participation  and  social 
responsibility  may  be  just  the  shot  in 
the  arm  the  medical  profession  needs  at 
a time  when  the  future  of  medical  prac- 
tice is  being  publicly  weighed.” 

Though  the  author  takes  pains  to 
point  out  that  “all  the  publicity  in  the 
world  won’t  generate  a thriving  prac- 
tice for  a physician  perceived  by  pa- 
tients to  be  uncaring  or  incompetent,” 
the  question  of  whether  one  is  talking 
about  the  candy  bar  or  the  wrapper  nev- 
er did  seem  to  be  satisfactorily  resolved 
for  this  reader  from  the  old  school. 

Practice  Made  Perfect  covers  famil- 
iar ground  in  a clear,  well-organized 
way.  It  will  likely  be  thought  provoking 
for  physicians  who  have  significant 
doubts  about  their  practices.  The 
book’s  principal  weakness  lies  in  its  hy- 
brid nature.  It  is  neither  definitive  in 
the  “how-to”  sense  in  too  many  areas 
nor  sufficiently  academic  (despite  19 
pages  of  references)  to  qualify  as  a 
scholarly  contribution.  The  author  is 
also  too  modest,  often  qualifying  state- 
ments as  the  opinion  of  other  consul- 
tants and  authorities  when  they  are  also 
clearly  what  she  herself  wants  to  say. 

The  book  is  not  sufficiently  different 
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from  others  of  its  type  to  justify  the 
promise  of  its  catchy  title.  But  its  au- 
thor does  emerge  as  a likable  and  de- 
cent individual,  traits  that  are  very  dis- 
arming to  a physician  who  has  serious 
doubts  about  the  commercialization  of 
medical  practice. 

PHILIP  R.  ALPER,  MD 
Associate  Clinical  Professor  of  Medicine 
University  of  California  at  San  Francisco 
San  Francisco,  CA  94143-0656 


THE  ENCYCLOPEDIA  OF  PHOBIAS, 
FEARS,  AND  ANXIETIES 

By  Ronald  M.  Doctor,  PhD,  and  Ada  P. 
Kahn,  MPH.  487  pp.  New  York,  Facts 
on  File,  Inc,  1989.  $40.00  (hardcover) 

This  is  one  of  a series  of  encyclope- 
dias on  subjects  ranging  from  suicide, 
drug  abuse,  and  child  abuse  to  an  up- 
coming title  on  women’s  sexuality.  The 
last  named  is  edited  by  Ada  P.  Kahn, 
MPH,  a graduate  of  the  Northwestern 
University  School  of  Medicine.  She  is 
also  the  co-editor  of  the  volume  being 
reviewed  here,  along  with  Ronald  P. 
Doctor,  PhD,  Professor  of  Psychology  at 
California  State  University,  North- 
ridge.  A member  of  the  Phobia  Society 
of  America,  he  must  have  provided  the 
technical  skeleton  on  which  Ms  Kahn 
has  applied  a literary  fleshing.  The 
book  has  more  than  450  double-column 
pages  of  text  with  alphabetized  entries. 
The  boldfaced  headings  stand  out  for 
easy  assimilation  of  information.  The 
emphasis  in  the  book  seems  to  be  listing 
every  kind  of  phobia  and  “fear  of’  un- 
der the  sun.  My  uncharitable  thought 
at  one  point  was  whether  the  authors 
themselves  were  not  suffering  from  a 
fear  of  not  including  everything.  It  is 
true  that  in  the  preface,  inclusion  over 
restriction  is  stressed,  but  scotomapho- 
bia  (fear  of  blind  areas  in  the  visual 
field),  thalassophobia  (fear  of  sitting 
down)  and  fear  of  doorknobs  seem  rath- 
er farfetched  in  a professional  book. 

This  is  not  to  say  that  the  book  does 
not  have  some  excellent  encapsulated 
accounts  of  more  common  phobias.  It 
does.  There  are  phobias  mentioned  to 
gladden  the  hearts  of  many  a fiction 
writer:  hylephobia  (fear  of  empty 
rooms),  lacanophobia  (fear  of  vegeta- 
bles), dromophobia  (fear  of  crossing 
streets).  Imagine  what  Mr  Alfred 
Hitchcock  could  have  done  with  that 
one,  and  many  others.  The  two  detailed 
sections,  on  agoraphobia  and  the  histo- 
ry of  phobias,  stand  out  as  among  the 
best  entries  in  the  book. 


There  is  a fairly  detailed  account  of 
anxiety  followed  by  a self  inventory  of 
anxiety  symptoms.  Obsessive  compul- 
sive disorder  and  depression  are  cov- 
ered, albeit  skimpily.  There  are  entries 
on  a variety  of  related  topics,  including 
anorexia  nervosa,  panic,  and  post-trau- 
matic stress  disorder. 

There  are  good  sections  on  some  of 
the  therapeutic  approaches.  Behavior 
therapy,  psychotherapy,  cognitive  ther- 
apy, biofeedback,  and  others  are  cov- 
ered. The  areas  that  I found  weak  were 
the  sections  on  medications.  Too  many 
outdated  pieces  of  information  (“lith- 
ium’s side  effects  may  rule  it  out  as  an 
antidepressant”)  and  lack  of  cohesive- 
ness in  the  presentation  make  these  en- 
tries lose  some  appeal. 

In  general,  the  book  is  an  attractive 
compendium  of  information  on  phobia 
and  anxiety.  There  are  bonuses  in  the 
form  of  short  biographical  sketches  of 
Sigmund  and  Anna  Freud,  Janet,  Wol- 
pe,  Pavlov,  and  others,  and  references 
at  the  end  of  important  entries.  The  ex- 
tensive bibliography  at  the  end  is  cer- 
tainly a plus.  There  is  no  current  book 
with  exactly  the  same  format  and  its 
appeal  to  lay  readers  will  be  consider- 
able. There  is  a tremendous  amount  of 
material  presented  in  an  easy  to  under- 
stand manner.  Students  of  medicine, 
psychology  and  even  first  year  residents 
in  psychiatry  will  find  it  useful  for  quick 
reference  and  interesting  bits  of  infor- 
mation. This  certainly  means  that  the 
authors  have  abundantly  fulfilled  what 
they  set  out  to  accomplish. 

RAGHU  N.  MITRA.  MD 
Assistant  Professor  of  Psychiatry 
SUNY  Health  Science  Center  at  Brooklyn 
Brooklyn,  NY  11203 


LETTING  BLOOD 

By  Richard  Platt,  MD,  and  Orah  Platt, 
MD.  176  pp,  illustrated.  New  York,  St 
Martin’s  Press,  1988.  $14.95  (cloth- 
cover) 

Devotees  of  the  murder  and  mayhem 
literary  genre  know  that  female  sleuths 
are  rare,  Jane  Marple,  Jessica  Fletcher, 
and  Nancy  Drew  notwithstanding. 
When  they  put  on  their  gumshoes,  they 
are  usually  in  the  company  or  employ  of 
some  male  whose  superior  intelligence 
has  to  be  thwarted  before  the  women- 
folk are  acclaimed  for  the  clever  little 
vixens  they  really  are.  This  slender  but 
fast-paced  book  gives  us  a new  twist,  the 
shamuses  being  an  egalitarian  husband- 
and-wife  doctor/doctor  team,  whose  in- 


telligence is  honed  to  a lethal  edge 
by  their  training,  respectively,  in  epide- 
miology and  infectious  disease,  and  he- 
matology. Do  doctors  make  a good 
team  of  private  eyeballs?  You  bet  they 
do!  Selleck,  you’ve  finally  been  out- 
classed by  a pair  of  Ivy  League  Yuppie 
docs  who  never  wash  their  teacups,  pro- 
duce kids  named  Abe,  Isaac,  and  Jake, 
and  maintain  a dog  named  Whimsy. 

The  crime  is  murky.  A bigshot  has 
suddenly  gone  to  meet  his  maker  in  the 
teaching  hospital  we  all  know  and  love. 
It  takes  our  epidemiologist  half  the 
book  to  come  to  the  conclusion  that  the 
death  was  bizarre  enough  to  warrant 
his  wife’s  diagnosis  of  murder  by  AIDS. 
The  pursuit  of  the  facts,  and  the  identi- 
fication of  the  perpetrator  constitute 
the  text  into  which  all  the  hideous  fac- 
ets of  modern  hospital  life  are  woven. 
House  of  God,  move  over  and  lie  down 
with  Selleck.  This  is  what  you  would 
have  looked  like  had  Sam  Shem  written 
his  immortal  tribute  to  “back-stage  at 
the  ICU”  in  this,  the  computer  era. 

The  Platts’  eye  for  detail  is  extraordi- 
nary, and  we  are  bombarded  with  it,  to 
the  point  that  we  feel  we  have  been  in 
every  room,  and  known  every  person 
mentioned  in  the  book.  Strangely,  this 
intimacy  seems  to  detract  from  the  sus- 
pense of  the  action  itself,  as  we  are  more 
intrigued  by  the  clever  descriptions 
than  with  the  events  unfolding.  And  the 
book  is  nothing  if  not  clever.  A charac- 
ter named  Ru  Low  could  only  have 
been  named  by  a hematologist,  and  who 
but  two  physicians  could  have  dreamed 
up  a happy  hour  at  a place  called  the 
Vermillion  Border.  The  sheer  number 
of  puns,  double  entendres,  and  sly  little 
digs  are  so  overwhelming  to  those  “in 
the  know”  as  to  make  them  wonder  how 
anyone  but  a doctor  could  read  this 
book  without  missing  half  the  fun. 

I suppose  one  of  the  perks  of  being  a 
doctor  is  to  be  able  to  read  a “detective” 
novel  that  breaks  many  of  the  rules  of 
competence  and  still  find  it  fun  because 
it  both  mocks  and  extols  the  world  we 
know.  Seeing  all  that  we  have  witnessed 
exposed  with  articulate  cynicism  is  a 
great  balm  to  our  troubled  spirits.  I 
carefully  refrain  from  saying  any  more 
about  the  theme  and  development  of 
this  whodunnit  except  to  note  that  it  is 
commendable  vacation  reading,  and 
would  make  a great  movie.  With  a little 
more  practice,  Richard  and  Orah  Platt 
could  well  join  Michael  Crichton,  Rob- 
in Cook,  and  others  of  their  ilk  for  an- 
other round  of  ratiocination,  CPC  style. 

NAOMI  R.  BLUESTONE,  MD,  MPH 
Consulting  Editor 
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NEWS  BRIEFS 


Trends  in  medical  school  enrollment 

The  results  of  a yearly  evaluation  of  US  medical  schools 
revealed  a slight  increase  in  the  number  of  applicants  for 
the  school  year  1989-1990  {JAMA  1990;  264:809).  The 
class  entering  in  1989  demonstrated  a greater  percentage 
of  women  and  minorities  than  in  the  previous  year. 

The  study  also  showed  a small  decline  both  in  the  per- 
centage of  students  with  “A”  grade  point  averages  (3.5- 
4.0)  and  in  four  of  six  Medical  College  Admissions  Test 
(MCAT)  subtest  scores. 

Vacancy  rates  for  full-time  faculty  exceeded  5%  in 
the  following  departments:  genetics,  pathology,  dermatol- 
ogy, family  medicine,  neurology,  obstetrics-gynecology, 
orthopedics,  otolaryngology,  pediatrics,  and  surgery. 

The  number  of  applicants  rose  by  194  from  26,721  in 
1988-1989.  The  applicant  acceptance  ratio  was  1.6,  as  it 
was  in  1988-1 989.  This  compares  with  a ratio  of  2. 1 in  the 
first  half  of  the  1980s. 

New  “sharps”  disposal  system  reduces  waste 

“Sharps,”  or  medical  utensils  that  have  a sharp  edge  or 
point,  such  as  syringes,  scalpels,  and  razor  blades,  pose  a 
potential  hazard  to  health  care  workers.  Nearly  half  of  all 
“needle-stick”  injuries  occur  after  the  needle  has  been  in 
contact  with  blood  and  may  be  contaminated  with  such 
infectious  agents  as  human  immunodeficiency  virus 
(HIV)  and  hepatitis  B.  Packaging,  transporting,  and  stor- 
ing sharps  at  disposal  sites  increases  the  risk  to  waste  han- 
dlers and  the  environment. 

A new  Sharps  Disposal  System  (Disposal  Sciences,  Inc, 
Engelwood,  Colo),  based  on  thermal  decontamination, 
features  a reusable  collection  unit  and  a central  processing 
unit.  Sharps  made  of  metal,  glass,  plastic,  or  other  materi- 
al are  placed  in  a collection  unit  immediately  after  use. 
There  is  no  further  contact  with  the  material  and  no  re- 
capping of  needles — a major  cause  of  needle-stick  acci- 
dents. Attachment  of  a full  collection  unit  to  the  central 
processing  unit  is  followed  by  automatic  transfer  of  the 
material,  grinding,  and  melting,  to  produce  a compact, 
pathogen-free,  disposable  disk  that  can  be  treated  like  or- 
dinary trash. 

Federal  funds  allocated  for  clinical  care  of  AIDS  patients 

On  August  1 8, 1 990,  President  Bush  signed  into  law  the 
Ryan  White  Comprehensive  AIDS  Resources  Emergency 
Act,  which  provides  for  federal  funding  for  the  clinical 
care  of  patients  with  AIDS. 

Effective  for  the  fiscal  year  beginning  in  October  1990, 
the  bill  would  earmark  up  to  $875  million  in  federal  assis- 
tance for  four  new  programs  aimed  at  improving  the  diag- 
nosis and  treatment  of  patients  with  AIDS  {The  Morning 
Call,  August  2,  1 990,  pA  1 5).  This  money  would  not  come 
out  of  the  SI. 7 billion  proposed  by  the  Bush  administra- 
tion to  combat  AIDS  in  the  upcoming  year;  these  funds 
would  continue  to  support  research  and  educational  ef- 
forts. 
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One  of  the  programs  targeted  by  this  new  legislation 
would  provide  as  much  as  $275  million  to  assist  cities  that 
have  reported  the  greatest  numbers  of  AIDS  cases.  An- 
other $275  million  would  be  distributed  to  states  in  the 
form  of  grants  according  to  the  number  of  AIDS  cases 
reported  during  the  previous  two  years.  Early  intervention 
efforts,  including  HIV  screening,  patient  counseling,  and 
availability  of  drugs  to  treat  AIDS,  would  get  a boost  from 
$305  million  in  federal  grants. 

NIH  consensus  paper  on  surgery  for  epilepsy 

With  growing  frequency,  brain  surgery  has  become  an 
accepted  alternate  treatment  for  patients  with  epilepsy 
that  is  refractory  to  antiepileptic  drug  therapy.  The  Na- 
tional Institutes  of  Health  (NIH)  has  prepared  a summa- 
ry of  its  recent  Consensus  Development  Conference  on 
surgery  for  epilepsy. 

The  NIH  reports  that  10-20%  of  the  150,000  people  in 
whom  epilepsy  develops  each  year  have  seizures  that  do 
not  respond  to  drug  therapy.  Whereas  currently  approxi- 
mately 500  patients  undergo  surgery  each  year  for  epilep- 
sy, surgery  may  be  a viable  alternative  for  2,000-5,000 
new  patients. 

Surgery  may  ameliorate  three  types  of  seizures:  “par- 
tial seizures  of  temporal  or  extratemporal  origin;  second- 
arily generalized  seizures  (attacks  that  begin  locally  and 
spread  to  both  sides  of  the  brain );  or  unilateral,  multifocal 
epilepsy  associated  with  infantile  hemiplegia  (paralysis  of 
one  side  of  the  body).” 

Prior  to  even  considering  surgery  for  the  prevention  of 
seizures,  the  NIH  recommends  a neurologic  examination 
that  confirms  a diagnosis  of  epilepsy,  determines  the  type 
and  syndrome  of  the  seizures,  and  identifies  the  metabolic 
or  physiologic  cause  of  the  seizures,  as  well  as  an  accept- 
able trial  of  antiepileptic  medication. 

Surgical  options  include  removal  of  epileptogenic  tis- 
sue, which  is  associated  with  a 30-70%  success  rate  de- 
pending on  the  origin  of  the  seizures,  section  of  the  corpus 
collosum  for  patients  with  generalized  seizures,  and  he- 
mispherectomy  for  patients  with  seizures  that  result  in  in- 
fantile hemiplegia. 

Hydergine  shown  ineffective  in  Alzheimer’s  disease 

The  only  medication  approved  by  the  US  Food  and 
Drug  Administration  to  treat  Alzheimer’s  disease  is  Hy- 
dergine, a combination  of  ergoloid  mesylates  {N  Engl  J 
Med  1990;  323:445-448).  However,  the  authors  conclud- 
ed that  “the  administration  of  Hydergine-LC  for  up  to  24 
weeks,  although  safe  and  well  tolerated,  had  no  notable 
beneficial  effects  on  our  patients  with  probable  Alzhei- 
mer’s disease.”  The  authors  performed  a double-blind, 
placebo-controlled  trial  with  80  patients  with  a clinical 
diagnosis  of  Alzheimer’s  disease.  They  evaluated  the  safe- 
ty and  efficacy  of  Hydergine-LC,  a newer  preparation  of 
ergoloid  mesylates  that  may  offer  greater  bioavailability. 

In  general,  the  results  of  cognitive  and  behavioral  tests 
demonstrated  that  the  condition  of  both  the  Hydergine- 
LC  and  placebo  groups  deteriorated  during  the  24-week 
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treatment  period,  and  there  were  no  noteworthy  signifi- 
cant differences  between  the  two  groups  in  the  test  scores. 
The  authors  noted  that  the  recommended  dosage  of  3 mg/ 
day  in  divided  doses  may  not  be  sufficient  to  evoke  a bene- 
ficial response. 

Study  reveals  relationship  between  placental  size,  birth 
weight,  and  hypertension  in  adult  life 

A sample  of  449  men  and  women  born  as  singleton  in- 
fants in  Britain  between  1935  and  1943,  for  whom  there 
were  complete  and  detailed  birth  records,  served  as  the 
study  population  in  this  evaluation  of  intrauterine  growth 
and  hypertension  {Br  Med  J 1990;  301:259-262). 

The  authors  found  such  a strong  correlation  between 
systolic  and  diastolic  blood  pressures  and  placental  weight 
in  their  initial  study  of  259  subjects  that  they  repeated  the 
evaluation  with  another  group  of  190  subjects.  The  results 
were  the  same.  “For  each  birth  weight  systolic  and  dia- 
stolic pressures  rose  with  placental  weight,  and  for  each 
placental  weight  both  pressures  fell  with  increasing  birth 
weight . . . .The  highest  pressures  were  among  people  who 
had  been  small  babies  with  large  placentas  and  the  lowest 
were  among  people  who  had  been  large  babies  with  small 
placentas.” 

Based  on  these  findings,  the  authors  suggest  that  two 
routine  measurements  taken  at  birth — birth  weight  and 
placental  weight — may  be  useful  in  predicting  the  risk  of 
hypertension  later  in  life. 

Simulated  effects  of  the  planned  Medicare  Fee 
Schedule 

The  Medicare  Fee  Schedule  (MFS),  mandated  by  the 
Omnibus  Budget  Reconciliation  Act  of  1989,  “will  dra- 
matically alter  how  Medicare  pays  physicians,”  and 
“could  profoundly  alter  the  economics  of  medicine,”  ac- 
cording to  Levy  et  al  of  the  Health  Care  Financing  Ad- 
ministration (Baltimore,  Md)  and  the  Prospective  Pay- 
ment Assessment  Commission  (Washington,  DC) 
{JAMA  1990;  264:717-722).  The  authors  based  these  ob- 
servations on  their  simulation  models  of  the  effects  of  the 
Medicare  legislation. 

The  MFS,  which  will  go  into  effect  in  1992,  will  differ 
in  several  ways  from  the  current  Customary,  Prevailing, 
and  Reasonable  (CPR)  payment  system.  The  complex 
formula  used  to  determine  MFS  payments  incorporates 
seven  variables:  the  procedure’s  relative  value  for  physi- 
cian work;  the  procedure’s  relative  value  for  overhead 
costs;  the  procedure’s  relative  value  for  malpractice  costs, 
an  index  that  adjusts  for  geographic  differences  in  the  val- 
ue of  physician  work;  an  index  that  adjusts  for  geographic 
differences  in  physician  overhead;  an  index  that  adjusts 


for  geographic  differences  in  physician  malpractice;  and  a 
conversion  factor  that  converts  these  relative  values  into 
payment  amounts. 

The  simulations  demonstrated  that  under  the  MFS,  re- 
distributions by  specialty  would  result  in  substantially 
higher  total  payments  for  specialties  such  as  family  prac- 
tice and  internal  medicine,  and  smaller  payments  for  oph- 
thalmology, radiology,  pathology,  and  thoracic  surgery. 
The  redistribution  effects  on  individual  providers  will 
vary;  for  example,  “overall  Medicare  payments  to  ortho- 
pedic surgeons  will  change  only  2%,  but  half  of  orthopedic 
surgeons  will  experience  a gain  or  loss  of  at  least  10%. 

Most  surgical  and  imaging  procedures  would  be  al- 
lowed reduced  charges  under  the  new  legislation,  whereas 
payments  would  increase  for  visits  and  consultations. 

Two  important  variables  that  could  greatly  influence 
the  outcome  of  the  MFS  could  not  be  incorporated  in 
these  simulations:  whether  physicians  will  adjust  the  de- 
gree of  services  they  provide  or  their  coding  practices  in 
response  to  the  MFS;  and  whether  payers  in  addition  to 
Medicare  will  adopt  the  new  Medicare  Fee  Schedule. 

Study  refutes  symptom-provocation  method  for 
determining  food  allergies 

The  symptom-provocation  procedure  is  a controversial 
method  of  diagnosing  food  allergies  and  other  sensitiv- 
ities. It  involves  challenging  a person  with  intradermal  in- 
jections of  extracts  of  suspected  allergens  and  monitoring 
for  associated  symptoms.  Neutralization  of  the  sensitivity 
reaction  is  achieved  by  injecting  a different  dose  of  the 
specific  allergen. 

Duplicating  the  symptom-provocation  procedure  com- 
monly used  in  clinical  practice,  Jewett  and  colleagues  car- 
ried out  a double-blind  study  with  18  patients.  Active  in- 
jections contained  the  suspected  allergen,  while  control 
injections  contained  diluent  composed  of  normal  saline. 

Of  the  active  injections  (60),  the  subjects  judged  27% 
(16)  to  contain  an  allergen;  whereas,  for  the  control  injec- 
tions, 44  of  180  or  24%  of  these  injections  were  also  judged 
to  contain  the  active  substance. 

“We  had  expected  the  rate  of  reaction  to  the  diluent  to 
be  much  lower,”  stated  the  authors.  They  concluded  that 
the  symptoms  reported  were  “placebo  responses”  and 
were  in  no  way  related  to  the  contents  of  the  injections.  “A 
system  of  treatment  based  on  the  relief  of  symptoms  alone 
may  come  to  be  dominated  by  placebo  reactions,”  warned 
the  authors.  Questioning  the  accuracy  and  effectiveness  of 
the  symptom-provocation  method,  Jewett  et  al  empha- 
sized the  need  for  double-blind  testing  in  the  clinical  set- 
ting as  well,  in  order  to  evaluate  and  to  avoid  the  effects  of 
suggestion  and  anxiety. 
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OBITUARIES 


Isabel  Beck,  MD.  Albany.  Died  January 
16,  1990;  age  92.  Dr  Beck  was  a 1923 
graduate  of  the  Columbia  University 
College  of  Physicians  and  Surgeons, 
New  York.  She  was  a member  of  the 
New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New 
York. 

Ivan  L.  Bennett,  MD,  New  York.  Died 
July  21,  1990;  age  68.  Dr  Bennett  was  a 
1946  graduate  of  the  Emory  University 
School  of  Medicine,  Atlanta,  Georgia. 
He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fel- 
low of  the  American  College  of  Physi- 
cians. He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Philip  Sandler  Bergman,  MD,  New 

York.  Died  July  23,  1990;  age  69.  Dr 
Bergman  was  a 1944  graduate  of  the 
Tulane  University  School  of  Medicine, 
New  Orleans,  Louisiana.  He  was  a Dip- 
lomate of  the  American  Board  of  Psy- 
chiatry and  Neurology.  His  member- 
ships included  the  American  Neuro- 
logical Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Ulric  Irving  Carrington,  MD,  Derry, 
New  Hampshire.  Died  August  29, 
1989;  age  82.  Dr  Carrington  was  a 1935 
graduate  of  the  Howard  University 
College  of  Medicine,  Washington,  DC. 
His  memberships  included  the  Ameri- 
can Gastro-Enterological  Association, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Irving  I.  Crouse,  MD,  Buffalo.  Died  May 
26,  1990;  age  90.  Dr  Crouse  was  a 1925 
graduate  of  the  State  University  of 
New  York  Upstate  College  of  Medi- 
cine, Syracuse.  His  memberships  in- 
cluded the  American  Academy  of  Fam- 
ily Practice,  the  Medical  Society  of  the 
County  of  Erie,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Benedict  J.  De  Respinis,  MD.  Staten  Is- 
land. Died  July  20,  1990;  age  83.  Dr  De 
Respinis  was  a 1 934  graduate  of  the  Fa- 
colta  di  Medicina  e Chirurgia  dell’Uni- 
versita  di  Napoli,  Naples,  Italy.  He  was 
a member  of  the  Richmond  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 


Louis  S.  Del  Bello,  MD,  Webster,  Mas- 
sachusetts. Died  July  8,  1990;  age  84. 
Dr  Del  Bello  was  a 1 935  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Erie  and  the  Medical  Society 
of  the  State  of  New  York. 

Leo  Duschnitz,  .MD,  New  York.  Died 
October  5,  1989;  age  93.  Dr  Duschnitz 
was  a 1 92 1 graduate  of  the  Universitaet 
Wien,  Medizinische  Fakultaet,  Wien, 
Austria.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New 
York. 

Alfred  John  Ephraim,  MD,  Miami 
Beach,  Florida.  Died  May  28,  1990; 
age  92.  Dr  Ephraim  was  a 1924  gradu- 
ate of  the  Friedrich-Wilhelms  Univer- 
sitaet Medizinische  Fakultaet,  Berlin, 
Germany.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

Raymond  E.  Frisk,  MD,  Elmira.  Died 
July  4,  1990;  age  66.  Dr  Frisk  was  a 
1952  graduate  of  the  Georgetown  Uni- 
versity School  of  Medicine,  Washing- 
ton, DC.  He  was  a Diplomate  of  the 
American  Board  of  Family  Practice. 
He  was  a Fellow  of  the  American  Col- 
lege of  Emergency  Physicians  and  a 
Fellow  of  the  American  Academy  of 
Family  Practice.  He  was  a member  of 
the  Medical  Society  of  the  County  of 
Chemung  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Henry  Hamel,  MD,  Jamesville. 
Died  July  17,  1990;  age  76.  Dr  Hamel 
was  a 1940  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Diplo- 
mate of  the  American  Board  of  Urolo- 
gy. His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Urological  Association,  the  Onon- 
daga County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Kenneth  G.  Jennings,  MD,  Brooklyn. 
Died  June  30,  1990;  age  93.  Dr  Jen- 
nings was  a 1922  graduate  of  the  New 
York  University  School  of  Medicine. 
He  was  a Diplomate  of  the  American 
Board  of  Pediatrics.  He  was  a member 
of  the  Medical  Society  of  the  County  of 


Kings  and  the  Medical  Society  of  the 
State  of  New  York. 

Burton  Stanley  Koplon,  MD,  New  York. 
Died  April  24,  1990;  age  52.  Dr  Koplon 
was  a 1963  graduate  of  the  Birming- 
ham Medical  College,  Birmingham, 
Alabama.  He  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc. 
His  memberships  included  the  New 
York  State  Dermatological  Society,  the 
New  York  Academy  of  Medicine,  the 
American  Academy  of  Dermatology, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Yuan  Kuang  Ku,  MD,  Brooklyn.  Died 
February  16,  1990;  age  57.  Dr  Ku  was 
a 1955  graduate  of  the  Second  Shang- 
hai Medical  College,  Shanghai,  China. 
He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Car- 
diology. He  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings  and 
the  Medical  Society  of  the  State  of  New 
York. 

Edward  J.  Matthews,  MD,  Staten  Is- 
land. Died  July  5,  1990;  age  77.  Dr 
Matthews  was  a 1939  graduate  of  the 
Middlesex  University  School  of  Medi- 
cine, Waltham,  Massachusetts.  His 
memberships  included  the  American 
Academy  of  Family  Practice,  the  Rich- 
mond County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Helen  Lovena  Miller,  MD,  Kinnelon, 
New  Jersey.  Died  June  18,  1990;  age 
94.  Dr  Miller  was  a 1926  graduate  of 
the  University  of  Oregon  Medical 
School,  Portland,  Oregon.  She  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Francisco  Negrete,  MD.  Flushing.  Died 
July  10,  1990;  age  65.  Dr  Negrete  was 
a 1953  graduate  of  the  Facultad  de  Me- 
dicina de  la  Universidad  de  La  Habana, 
La  Habana,  Cuba.  He  was  a Diplomate 
of  the  American  Board  of  Obstetrics 
and  Gynecology.  He  was  a Fellow  of 
the  American  College  of  Obstetricians 
and  Gynecologists.  His  memberships 
included  the  American  Fertility  Soci- 
ety, the  Medical  Society  of  the  County 
of  Queens,  and  the  Medical  Society  of 
the  State  of  New  York. 
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Nicholas  R.  Occhino,  MD,  Johnson  City. 
Died  July  8,  1990;  age  84.  Dr  Occhino 
was  a 1932  graduate  of  the  State  Uni- 
versity of  New  York  Upstate  College  of 
Medicine,  Syracuse.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  American  Society  of 
Clinical  Hypnosis,  the  Broome  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Ben  Sobel,  MD,  Willow  Grove,  Pennsyl- 
vania. Died  June  18,  1990;  age  73.  Dr 
Sobel  was  a 1932  graduate  of  the  Uni- 
versitaet  Wien,  Medizinische  Fakul- 
taet,  Wien,  Austria.  He  was  a member 
of  the  Broome  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Samuel  Carlyle  Trattler,  MD,  New 


York.  Died  June  24,  1990;  age  92.  Dr 
Trattler  was  a 1923  graduate  of  the 
New  York  Medical  College.  He  was  a 
Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  was  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Pan  American  Medical 
Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Michael  F.  Voipe,  MD,  Brooklyn.  Died 
December  19,  1989;  age  86.  Dr  Voipe 
was  a 1926  graduate  of  the  New  York 
University  School  of  Medicine.  He  was 
a Fellow  of  the  American  College  of 
Surgeons.  His  memberships  included 
the  American  Society  of  Abdominal 
Surgeons,  the  Medical  Society  of  the 


County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Fred  Morris  Weiss,  ,MD,  New  Bedford, 
Massachusetts.  Died  November  4, 
1989;  age  87.  Dr  Weiss  was  a 1928 
graduate  of  the  Columbia  University 
College  of  Physicians  and  Surgeons, 
New  York.  He  was  a member  of  the 
Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Myron  Wright,  MD,  New  York.  Died 
March  29,  1990;  age  75.  Dr  Wright  was 
a 1940  graduate  of  the  New  York  Uni- 
versity School  of  Medicine,  New  York. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 
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Guidelines  for  authors 


Originality 

The  New  York  State  Journal  of  Medicine  welcomes  research 
papers  and  original  essays  on  the  practice  of  medicine,  medical 
education,  public  health,  the  history  of  medicine,  medicolegal 
matters,  legislation,  ethics,  the  mass  media,  and  socioeconomic 
issues  in  health  care. 

Manuscripts  should  be  prepared  according  to  the  “Uniform 
requirements  for  manuscripts  submitted  to  biomedical  journals” 
{NY  State  J Med  1988;  88:456-462).  The  requirements  were 
established  by  the  International  Committee  of  Medical  Journal 
Editors,  of  which  the  Journal  is  a participating  member.  These 
Guidelines  are  intended  to  highlight  aspects  of  the  Journal's 
particular  style  of  publication. 

A manuscript  will  be  considered  for  publication  if  it  is  origi- 
nal, has  not  been  published  previously  in  whole  or  in  part  in  ei- 
ther a medical  journal  or  a lay  publication,  and  is  not  simulta- 
neously under  consideration  elsewhere.  A copy  of  any  possibly 
duplicative  material,  such  as  a reference  “in  press,”  should  be 
submitted  along  with  the  manuscript. 

Preparation 

An  original  typewritten  or  “word-processed”  manuscript  and 
two  photocopies  (to  facilitate  outside  review)  are  required.  If  the 
manuscript  is  not  accepted  for  publication,  the  original  and  one 
copy  will  be  returned.  All  figures  must  be  submitted  in  triplicate. 
The  manuscript  should  be  double-spaced  throughout,  including 
references,  tables,  legends,  quotations,  and  acknowledgments.  A 
separate  title  page  should  include  the  full  title  of  the  paper  in 
upper  and  tower  case  type,  the  names  of  the  authors  exactly  as 
they  should  appear  in  print  (including  their  highest  academic 
degree),  and  the  names  of  all  providers  of  funding  for  research 
on  which  the  paper  is  based.  Information  on  the  amount  and 
allocation  of  funding  is  optional. 

A corresponding  author  should  be  designated  in  the  covering 
letter.  Authors  should  list  their  title  and  affiliation  at  the  time 
they  did  the  work,  and,  if  different,  their  present  affiliation.  The 
addresses  and  telephone  numbers  of  all  authors  should  be  sup- 
plied for  editorial  purposes.  All  authors  of  a manuscript  are  re- 
sponsible for  having  read  and  approved  it  for  submission. 

Categories 

Research  Papers  should  be  limited  to  3,000  words  and  should 
include  the  following  sections:  Introduction,  Methods,  Results, 
Discussion,  and  References.  Multiple  subheadings  and  num- 
bered lists  are  discouraged.  An  abstract  limited  to  150  words 
should  state  the  reasons  for  the  study,  the  main  findings,  and 
their  implications.  Statistical  evaluations  should  be  described  in 
the  Methods  section,  and  the  name  and  affiliation  of  the  statisti- 
cian should  be  included  in  the  acknowledgments  if  this  individ- 
ual is  not  listed  as  a coauthor.  Reports  of  experiments  involving 
human  subjects  must  include  a description  in  the  Methods  sec- 
tion of  the  informed  consent  obtained  and  a statement  that  the 
procedures  followed  were  approved  by  an  institutional  research 
review  committee.  Anonymity  of  patients  must  be  preserved. 
Reports  of  experiments  on  animals  must  note  which  guidelines 
were  followed  for  the  care  and  use  of  laboratory  animals. 

Case  Reports  should  be  limited  to  1,250  words.  Review  Arti- 
cles should  not  exceed  3,000  words.  Commentaries  should  be 
between  1,000  and  1,500  words.  Other  kinds  of  original  essays 
should  not  exceed  2,500  words.  A letter  of  inquiry  should  be  sent 
to  the  editor  prior  to  submitting  a Review  Article  or  Commen- 
tary. 


For  Research  Papers  only,  scientific  measurements  should  be 
given  in  conventional  units,  with  Systeme  Internationale  (SI) 
units  in  parentheses.  Abbreviations  and  acronyms  should  be  kept 
to  a minimum,  and  jargon  should  be  avoided.  Generic  names  of 
drugs  should  be  used  instead  of  brand  names. 

Figures 

The  submission  of  color  illustrations  or  slides  is  discouraged. 
Only  black  and  white  glossy  photographic  prints  or  “camera- 
ready”  artwork  will  be  accepted.  The  Journal  is  unable  to  pro- 
vide art  services  such  as  the  addition  of  arrows  to  photographs.  A 
signed  consent  for  publication  must  accompany  photographs  in 
which  the  patient  is  identifiable.  Illustrations  from  other  publi- 
cations generally  will  not  be  considered.  Legends  for  illustra- 
tions should  be  typed  on  a separate  sheet,  and  for  photomicro- 
graphs should  include  magnification  and  stain.  Each  illustration 
should  be  lightly  marked  on  the  back  in  pencil  with  the  name  of 
the  first  author,  the  number  as  cited  in  the  text,  and  an  arrow 
indicating  the  top.  Each  set  of  illustrations  should  be  submitted 
unmounted  in  a separate  envelope. 

Tables  should  be  simple,  self-explanatory,  and  few  in  number. 
Each  table  should  be  typed  double-spaced  on  a separate  sheet. 

References 

References  should  be  limited  to  the  most  pertinent.  The  rec- 
ommended maximum  number  of  references  is  25  for  Research 
Papers  and  most  other  original  contributions  (except  lengthier 
Review  Articles),  12  for  Commentaries  and  Case  Reports,  and 
six  for  letters  to  the  editor. 

Authors  are  responsible  for  the  accurate  citation  of  refer- 
ences. Citation  of  secondary  sources  is  discouraged  except  where 
the  original  reference  is  unobtainable.  Authors  may  not  cite  ref- 
erences they  have  not  read,  and  the  use  of  abstracts  as  references 
should  be  avoided. 

References  should  be  indicated  in  the  text  by  superscript  num- 
bers following  the  name  of  the  author  (eg.  Smith-  reported  two 
cases). 

The  list  of  references  at  the  end  of  the  article  should  be  typed 
double-spaced  and  references  should  be  numbered  in  the  order  in 
which  they  appear  in  the  text.  When  there  are  three  or  fewer 
authors,  all  should  be  listed;  where  there  are  four  or  more,  the 
first  three  should  be  listed,  followed  by  et  al.  Names  of  journals 
should  be  abbreviated  according  to  Index  Medicus  and  under- 
lined. 

Sample  references: 

1.  Kepes  ER,  Thomas  P,  Vemulapalli  K:  Methadone  and  intravenous  mor- 
phine requirements.  NY  Stale  J Med  1983:  83:925-927. 

2.  Behrman  RE,  Vaughn  VC;  Nelson  Textbook  of  Pediatrics,  ed  1 2.  Philadel- 
phia. WB  Saunders  Co.  1983,  pp  337-338. 

Review 

All  manuscripts  are  reviewed  by  the  editors,  and  most  manu- 
scripts are  sent  to  outside  referees.  Decisions  concerning  accep- 
tance, revision,  or  rejection  of  a manuscript  are  usually  made 
within  three  to  six  weeks.  Every  effort  will  be  made  to  assure 
prompt  publication  of  an  accepted  manuscript.  A galley  proof 
will  be  sent  to  the  author  for  approval  prior  to  publication. 

Address  correspondence  to  Pascal  James  Imperato,  MD,  Edi- 
tor, New  York  State  Journal  of  Medicine,  PO  Box  5404,  420 
Lakeville  Road,  Lake  Success,  NY  11042. 
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The  epidemic  of  acquired  immunodeficiency  syndrome  has  presented  Americans 
with  a number  of  social,  medical,  political,  and  economic  issues  that  are  now  the 
focus  of  much  public  discussion  and,  in  some  instances,  heated  debate.  The  chapters 
in  this  volume  reflect  a range  of  social  and  philosophical  challenges  posed  by  the 
epidemic  and  provide  some  stimulating  insights  from  authors  who  have  given  these 
issues  serious  thought.  Topics  covered  include  the  epidemiology  of  AIDS  in  the 
northeastern  United  States,  an  overview  of  the  problem  of  AIDS  in  Africa,  health 
education  intervention  strategies,  the  impact  of  the  epidemic  on  the  health-care 
system,  issues  related  to  HIV  antibody  testing,  and  common  and  unusual  clinical 
complications  encountered  in  the  disease.  This  book  consists  of  important  papers  on 
AIDS  published  in  the  New  York  State  Journal  of  Medicine  in  1987  and  1988. 


155  pp  + index/illustrated/1989/$39.50  ($47.40  outside  US  & Canada) 
To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 


r 


ORDER  FORM 


Clip  and  Mail 


ACgUIRBD  IMMUNODEFICIENCY  SYNDROME 
[ISBN  0-306-43 188-2] 


Please  send  me copies  at  $39.50  p>er  copy. 

To  order  by  phone:  (212)  620-8050  or  8051.  Major  credit  cards  accepted. 


A cquired 
I mmuno- 
D efidency 
S I yn  drome 


Customer  Service 
Plenum  Medical  Book  Company 
233  Spring  Street 
New  York,  New  York  10013 

New  York  State  residents  should  add  appropriate  sales  tax. 


Current  Issues  and 
Scientific  Studies 

EDCTTO  5Y 

Pascal  James  Imperato,  MD 


Name 


Address 


L 


‘Wo  physician  engage  in  any  dialogue  with  the  PRO 
regarding  quality  issues  or  with  OPMC  with  regard 
to  any  issue  without  the  benefit  of  competent  legal  counsel,  ” 


THE  PHYSICIAN  ADVOCACY  PROGRAM 


is  an  approved  member  benefit  of  the  Medical  Society  of  the  State  of  New  York 


YOUR  MALPRACTICE  INSURANCE  GENERALLY 
DOES  NOT  PROVIDE  THIS  PROTECTION! 


Offered  by 
The  Law  Firm  of 

Kern  Augustine 
Conroy  & Isele,  P.C. 

“ATTORNEYS  TO  THE  HEALTH  PROFESSIONS” 


The  Empire  State 
Medical  Foundation 


FOR  INFORMATION  AND  YOUR 
APPLICATION,  CALL  US,  NOW! 

420  Lakeville  Road 
P.O.  Box  5404 
Lake  Success,  NY  11042 
(516)  326-1880 


8116  Cazenovia  Road 
Manlius,  NY  13104 
(315)  682-6261 


2 PROGRAMS  ARE  OFFERED 


PROGRAM  I - PEER  REVIEW  ORGANIZATION 

Legal  representation  and  medical  expert  case  review  and 
consultation  before  the  PRO. 
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Legal  representation  during  preliminary  investigations 
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Education,  Albert  Einstein  College  of 
Medicine/Montefiore  Medical  Center, 
3301  Bainbridge  Avenue,  Bronx,  NY 
10467.  Tel:  (212)  920-6674. 

Nov  10.  Fiberoptic  Endoscopy  Work- 
shop for  the  Management  of  the  Diffi- 
cult Airway.  8 Cat  I Credits.  Alumni 
Hall,  NYU  Medical  Center.  Nov  30. 
New  Directions  for  Platinum  Com- 
pounds in  the  Nineties.  8 Cat  I Credits. 
Grand  Hyatt  Hotel.  Contact:  NYU 
Medical  Center,  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New 
York,  NY  10016.  Tel:  (212)  340-5295. 

Nov  18.  Perinatal  AIDS:  Medical  Per- 
spectives on  Transmission,  Diagnosis, 
Treatment.  New  York  Hospital-Cor- 
nell  Medical  Center.  Contact:  Judith  E. 
Steinhart,  Director  of  Professional 
Education,  Program  Development  De- 
partment, Greater  New  York  March  of 
Dimes,  233  Park  Ave  South,  New 
York,  NY  10003.  Tel:  (212)  353-8353. 

Nov  30.  Management  of  Cerebral  Glio- 
mas in  Adults.  7 Cat  I Credits.  Holiday 
Inn  Crowne  Plaza  at  La  Guardia  Air- 
port. Contact:  Ann  J.  Boehme,  C.viP, 


Associate  Director  for  Continuing  Edu- 
cation, Long  Island  Jewish  Medical 
Center,  New  Hyde  Park,  NY  11042. 
Tel:  (718)  470-8650. 

Nov  30-Dec  1 . Recent  Advances  in  Un- 
derstanding the  Addictive  States.  Penta 
Hotel.  Contact:  Ivan  Bodis-Wollner, 
MD.  Secretary-Treasurer,  Association 
for  Research  in  Nervous  and  Mental 
Disease,  Box  1052,  Mount  Sinai  Hospi- 
tal, One  Gustave  L.  Levy  Place,  New 
York,  NY  10029.  Tel:  (212)  348-8133. 

NEW  HYDE  PARK 

Nov  17.  4th  Annual  Conference  on 
Common  Orthopaedic  Problems  in  Chil- 
dren. 8 Cat  I Credits.  Teaching  Center 
Auditorium,  Long  Island  Jewish  Medi- 
cal Center.  Contact:  Ann  J.  Boehme, 
CMP,  Associate  Director  for  Continuing 
Medical  Education,  Long  Island  Jew- 
ish Medical  Center,  New  Hyde  Park, 
NY  11042.  Tel:  (718)  470-8650. 

SYRACUSE 

Nov  30-Dec  1 . 41st  Annual  Post-gradu- 
ate Review  Course  in  Ophthalmology. 

14  Cat  I Credits.  Hotel  Syracuse.  Con- 


tact: Office  of  Continuing  Education. 
SUNY  Health  Science  Center  at  Syra- 
cuse, 750  East  Adams  St,  Syracuse, 
NY  13210.  Tel:  (315)  464-4607  or 
(800)  283-4606. 


AROUND  THE  NATION 


ARIZONA 

Nov  15-18.  Psychiatric  Medicine  in  the 
‘90s.  The  Emergence  of  Consultation/ 
Liaison  Psychiatry.  The  Pointe  at 
Squaw  Peak,  Phoenix.  Contact:  Execu- 
tive Director,  Academy  of  Psychoso- 
matic Medicine,  5824  North  Magnolia, 
Chicago,  IL  60660.  Tel:  (312)  784- 
2025. 

CALIFORNIA 

Nov  2-3.  Update  on  Thyroid  Disease 
1990.  1 1 V2  Cat  I Credits.  Hyatt  Regen- 
cy Embarcadero.  Nov  8-10.  The  UCSF 
Otolaryngology  Update:  1990.  18  Cat  I 
Credits.  Union  Square  Holiday  Inn, 
San  Francisco.  Nov  9-1 1 . The  36th  An- 
nual Group  Therapy  Symposium.  Sir 
{continued  on  p 17 A) 
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SEEKING  AM  ASSOCIATE? 
LOOK  TO  MSSNY  MEMBERS  FIRST 

Whether  you  are  searching  for  a partner  in  a private  prac- 
tice, or  looking  for  a colleague  in  a particular  specialty  for 
your  hospital  or  community,  the  Medical  Society  of  the 
State  of  New  York  can  help. 

As  a special  membership  benefit,  MSSNY  is  introducing  the 
“Resident  Placement  Service.”  This  new  program  was  de- 
signed to  assist  our  members  in  locating  physicians  to  fill 
available  positions. 

We  know  how  important  and  valuable  your  time  is,  and  we 
know  how  difficult  and  expensive  it  can  be  to  find  just  the 
right  physician  for  your  needs.  So  why  not  give  this  free 
service  a try? 

Upon  your  request,  we  will  identify  and  send  you  CVs  of  our 
resident  members  who  are  seeking  positions  in  your  geo- 
graphical area  and  in  the  specialty  you  designate. 

Please  help  us  to  select  appropriate  candidates  for  you  by 
providing  a brief  description  of  the  available  position,  in- 
cluding whether  salaried  or  private  practice,  solo  or  group 
practice,  etc.,  and  a few  details  about  the  geographic  loca- 
tion of  the  position. 

Before  Contacting  a Costiy  Professionai  Placement  Ser- 
vice, Investigate  Our  Alternative.  Call  or  Write  to: 

Patricia  Mouquin,  Manager 
Student  and  Resident  Services 
MSSNY  Division  of  Membership 
420  Lakeville  Road,  Lake  Success,  NY  11042 
(516)  488-6100,  Ext.  283  or  (800)  523-4405,  Ext.  283 


SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


PHYSICIANS  WANTED— CONT’D 


OB/GYN,  NEW  YORK.  32-member  multi-spe- 
cialty group  adding  third  member  to  its  depart- 
ment of  Obstetrics  and  Gynecology.  First 
year,  6-figure  salary,  four-weeks’  vacation, 
other  benefits.  Call:  Wanda  M.  Parker,  Sr. 
Associate,  E.G.  Todd  Associates,  Inc.,  535 
Fifth  Avenue,  Suite  1100,  New  York,  NY 
10017.  Toll  free:  (800)  221-4762,  Collect: 
(212)  599-6200. 


MAINE— OB/GYN— Outstanding  opportunity 
to  establish  a solo  practice  in  a historic  ship- 
building community  in  southern  coastal  Maine. 
Generous  compensation  package  includes 
staffed  and  equipped  office  for  first  year. 
Coverage  is  provided  by  2 other  OB/GYNs  on 
staff.  For  more  info  please  call  Cheryl  Broder- 
ick at  E.G.  Todd.  (1)  800-762-9213. 


POSITIONS  WANTED 


PHYSICIAN-EPIDEMIOLOGIST,  MPH,  Board  Cer- 
tified, years  Primary  Care  practice,  publica- 
tions, 30s;  seeks  position  devoting  75%  or 
more  time  to  research  activities.  Reply  Box 
535,  Lanham,  Maryland  20706. 


PRACTICES  AVAILABLE 


ACTIVE  UROLOGICAL  PRACTICE  in  lower  West- 
chester available  for  sale.  Send  inquiries  to: 
S.  Tech,  405  Tarrytown  Road,  Suite  407,  White 
Plains.  NY  10607. 

FOR  SALE:  Lucrative  Park  Avenue,  N.Y.C.  Pediat- 
ric Practice.  High  annual  gross.  Suitable  for 
two.  Patient  list,  good  will,  office  lease,  equip- 
ment, furnishings.  Reply  Dept.  497  c/o  NYSJM. 


EQUIPMENT 


FOR  SALE:  PICKER  MAGNASCANNER  III  with 
color  printer.  In  good  working  order.  Makes 
excellent  recti-linear  scans.  Includes  neck 
phantom,  collimators,  lead  bricks,  spare  parts 
etc.  Call  Dr.  G.  Siegel  (212)  517-4770. 

FOR  SALE:  Interspec  Cardioscope  (1985)  for 

Echocardiography-Sonography.  Good  condi- 
tion. Service  contract  in  effect,  $7,000.  Call 
(516)  741-6222. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  tor  sale.  (516)  868-4070. 

PROFESSIONAL  OFFICE  TO  SHARE,  Prime  Lo- 
cation. Luxurious  spacious  and  fully  equipped 
office  in  new  professional  building,  suitable 
for  medical  or  surgical  specialist.  Located  in 
Cedarhurst,  New  York,  one  of  the  prestigious 
FiveTownsof  Long  Island’sSouth  Shore.  Con- 
tact Office  Manager  at  (718)  327-4020. 

WESTCHESTER  COMPLEX  — SALE/LEASE. 

Suitable  for  medical  arts,  long  term  care  facility 
or  specialty  clinic.  18,000  square  foot  build- 
ing, finished  space,  fine  architectural  detail. 
Convenient  location,  ample  parking,  ultra  low 
operating  expenses.  State  of  the  art  facility, 
beautiful  grounds.  Call  owner  for  details  (914) 
739-3473. 

NASSAU  COUNTY -WESTBURY- CARLE  PLACE 

— 3BR  3Bath  newly  renovated  home  with  600  sq 
ft  available  for  professional  suite.  Near  park- 
ways, hospitals,  shopping  malls.  Located  on 
main  road,  corner  lot,  with  great  visibility  & acces- 
sibility. Ample  parking.  Other  physicians  near- 
by. Call  owner;  (516)  997-3772  even.  — (516) 
321-3214  days,  $298,000. 

MEDICAL  STRIP  CENTER  IN  MERRICK.  Prime 
location  surrounded  by  affluent  communities, 
restaurants,  schools,  bank  facilities,  existing 
chiropractor  office  in  center.  Minutes  from 
Sunrise.  LIRR,  Southern,  Meadowbrook  Park- 
ways. Ample  parking,  gas  heat,  A/C,  1000/ 
2000  square  feet.  Area  very  suitable  to  your 
practice.  Happy  to  hear  offer,  build  suite  to 
your  needs.  Call  (516)  623-9409. 

PROFESSIONAL  OFFICE  FOR  RENT  at  431  Deer 
Park  Avenue,  Babylon,  NY  11702.  Occupied 
for  past  37  years  by  medical  doctor  with  large 
practice.  (Suitable  for  varied  specialties).  Of- 
fice has  two  examining  rooms,  business  office, 
two  dressing  areas,  and  a large  furnished  wait- 
ing room  shared  with  dentist  practicing  in  same 
location  for  38  years.  Rental  is  $1,250.00  per 
month.  (516)  669-3466  Dr.  Gerald  S.  Beyers, 
D.M.D.,  (516)  661-4826  Dr.  Milton  Beyers,  MD. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher.  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct.  N.Y.S,  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary.  Licensure,  Narcotic 
Control,  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
A ve. , Suite  700,  NYC.  (212)  697-2950  or  eve- 
nings (914)  723-0799. 
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Participating  in  Clinical  Practice 

The  American  Journal  of  Medicine 

For  the  past  four  decades,  physicians  have  depended 
on  The  American  Journal  of  Medicine  to  keep  cur- 
rent. Today,  with  12  regular  issues  and  important 
single  subject  symposium  issues.  The  American 
Journal  of  Medicine  remains  a most  important  source 
of  original,  peer-reviewed  clinical  articles  for  internal 
medicine  and  its  subspecialties. 

Ensure  your  participation! 

Call  this  toll  free  number: 

1 (800)  327-9021. 

First-time  subscribers  pay  only  $19.90 


Cahners  Publishing  Company,  Health  Care  Group 
Vi/  A Division  of  Reed  Publishing  USA 
__J  249  West  17th  Street.  New  York,  NY  1001 1 


The  AM  A 

Hospital  Medical  Staff  Section 
Sixteenth  Assembly  Meeting 
November  29  - December  3, 1990 
The  Peabody  Orlando 
Orlando,  Florida 

Highlights  of  the  Interim  Meeting  will  include: 

• an  educational  program  on  Economic  Credentialing; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical  staff 
issues  including  Health  Care  Cost,  Waiver  of  Confidentiality  Upon  Application 
for  Reappointment  and  State  Hospital  Medical  Staff  Section  (HMSS)  Oversight 
Peer  Review  Committee; 

• recommendation  of  policy  to  the  House  of  Delegates  on  Denial  of  Payment  for 
Pre-Existing  Conditions,  Third  Party  Payors  and  Patient  Care  Standards; 

• AMA-HMSS  Governing  Council  election  for  the  position  of  Delegate. 

For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

515  North  State  Street 

Chicago,  Illinois  606l0 

Phone  (312)  464-4754  or  464-4761 
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FLIGHT  SURGEONS 
WANTED. 

Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
gram manager  about  becoming  an  Air 
Force  flight  surgeon.  Call 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 


{continued  from  p 13A) 

Francis  Drake  Hotel,  San  Francisco. 
Contact:  Extended  Programs  in  Medi- 
cal Education,  University  of  California, 
Room  C-124,  San  Francisco,  CA 
94143-0742.  Tel:  (415)  476-4251. 

Nov  9-1 1 . Advanced  Seminars  in  Diag- 
nostic Imaging.  20  Cat  I Credits.  Ritz- 
Carlton  Resort  Hotel,  Laguna  Niguel. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077.  Tel:  (404)  641-9773. 

FLORIDA 

Nov  15-17.  Critical  Care  in  Obstetrics 
and  Gynecology.  16  Cat  I Credits.  Mar- 
co Island.  Contact:  American  College 
of  Obstetricians  and  Gynecologists, 
409  12th  St,  SW,  Washington,  DC 
20024.  Tel:  (202)  638-5577. 

Nov  19-21.  IV  Curso  en  Espanol  de  la 
Academia  Americana  de  Neurologia.  20 

Cat  I Credits.  Holiday  Inn,  Orlando. 
Contact:  Office  of  Continuing  Educa- 
tion, SUNY  Health  Science  Center  at 
Syracuse,  750  East  Adams  St,  Syra- 
cuse, NY  13210.  Tel:  (315)  464-4606. 


HAWAII 

Nov  5-9.  Diagnostic  Radiology  Semi- 
nars. 24  Cat  I Credits.  Maui  Marriott 
Resort,  Maui.  Contact:  Radiology 
Postgraduate  Education,  Room  C-324, 
University  of  California  School  of 
Medicine,  San  Francisco,  CA  94143- 
0628.  Tel:  (415)  476-5731. 


MARYLAND 

Nov  12-14.  NIH  Consensus  Develop- 
ment Conference:  Clinical  Uses  of  Botu- 
linum Toxin.  Masur  Auditorium,  NIH 
Clinical  Center.  Contact:  William  H. 
Hall,  Director  of  Communications,  Of- 
fice of  Medical  Applications  of  Re- 
search, National  Institutes  of  Health, 
Bldg  1,  Rm  259,  Bethesda,  MD  20892. 
Tel:  (301)  496-1143. 


MASSACHUSETTS 

Nov  7-9.  Lasers  in  Gynecology.  2 1 Cat 
I Credits.  Worcester.  Contact:  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists, 409  12th  St,  SW,  Washing- 
ton, DC  20024.  Tel:  (202)  638-5577. 


Nov  16-20.  43rd  Annual  Scientific 
Meeting  of  The  Gerontological  Society 
of  America.  Boston  Marriott  Copley 
Place.  Contact:  Elizabeth  Borgen,  Di- 
rector of  Promotion,  The  Gerontologi- 
cal Society  of  America,  1275  K Street, 
NW,  Suite  250,  Washington,  DC 
20005.  Tel:  (202)  842-1275. 


MISSOURI 

Nov  1-3.  Clinical  Allergy  for  the  Prac- 
ticing Physician.  20 'A  Cat  I Credits. 
The  Ritz-Carlton  Hotel,  St  Louis.  Con- 
tact: Office  of  Continuing  Medical 
Education,  Washington  University 
School  of  Medicine,  660  South  Euclid, 
Box  8063,  St  Louis,  MO  63110.  Tel: 
(800)  325-9862. 


SOUTH  CAROLINA 

Nov  8-10.  Fall  Update  in  Geriatrics.  18 
Cat  I Credits.  Omni  Hotel  at  Charles- 
ton Place,  Charleston.  Contact:  Gerri 
LaVia,  Department  of  Family  Medi- 
cine, Medical  University  of  South  Car- 
olina, Charleston,  SC  19425.  Tel:  (803) 
792-2426.  □ 
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MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D  MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative. contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County, 

DECEMBER  14-16,  1990:  Changes,  Choices, 

Challenges  in  the  Management  of  Cardiovascu- 
lar Disease.  New  York,  New  York.  Sponsored 
by  the  American  College  of  Cardiology.  19.5 
credit  hours  in  Category  1.  Inquiries:  Regis- 
tration Secretary,  Extramural  Programs  Depart- 
ment, American  College  of  Cardiology,  9111 
Did  Georgetown  Rd.,  Bethesda,  MD  20814.  Tel. 
1-800-253-4636,  ext.  228.  FAX  301-897- 
9745. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue.  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 

ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck.  Esq., 
former  Chief.  Criminal  Division.  Dffice  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661-8070. 

LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Cur 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges. defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
Dne  Madison  Avenue.  New  York,  N.Y.  10010. 
212-213-8484. 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Dfficers  for  the  Dffice  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings.  License  application/res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

SHAPIRO  & BYRNE,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  55  Mineola  Blvd.,  Mineola,  N.Y. 
(212)  514-5755,  (516)  877-1055. 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request, 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  11021 
(516)  773-3322. 


LEGAL  MEDICAL  PROBLEMS.  We  represent 
medical  providers  in  the  defense  of  medical  alle- 
gations such  as  overbilling,  suspension,  Article 
78  proceedings  and  all  related  matters  dealing 
with  NYS  Dept,  of  Social  Services,  Medicaid. 
Reasonable  fees,  free  consultation,  Bushin 
and  Rosman,  Esqs.,  3472  Broadway,  New 
York,  NY  10031.  (212)  368-0002. 


COUNSEL  FOR  OFFICE  OF  PROFESSIONAL 
MEDICAL  CONDUCT  MATTERS— Advocacy 
in  most  professional  conduct  matters  requires 
an  understanding  of  medicine  and  the  nuances 
of  the  daily  practice  of  medicine.  Don’t  rely 
upon  a lawyer  friend  or  an  attorney  handling 
your  general  business,  real  estate  or  tax  mat- 
ters. We  regularly  defend  physicians  in  medical 
malpractice  actions  at  the  request  of  three  of 
the  largest  medical  malpractice  insurance  com- 
panies in  New  York.  Feldman  & Kleidman, 
Esqs.,  153  Main  Street,  Fishkill,  New  York 
12524  (914)  897-5199, 
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IT  MAKES  THE  PRESCRIBING  DECISION  YOURS, 


The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 
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f Established  therapy 

f for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptibie  strains  of  indicated  organisms 


Brief  Sofflfflaty. 

Coflsutt  ttw  packase  literature  for  preecrUiPis  taformatiofl. 
Indication;  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemoptiilus  tntluenzae,  and  Streptococcus  pyogenes 
(group  A p-hemolytic  streptococci) 

Contraindication:  Known  allergy  to  cephalosporins 
Warnings;  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY,  POSSIBLE  REACTIONS 
INCLUOE  ANAPHYUXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
amibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Oisranbnue  Cector  m the  event  of  allergic  reactions  to  it, 

• Prolortged  use  may  result  in  overgrowth  of  non- 
susceptibte  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectnim  antibiobcs  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined  in 
prepancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caution 
in  prescribing  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacbons  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serun-sickness-like  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthral^,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  ssrum-sickness-llke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0,5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0,055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis, 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colifis  may  appear 
either  during  or  after  antibiotic  treatment, 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins, transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversibie 
interstitial  nephritis, 

Atoormalities  in  laboratory  results  of  uncertain  etiology. 

• Slight  elevations  in  hepatrc  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  rep^s  of  Increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine, 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict’s 
or  Fehling's  solution  and  Clinitest’  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkytamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  aipha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  *'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ’ ^ 1 tablet  (5 .4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon«  1/12  gr,  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Discover  the  thrill  of  flying,  the  end  of 
paperwork  and  the  enjoyment  of  a gener- 
al practice  as  an  Air  Force  flight  surgeon. 
Take  flight  with  today’s  Air  Force  and  dis- 
cover quality  benefits,  30  days  of  vaca- 
tion with  pay  each  year  and  the  support 
of  a dedicated  staff  of  professionals. 

Enjoy  a true  general  practice  on  the 
ground,  with  the  kind  of  stimulating  chal- 
lenge that  will  get  your  medical  skills  air- 
borne. Talk  to  an  Air  Force  medical  pro- 
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Force  flight  surgeon.  Call 
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Position  available  at  the  Ithaca  College  Student 
Health  Service  starting  January  15,  1991,  Du- 
ties include:  diagnose  and  administer  outpa- 
tient and  inpatient  medical  care  to  student  com- 
munity: participate  in  informal  teaching, 
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PHYSICIANS  WANTED— CONT’D 
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large  medical  team  conducting  health  exam- 
inations in  government  examination  centers 
traveling  to  68  areas  of  the  U.S.  through  1993. 
Physicians  must  be  licensed  in  one  state. 
Competitive  salary,  paid  malpractice,  per  diem, 
car,  four  weeks  paid  vacation  per  year,  holi- 
days, and  health,  life,  dental,  disability  insur- 
ance offered.  Call  Beverly  Geline  at  800-937- 
8281,  ext.  8248.  Westat.  Inc.,  Rockville, 
Maryland.  EOE/M/F/V/H. 


PITTSBURGH  AREA:  New  fee  for  service  ED 

group  at  The  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  triple 
coverage  during  peak  periods  provides  reason- 
able patient  load.  New  fast  track  area,  excel- 
lent medical  staff  back-up,  CEN  certified  ED 
nurses,  and  full  administrative  support.  Out- 
standing compensation  and  paid  malpractice 
insurance.  Benefit  package  available  to  full- 
time staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795. 
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NEW  YORK:  Finger  Lake  Region — Seeking  Di- 
rector and  full-time  emergency  department 
physicians.  Excellent  compensation,  paid  mal- 
practice insurance,  signing  bonus,  and  optional 
benefit  package.  Contact:  Karen  Remai, 

Emergency  Consultants,  Inc.,  2240  South  Air- 
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3496. 
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Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  42,  Traverse  City,  Ml 
49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

CENTRAL  NY  EMERGENCY  ROOM  PHYSI- 
CIAN/DIRECTORSHIP—Full-time  Director 
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tory care  center  located  in  large  medical  com- 
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sponsibilities, Outstanding  compensation, 
paid  malpractice,  and  partnership  opportunity. 
Apply;  North  Medical  Urgent  Care,  5100 
West  Taft  Road,  ID,  Liverpool,  New  York 
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1 ZantacM© 


it  ranitidine HCI/Glaxo  mmtauets 
]! 


Zantacs  150  Tablets  BRIEF  SUMMARY 

(ranitidine  hydrochioride) 

Zantac"  300  Tablets 
(ranitidine  hydrocbloride) 

Zantacs  Syrup 
(ranitidine  hydrocbloride) 

The  following  is  a brief  summary  only.  Before  prescribing,  see  complete  prescribing  information  in 
Zantacs  product  labeling. 

INDICATIONS  AND  USAGE:  Zantac«  is  indicated  in: 

1.  Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after  healing  of  acute 
ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg.  Zollinger-Elllson  syndrome  and 
systemic  mastocytosis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal  within  six  weeks  and 
the  usefulness  of  further  treatment  has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  rellux  disease  (GERD).  Symptomatic  relief  commonly  occurs 
within  one  or  two  weeks  after  starting  therapy.  Therapy  for  longer  than  six  weeks  has  not  been 
studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer:  hypersecretory  states;  and  GERD.  con- 
comitant antacids  should  be  given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  Zantac®  is  contraindicated  for  patients  known  to  have  hypersensitivity  to 
the  drug. 

PRECAUTIONS: 

General:  1.  Symptomatic  response  to  Zantac®  therapy  does  not  preclude  the  presence  of  gastric 
malignancy. 

2.  Since  Zantac  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted  in  patients  with 
impaired  renal  function  (see  DOSAGE  AND  ADMINISTRATION).  Caution  should  be  observed  in 
patients  with  hepatic  dysfunction  since  Zantac  is  metabolized  In  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with  Multistix*  may  occur  during  Zantac 
therapy,  and  therefore  testing  with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  Zantac  has  been  reported  to  bind  weakly  to  cytochrome  P-450  in 
vitro,  recommended  doses  of  the  drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked 
oxygenase  enzymes  in  the  liver.  However,  there  have  been  isolated  reports  of  drug  interactions  that 
suggest  that  Zantac  may  affect  the  bioavailabllity  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg.  a pH-dependent  effect  on  absorption  or  a change  in  volume  of  distribution). 
Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility:  There  was  no  indication  of  tumorigenic  or 
carcinogenic  effects  in  lifespan  studies  in  mice  and  rats  at  doses  up  to  2.000  mg/kg/d. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  {Salmonella,  Escherichia  coli)  for  muta- 
genicity at  concentrations  up  to  the  maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1 .000  mg/kg  to  male  rats  was  without  effect  on 
the  outcome  of  two  matings  per  week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction  studies  have  been  per- 
formed in  rats  and  rabbits  at  doses  up  to  160  times  the  human  dose  and  have  revealed  no  evi- 
dence of  impaired  fertility  or  harm  to  the  fetus  due  to  Zantac.  There  are.  however,  no  adeguate  and 
well-controlled  studies  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 
Nursing  Mothers:  Zantac  is  secreted  in  human  milk.  Caution  should  be  exercised  when  Zantac  is 
administered  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to  82  years  of  age)  were  no  dif- 
ferent from  those  in  younger  age  groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age  groups. 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  events  in  clinical  trials  or  in  the  rou- 
tine management  of  patients  treated  with  Zantac®.  The  relationship  to  Zantac  therapy  has  been 
unclear  In  many  cases  Headache,  sometimes  severe,  seems  to  be  related  to  Zantac  administra- 
tion. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence,  insomnia,  and  vertigo.  Rare 
cases  of  reversible  mental  confusion,  agitation,  depression,  and  hallucinations  have  been  reported, 
predominantly  in  severely  ill  elderly  patients.  Rare  cases  of  reversible  blurred  vision  suggestive  ot 
a change  in  accommodation  have  been  reported. 

Cardiovascular:  As  with  other  H2-blockers.  rare  reports  of  arrhythmias  such  as  tachycardia, 
bradycardia,  atrioventricular  block,  and  premature  ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting,  abdominal  discomfort/pain,  and  rare 
reports  of  pancreatitis. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at  least  twice  the  pretreatment  lev- 
els in  6 of  12  subiects  receiving  100  mg  qid  intravenously  for  seven  days,  and  in  4 of  24  subjects 
receiving  50  mg  qid  intravenously  for  five  days.  There  have  been  occasional  reports  of  hepatitis, 
hepatocellular  or  hepatocanalicular  or  mixed,  with  or  without  laundice.  In  such  circumstances, 
ranitidine  should  be  immediately  discontinued.  These  events  are  usually  reversible,  but  in  exceed- 
ingly rare  circumstances  death  has  occurred. 


Zantac " 1 50  and  300  (ranitidine  hydrochioride)  Tabiets 
Zantac"  (ranitidine  hydrochloride)  Syrup 

Musculoskeietai:  Rare  reports  of  arthralgias. 

Hematologic:  Blood  count  changes  (leukopenia,  granulocytopenia,  thrombocytopenia)  have 
occurred  In  a few  patients.  These  were  usually  reversible.  Rare  cases  of  agranulocytosis,  pancy- 
topenia, sometimes  with  marrow  hypoplasia,  and  aplastic  anemia  have  been  reported. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no  stimulation  ot  any  pituitary  hor- 
mone by  Zantac  and  no  antiandrogenic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  Zantac  has  been  substituted.  However,  occa- 
sional cases  of  gynecomastia,  impotence,  and  loss  ot  libido  have  been  reported  in  male  patients 
receiving  Zantac,  but  the  Incidence  did  not  differ  from  that  in  the  general  population. 
Integumentary:  Rash,  including  rare  cases  suggestive  of  mild  erythema  multiforme,  and,  rarely, 
alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasm.  fever,  rash,  eosinophilia),  ana- 
phylaxis, angioneurotic  edema,  and  small  increases  In  serum  creatinine. 

OVEROOSAGE:  Information  concerning  possible  overdosage  and  its  treatment  appears  in  the  lull 
prescribing  information. 

DOSAGE  AND  ADMINISTRATION:  (See  complete  prescribing  information  in  Zantac*  product 
labeling). 

Active  Duodenal  Ulcer:  The  current  recommended  adult  oral  dosage  is  150  mg  or  10  ml  (2  tea- 
spoonfuls equivalent  to  150  mg  of  ranitidine)  twice  daily.  An  alternate  dosage  of  300  mg  or 
20  ml  (4  teaspoonfuls  equivalent  to  300  mg  of  ranitidine)  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advantages  of  one  treatment  regimen 
compared  to  the  other  in  a particular  patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage  is  150  mg  or  10  ml  (2  tea- 
spoonfuls equivalent  to  150  mg  of  ranitidine)  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zotlinger-Ellison  syndrome):  The  current  rec- 
ommended adult  oral  dosage  is  150  mg  or  10  ml  (2  teaspoonfuls  equivalent  to  150  mg  of  raniti- 
dine) twice  a day.  In  some  patients  it  may  be  necessary  to  administer  Zantac®  150-mg  doses 
more  frequently.  Doses  should  be  adjusted  to  individual  patient  needs,  and  should  continue  as 
long  as  clinically  indicated.  Doses  up  to  6 g/d  have  been  employed  in  patients  with  severe  disease. 
Benign  Gastric  Ulcer:  The  current  recommended  adult  oral  dosage  is  150  mg  or  10  ml  (2  tea- 
spoonfuls equivalent  to  150  mg  of  ranitidine)  twice  a day. 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg  or  10  ml  (2  teaspoonfuls  equivalent 
to  150  mg  of  ranitidine)  twice  a day. 

Dosage  Adjustment  for  Patients  with  tmpaired  Renal  Function:  On  the  basis  of  experience  with  a 
group  of  subjects  with  severely  impaired  renal  function  treated  with  Zantac,  the  recommended 
dosage  in  patients  with  a creatinine  clearance  less  than  50  ml/min  is  150  mg  or  10  ml  (2  tea- 
spoonfuls equivalent  to  150  mg  of  ranitidine)  every  24  hours.  Should  the  patient's  condition 
require,  the  frequency  of  dosing  may  be  increased  to  every  12  hours  or  even  further  with  caution. 
Hemodialysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the  dosage  schedule  should  be 
adjusted  so  that  the  timing  of  a scheduled  dose  coincides  with  the  end  of  hemodialysis. 

H()W  SUPPLIED:  Zantac"  300  Tablets  (ranitidine  hydrochloride  equivalent  to  300  mg  of  raniti- 
dine) are  yellow,  capsule-shaped  tablets  embossed  with  "ZANTAC  300"  on  one  side  and  “Glaxo" 
on  the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40)  tablets  and  unit  dose  packs 
of  100  (NDC  0173-0393-47)  tabiets. 

Zantac"  150  Tablets  (ranitidine  hydrochloride  equivalent  to  150  mg  of  ranitidine)  are  white 
tablets  embossed  with  "ZANTAC  150"  on  one  side  and  "Glaxo"  on  the  other.  They  are  available  in 
bottles  of  60  (NDC  0173-0344-42)  and  100  (NDC  0173-0344-09)  tablets  and  unit  dose  packs  of 
100  (NDC  0173-0344-47)  tablets. 

Store  between  15°  and  30°  C (59°  and  86°  F)  in  a dry  place.  Protect  trom  light.  Replace  cap 
securely  atter  each  opening. 

Zantac"  Syrup,  a clear,  peppermint-flavored  liquid,  contains  16.8  mg  of  ranitidine  hydrochloride 
equivalent  to  15  mg  of  ranitidine  per  1 ml  in  bottles  of  16  fluid  ounces  (one  pint)  (NDC  0173- 
0383-54). 

Store  between  4°  and  25°  C (39°  and  77°  F).  Dispense  in  tight,  light-resistant  containers  as 
detined  in  the  USP/NF. 
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Jotirnal  of  Medicine 


A reevaluation  of  physician  recredentialing 


In  1986,  at  the  Annual  Meeting  of  the  Board  of  the  Office 
of  Professional  Medical  Conduct,  the  Chancellor  of  the 
Board  of  Regents  of  the  State  of  New  York  claimed  that 
there  were  many  bad  doctors  in  practice.  The  Commis- 
sioner of  Health  of  the  State  of  New  York  immediately 
agreed  and  announced  that  he  would  correct  this  situation 
by  relicensing  physicians.  After  a moment  of  reflection,  he 
realized  that  licensure  is  the  purview  of  the  Department  of 
Education.  He  then  considered  the  term  “recertification,” 
but  realized  that  this  is  a function  of  the  specialty  boards. 
He  eventually  settled  for  the  term  “recredential.” 

There  is  a problem  with  the  term  recredential.  There  is 
only  one  definition  of  recredential  in  Webster’s  Third  New 
International  Dictionary,^  which  defines  recredential  as 
follows:  “a  letter  of  appreciation  given  to  a diplomatic  en- 
voy on  his  permanently  leaving  a post  by  the  head  of  the 
state  to  which  he  has  been  accredited.” 

Nevertheless,  notwithstanding  this  definition.  Gover- 
nor Mario  Cuomo  appointed  the  New  York  State  Adviso- 
ry Committee  on  Physician  Recredentialing,  which  pub- 
lished its  first  report  entitled  Phase  1:  General  Principles, 
Proposed  Process,  Recommendations  in  January  1988.’ 
This  report  proposed  a nine-year  recredentialing  cycle 
with  various  methods  for  three  classes  of  physicians — the 
physician  with  hospital  privileges,  the  physician  with  an 
office-based  practice,  and  physicians  not  in  active  prac- 
tice. This  report  was  certainly  not  enthusiastically  em- 
braced by  the  medical  profession,  and  organizations  rep- 
resenting hospitals  and  even  the  Department  of  Education 
had  serious  concerns  with  it. 

In  response  to  the  report  of  the  New  York  State  Adviso- 
ry Committee  on  Physician  Recredentialing,  the  Medical 
Society  of  the  State  of  New  York  (MSSNY)  adopted  a 
position  paper  on  the  issue. ^ In  this  position  paper,  among 
many  of  MSSNY’s  concerns,  the  following  is  perhaps 
most  important. 

The  MSSNY  agrees  with  the  statement,  made  on  several  oc- 
casions in  the  report,  that  the  recredentialing  process  broadly 
outlined  in  the  report  “is  not  designed  to  measure  medical  com- 
petence . . . .” 

We  agree  with  the  report  that  there  does  not  exist  a single 
methodology  for  measuring  competency  and  agree  that  employ- 


ment of  a combination  of  methodologies  to  measure  competency 
would  be  logistically  and  economically  unrealistic.  The  evalua- 
tion of  competence  in  the  health  professions  has  not  yet  reached 
maturity.  Measurement  of  changes  in  practice  as  a consequence 
of  additional  education,  assessment  of  the  validity  of  examina- 
tions and  the  determination  of  goals  for  competence  are  all  neces- 
sary parts  of  the  ongoing  development  of  competence  evalua- 
tion.^ 

It  is  generally  agreed  that  competency  is  a combination 
of  an  individual’s  cognitive  knowledge,  clinical  skills, 
practice  patterns,  and  those  personal  factors  such  as  judg- 
ment, lack  of  impairment,  experience,  interpersonal  rela- 
tionships, etc.  Most  agree  that  at  present  there  is  no  meth- 
odology for  collectively  evaluating  these  components  of 
competency.  Described  below  are  two  mechanisms  which 
should  satisfy  all  concerned.  However,  before  proceeding, 
I would  suggest  that  the  most  basic  index  of  a physician’s 
competency  is  patient  outcome  or  quality  of  care  which 
must  be  the  foundation  of  any  evaluation  process. 

It  is  now  four  years  later  and  it  is  my  view  that  the  no- 
tion of  recredentialing  should  be  reevaluated.  It  has  been 
two  years  since  the  committee  released  its  Phase  1 report. 
However,  the  enormous  complexity  of  the  project  and  the 
cost  seem  to  have  blunted  the  committee’s  zeal.  More 
hopefully,  the  committee  is  shifting  its  focus  to  methods  of 
identifying  the  incompetent  and  impaired  physician  rath- 
er than  attempting  to  recredential  all  physicians,  of  which 
the  vast  majority  are  probably  competent,  with  a very  fa- 
vorable patient  outcome  and  quality  assurance  record. 

To  date  there  are  little  or  no  data  to  support  the  conten- 
tion that  there  are  many  clinically  incompetent  physi- 
cians. For  example,  those  physicians  determined  to  be 
guilty  of  clinical  misconduct  (negligence  and  incompe- 
tence) by  the  Office  of  Professional  Medical  Conduct 
(OPMC)  represent  a very  small  fraction  of  their  referrals: 
35  of  3,934  completed  cases."* 

When  one  considers  the  many  systems  in  place  to  evalu- 
ate the  competency  of  a hospital-based  physician,  it  is  un- 
likely that  incompetent  ones  would  go  undetected.  The  list 
of  such  mechanisms  is  impressive  and  includes  physician 
credentialing  regulations  and  mandatory  reporting  of  ad- 
verse events,  implementing  the  Medical  Malpractice 
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Comprehensive  Reform  Act^;  Health  Care  Financing  Ad- 
ministration (HCFA)  Peer  Review  Organizations 
(PROs)^;  the  New  York  State  Department  of  Health 
comprehensive  survey^;  the  New  York  State  Insurance 
Department  Physicians  and  Surgeons’  Professional  Li- 
ability Merit  Rating  Plan*;  and  the  OPMC.^  That  physi- 
cians practice  excellent  medicine  in  hospitals  is  supported 
by  the  recently  released  Harvard  study  which  determined 
that  only  0.3%  of  patients  had  an  adverse  outcome  of  ex- 
tended duration.'^  Do  these  physicians  need  recredential- 
ing?  I think  not. 

There  is  a need  to  develop  a mechanism  to  identify  the 
incompetent  and  impaired  office-based  physician;  more 
importantly,  to  identify  the  office-based  physician,  who 
has  no  significant  peer  contact.  There  are  two  mechanisms 
for  consideration. 

The  first  is  a proposal  set  forth  by  the  Federation  of 
State  Medical  Boards.  “The  Federation  of  State  Medical 
Boards  of  the  United  States  believes  it  is  essential  that  the 
population  of  licensed  physicians  be  systematically  as- 
sessed at  appropriate  intervals  to  identify  those  whose 
qualifications  and/or  fitness  for  continued  licensure  are 
open  to  reasonable  question.’’"  The  federation  estab- 
lished an  ad  hoc  committee  to  study  physician  reevalua- 
tion for  registration;  its  report  was  adopted  by  the  federa- 
tion in  1983.  This  is  an  important  and  carefully  thought 
out  document,  which  is  divided  into  two  parts;  the  first 
part  is  the  five  principles  of  assessment  which  are  funda- 
mental to  any  system  of  reevaluation  for  registration. 

Based  on  its  principles  of  assessment,  the  second  part  of 
the  federation  proposal  was  adopted  in  its  1985  edition  of 
A Guide  to  the  Essentials  of  a Modern  Medical  Practice 
Act.^'^  This  mechanism  would  require  a physician  at  the 
time  of  reregistration  to  complete  and/or  report  on  a num- 
ber of  informational  items  which  would  serve  as  indicators 
of  competence  (or  incompetence).  The  information  items 
required  include  among  others  any  action  taken  against 
the  licensee  by  credentialing  or  regulatory  agencies.  It 
considers  adverse  judgments  or  settlements,  voluntary 
surrender  of  license,  etc.  The  system  also  would  require 
that  the  physician  sign  the  registration  and  would  be  sub- 
ject to  disciplinary  action  should  the  report  not  be  correct. 

An  essential  requirement  for  this  mechanism  is  that  an 
effective  system  for  reviewing  reregistration  forms  be  de- 
veloped. This  proposal  would  be  strengthened  by  informa- 
tion obtained  from  the  National  Practitioner  Data  Bank 
mandated  under  the  Health  Care  Quality  Improvement 
Act  of  1986.'^  This  method  of  reevaluating  a physician  at 
the  time  of  reregistration  could  be  readily  adopted  in  New 
York  State.  It  would  not  be  expensive  and  would  give  a 
much  better  profile  of  the  physician’s  activity  than  other 
proposals  which  would  only  identify  an  individual  compo- 
nent of  competency. 

The  second  mechanism  is  in  place,  well-tested,  and  ef- 
fective. The  Health  Disciplines  Act  of  Ontario,  Canada, 
sets  out  a framework  within  which  the  College  of  Physi- 
cians and  Surgeons  of  Ontario  licenses  physicians  and  reg- 
ulates the  practice  of  medicine  in  the  province.  Since  1 98 1 
the  College  has  had  a peer  assessment  program,  which  in 


my  opinion  is  the  most  fair  and  comprehensive  program  to 
date.'"*  Under  its  peer  assessment  program,  all  licensed 
physicians  are  randomly  selected  by  computer  for  peer  as- 
sessment. Based  on  the  college’s  early  experience,  the  ran- 
domization is  now  skewed  to  older  physicians  and  those 
without  peer  contact.  This  program  involves  an  in-office 
review  of  the  physician’s  practice,  including  chart  review 
and  patient  outcome.  In  most  instances,  the  physician  is 
given  an  opportunity  to  correct  identified  deficiencies.  If 
the  physician  cannot  change  his  practice  to  conform  with 
the  peer  assessment  findings,  appropriate  disciplinary  ac- 
tion is  instituted.  This  program  has  been  well  received  by 
physicians  in  Ontario  and  aside  from  initial  start-up  costs, 
it  is  not  expensive.  As  a result  of  this  peer  assessment  pro- 
gram, a program  called  “Physician  Enhancement  Pro- 
gram” for  Ontario  has  been  developed.  This  project  has 
been  instituted  jointly  by  the  Ontario  Medical  Associa- 
tion, the  Council  of  Ontario  Faculties  of  Medicine,  and 
the  College  of  Physicians  and  Surgeons  of  Ontario,  to  im- 
plement focused/enhanced  or  remedial  medical  education 
programs. 

The  two  mechanisms  described  above  should  be  suffi- 
cient to  identify  the  incompetent  physician.  The  former 
would  satisfy  the  demands  of  reevaluation  at  time  of  re- 
registration; the  latter  would  be  an  ongoing  assessment 
program  under  which  all  physicians  would  be  liable. 

In  conclusion,  I would  suggest  that  the  New  York  State 
Department  of  Health’s  ill-conceived  notion  of  recreden- 
tialing  be  abandoned  in  favor  of  a mechanism  for  reevalu- 
ation for  registration  as  proposed  by  the  Federation  of 
State  Medical  Boards  and  that  a peer  assessment  program 
similar  to  that  in  Ontario  be  developed  to  assess  physician 
competency  in  a fair  and  comprehensive  manner. 

PETER  B.  FARNSWORTH,  MD 
Director,  Division  of  Scientific  Activities 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Rd 
Lake  Success,  NY  1 1042 
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Rural  obstetric  care  and  the  family  physician 


Any  discussion  of  the  quality  of  medical  care  in  the  United 
States  invariably  includes  mention  of  perinatal  or  infant 
mortality  rates.  The  poor  showing  of  the  United  States 
compared  to  other  developed  countries  in  these  crude  indi- 
cators of  perinatal  health  belies  the  number  of  dollars  per 
capita  spent  on  health  care  in  our  nation.'  This  paradox 
has  sparked  much  discussion,  research,  and  controversy 
regarding  the  system  (or  lack  of  system)  of  obstetric  and 
neonatal  care  in  the  United  States. 

One  must  look  beyond  the  overall  perinatal  mortality 
rate  to  adequately  assess  the  quality  of  perinatal  care  in  a 
given  system.  Sweden  and  other  nations  with  low  perinatal 
and  infant  mortality  rates  tend  to  have  healthier  child- 
bearing populations  when  compared  to  the  United  States. 
This  results  in  fewer  low  birth  weight  infants  and  lower 
overall  mortality.  A more  accurate  view  of  the  efficiency 
of  health  care  after  infants  are  delivered  lies  in  the  mea- 
surement of  birth-weight-specific  perinatal  and  infant 
mortality.^  In  these  areas  the  technology  of  the  United 
States’  well-equipped  neonatal  intensive  care  units,  and 
our  ability  to  sustain  low  birth  weight  infants,  places  us  in 
a more  favorable  light  compared  to  other  health  care  sys- 
tems. 

While  acknowledging  the  importance  of  efficient  re- 
gionalized perinatal  care  systems  supported  by  centers 
with  effective  neonatal  intensive  care,  it  is  clear  that  fur- 
ther improvement  in  salvaging  low  birth  weight  and  other 
infants  at  risk  is  a high  cost  option  with  relatively  little 
added  benefit  in  most  regions.  Improving  maternal  health 
and  decreasing  the  number  of  low  birth  weight  infants 
through  improved  access  to  prenatal  care,  health  promo- 
tion and  education  efforts,  accurate  risk  assessment,  and 
efficient  regionalized  systems  of  care  hold  much  more 
promise  for  improved  perinatal  health  in  our  country. 
Targeting  these  preventive  efforts  to  high  risk  segments  of 
the  population,  particularly  in  poor  rural  and  inner  city 
areas  where  health  care  availability  and  access  are  often 
deficient,  is  the  first  step  toward  improved  perinatal  care.^ 

To  ensure  improved  overall  perinatal  morbidity  and 
mortality  rates,  however,  we  must  also  maintain  excellent 
care  for  relatively  healthy,  low  risk  populations.  In  regions 
such  as  the  one  in  western  New  York  described  in  this 
issue  of  the  Journal,  a healthy  childbearing  population 
served  by  well-staffed  regionalized  care  systems  results  in 
fewer  low  birth  weight  infants,  and  neonatal  mortality 
rates  below  national  averages.''  The  article  by  Rosenthal 
et  al''  in  this  issue  is  a retrospective,  descriptive  case  series 
of  297  pregnant  women  who  sought  initial  prenatal  care 
from  one  of  12  family  physicians  in  western  New  York. 
The  overall  health  of  the  maternal  population  in  this  series 
is  evidenced  by  the  fact  that  there  were  only  seven  low 
birth  weight  infants  out  of  292  live  births  (2.4%),  well  be- 
low the  national  average  in  1986  of  6.8%.^  All  seven  of 


these  infants  were  identified  during  prenatal  care  to  be  at 
risk  for  low  birth  weight  and  six  of  the  mothers  were  ap- 
propriately transferred  to  the  regional  perinatal  center 
prior  to  delivery.  The  three  infants  who  were  born  weigh- 
ing less  than  1,000  grams  all  survived. 

This  case  series  enriches  the  literature  of  successful  re- 
gionalized perinatal  care  systems  that  serve  predominant- 
ly rural,  relatively  healthy,  low  risk  populations.^"^  While 
these  small  descriptive  studies  do  not  prove  “safety”  in 
comparison  to  other  care  systems,  they  do  describe  family 
physicians  who  work  in  concert  with  obstetrician  special- 
ists and  regional  perinatal  centers  to  identify  mothers  and 
fetuses  at  risk,  intervene  appropriately,  and  show  excel- 
lent outcomes.  Larger  studies  of  obstetric  care  in  small 
hospitals  have  suggested  that  for  low  risk  populations, 
birth-weight-specific  mortality  for  infants  over  2,500 
grams  may  actually  be  lower  in  small  hospitals  compared 
to  larger  urban  centers.* 

During  the  next  decade,  while  public  health  officials 
target  underserved  populations  in  inner  city  and  certain 
rural  areas  to  improve  high  perinatal  mortality  rates,  what 
changes  might  be  anticipated  in  regions  such  as  western 
New  York  State?  Some  rural  areas  may  improve  care  fur- 
ther by  organizing  more  efficient  regionalized  systems 
and  protocols.  In  many  regions  where  such  networks  are 
already  in  place,  however,  the  number  of  family  physi- 
cians and  obstetrician  specialists  willing  to  offer  obstetric 
care  is  rapidly  decreasing.  The  scenario  has  been  played 
out  in  hundreds  of  small  towns  in  recent  years:  The  local 
group  of  family  physicians  decides  that  they  no  longer 
want  to  provide  prenatal  and  intrapartum  care.  Conse- 
quently, the  local  small  rural  hospital  no  longer  has  an 
obstetrics  unit.  The  closest  practitioner  is  an  obstetrician 
located  in  another  town  30-50  miles  away.  The  majority 
of  women  who  would  have  enjoyed  continuing  care  from 
their  physician  a few  miles  down  the  road  during  pregnan- 
cy now  must  drive  a significant  distance  for  each  prenatal 
visit.  Problems  of  access  to  care  become  obvious.  One  need 
only  envision  the  same  long  drive  on  a snow-covered  rural 
highway  while  a woman  is  in  active  labor  to  imagine  a few 
of  the  new  risks  that  might  be  added. 

It  is  no  secret  that  significant  numbers  of  both  family 
physicians  and  obstetricians  are  giving  up  obstetric  care. 
This  is  especially  true  in  rural  and  inner  city  areas.  A com- 
mittee from  the  Institute  of  Medicine  (lOM)  recently  re- 
viewed 21  state  surveys  and  five  national  studies  which 
focused  on  the  effect  of  increasing  liability  insurance  costs 
and  litigation  rates  on  physicians’  decisions  to  discontinue 
obstetric  care.^  The  committee  estimated  that  the  number 
of  obstetric  providers  in  nonmetropolitan  areas  in  the 
United  States  has  decreased  by  20%  in  the  past  five  years. 
This  trend  has  been  especially  prominent  among  family 
physicians.  In  Pennsylvania,  fewer  than  9%  of  family  doc- 
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tors  now  deliver  babies.'®  A study  of  Ohio  physicians 
showed  that  while  54%  delivered  babies  in  1975,  only  16% 
planned  to  continue  obstetric  care  into  1989."  Most  sur- 
veys have  shown  that  increasing  liability  insurance  costs 
and  fear  of  litigation  have  been  major  determinants  in  this 
trend.  However,  life  style  issues  and  the  increasing  com- 
plexity of  a generalist’s  practice  also  play  major  roles  in 
the  decision  to  discontinue  obstetric  practice.'^ 

Well-trained  family  physicians  must  continue  to  pro- 
vide accessible  obstetric  care  if  we  are  to  maintain  the 
high  level  of  perinatal  health  that  exists  today  in  many 
rural  areas.  Unfortunately  this  important  team  member  is 
on  the  verge  of  extinction  in  many  sections  of  the  country. 
Only  with  changes  in  the  current  medical  liability  envi- 
ronment and  new  directions  in  family  practice  education 
and  research  will  family  physicians  continue  to  play  a sig- 
nificant role  in  responding  to  the  present  and  future  ob- 
stetric care  needs  in  our  country. 

First,  but  not  necessarily  most  important,  the  burden  of 
liability  risk  and  the  costs  of  liability  insurance  for  obstet- 
ric providers  must  be  decreased.  Obstetrics  is  an  area  of 
practice  in  which,  under  the  current  tort  system,  liability 
for  adverse  outcomes  is  at  least  as  prominent  as  that  in- 
curred by  clearly  negligent  practice.  The  dramatic  rise  in 
the  number  and  severity  of  claims  against  obstetrical  pro- 
viders in  recent  years  has  not  always  been  a linear  in- 
crease. During  the  past  two  decades  there  have  been  at 
least  two  cycles,  each  lasting  two  to  three  years,  when  an 
explosive  increase  in  the  number  of  medical  malpractice 
claims  has  been  followed  by  a shorter  “leveling  off’  of 
litigious  activity.'^  Figures  show  that  we  may  be  currently 
experiencing  a slowing  or  leveling  of  malpractice  claims. 
At  least  one  report  from  Connecticut  attributes,  in  part,  a 
recent  increase  in  the  number  of  family  physicians  prac- 
ticing obstetrics  in  that  state  to  a seemingly  stabilized  li- 
ability environment.''*  The  fact  remains  that  the  costs  of 
medical  liability  insurance  for  obstetric  providers  contin- 
ues to  rise  astronomically  and  a new  crisis  may  be  just 
around  the  corner. 

Many  options  to  help  decrease  the  burden  of  liability 
risk  and  the  cost  of  malpractice  insurance  are  currently 
being  debated  in  the  literature.  The  most  comprehensive 
report  on  this  subject  to  date  from  the  Institute  of  Medi- 
cine focuses  on  alternative  methods  to  resolving  medical 
malpractice  claims  instead  of  reforms  of  the  current  tort 
system.^  Alternatives  include  the  American  Medical  As- 
sociation’s fault-based  administrative  system,  a variety  of 
no-fault  schemes  with  designated  compensable  events, 
and  legislation  authorizing  the  use  of  private  contracts  be- 
tween providers  and  patients  to  govern  professional  liabil- 
ity. The  lOM  report  also  calls  for  the  federal  government 
to  support  demonstration  projects  and  finance  pilot  pro- 
grams testing  various  solutions.  In  addition  to  these  long 
term  possibilities,  immediate  measures  to  help  correct 
current  deficiencies  in  obstetric  care  of  the  poor  in  inner 
city  and  impoverished  rural  areas  by  offering  immunities 
to  obstetric  providers  in  government  financed  communi- 
ties and  migrant  health  centers  have  been  suggested. 

There  must  also  be  a restructuring  within  the  family 
practice  educational  system  if  obstetrics  is  to  be  main- 
tained as  part  of  family  practice.  As  family  physicians 
drop  out  of  obstetrics  there  are  fewer  role  models  who 


demonstrate  tenable  options  for  family  practice  obstetrics 
to  residents  in  training.  Every  year  fewer  graduating  fam- 
ily practice  residents  choose  to  include  obstetrics  in  their 
practice. Medical  students  who  have  an  interest  in  ob- 
stetrics and  see  no  concerted  efforts  to  reverse  this  trend 
are  drawn  away  from  family  practice  training.  Without  a 
national  effort  to  strengthen  and  reorganize  residency 
education  in  this  area,  our  descent  down  this  slippery  slope 
will  simply  become  faster. 

Zervanos'®  and  others  have  proposed  that  residents  in 
family  practice  training  be  given  the  option  of  attaining 
one  of  three  levels  of  competency  in  obstetrics.  Every  resi- 
dent would  be  expected  to  attain  level  I skills  which  in- 
cludes a basic  understanding  of  prenatal  care  and  labor 
and  delivery.  Residents  who  decide  to  practice  obstetrics 
after  graduation  would  need  to  attain  at  least  level  II  com- 
petencies requiring  up  to  six  months  of  training  during  a 
three-year  residency.  For  those  wishing  to  practice  high 
risk  obstetrics  and  include  procedures  such  as  cesarean 
sections,  an  additional  six  months  to  one  year’s  specific 
training  in  obstetrics  would  be  necessary  for  such  level  III 
competencies. 

All  family  practice  residencies  are  currently  required  to 
provide  level  I training  as  described  in  this  education 
scheme.  The  availability  and  quality  of  level  II  training 
varies  greatly  among  residency  programs.  Residents  often 
find  it  necessary  to  supplement  their  experience  by  travel- 
ling to  a large  county  hospital  with  a busy  obstetrics  ser- 
vice, usually  run  by  obstetrician  specialists,  where  a “high 
risk  clinic’’  atmosphere  is  the  rule.  Viable  alternatives  for 
educating  residents  must  be  developed  if  family  physi- 
cians are  to  continue  to  provide  the  kind  of  “family-cen- 
tered” obstetric  care  that  is  desirable  to  a majority  of  the 
population.  A concerted  effort  from  national  family  prac- 
tice organizations  would  be  needed  to  organize  and  devel- 
op regional  training  centers,  staffed  primarily  by  family 
physicians,  that  would  provide  level  II  and  III  training  for 
family  practice  residents.  Residents  interested  in  practic- 
ing obstetrics  would  come  from  residencies  throughout 
the  region  to  receive  training  from  family  physicians  who 
demonstrate  a workable  paradigm  of  including  obstetrics 
in  family  practice,  working  in  concert  with  obstetrician 
specialists,  midwives,  and  other  practitioners.  These  cen- 
ters would  also  promote  the  concepts  of  family  practice 
and  family  centered  obstetrics  to  medical  students  by  de- 
veloping elective  rotations  and  summer  preceptorships. 

A regionalized  approach  to  level  II  and  III  education 
would  enhance  training  for  residents  who  want  to  include 
obstetrics  in  their  practice  by  gathering  the  best  educators 
in  techniques  of  family  centered  obstetric  care  and  provid- 
ing strong  family  physician  role  models  for  residents  and 
students.  A number  of  studies  have  suggested  that  these 
role  models  are  important  if  residents  are  to  choose  to  in- 
clude obstetrics  in  their  practice. These  training  cen- 
ters would  best  allow  specific  training  in  order  to  respond 
to  obstetric  care  needs  for  a particular  area  of  the  country. 
For  example,  a regional  center  in  South  Carolina  training 
residents  to  practice  in  poor  rural  areas  of  greatest  need 
would  have  a different  educational  emphasis  than  a center 
in  inner  city  Chicago. 

A regionalized  family  centered  educational  system 
would  lend  itself  well  to  new  directions  in  primary  care 
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obstetrics  research.  Past  attention  in  family  practice  re- 
search has  often  focused  on  comparing  the  quality  of  ob- 
stetric care  by  family  physicians  with  that  offered  by  ob- 
stetricians. These  attempts  to  ensure  that  specialty 
training  is  not  a risk  factor  for  poor  outcomes  in  pregnan- 
cy has  at  times  implied  that  family  doctors  wish  to  vali- 
date themselves  as  “mini-obstetricians.”  Instead,  as  sug- 
gested by  Rosenblatt,'^  we  must  continue  to  redefine  the 
family  physician’s  role  as  a primary  care  obstetric  provid- 
er in  response  to  the  changing  needs  of  the  population  and 
increasing  technieal  capabilities.  A research  agenda  fo- 
cused on  the  family  physician  as  primary  obstetric  provid- 
er might  concentrate  on  improving  prenatal  risk  assess- 
ment tools,  the  appropriate  application  of  new  technology 
to  low  risk  populations,  patient  education  and  health  pro- 
motion efforts  during  prenatal  care,  and  techniques  of 
family  centered  care. 

A recent  discussion  of  obstetric  care  in  a rural  Utah 
county  illustrates  the  potential  impact  of  family  physi- 
cians on  rural  obstetric  care.^°  Grand  County,  Utah,  is  an 
isolated  area  in  the  southeastern  corner  of  Utah  which 
suffered  a neonatal  mortality  rate  twice  that  of  the  rest  of 
the  state  from  1971  through  1980.  Primarily  through  the 
efforts  of  a residency  trained  family  physician  who  began 
practice  in  the  area  in  1980  and  initiated  community  ori- 
ented efforts  to  improve  obstetric  care,  neonatal  mortality 
in  Grand  County  was  below  the  state  average  in  1984  and 
1985.  Well-trained  family  physicians  can  be  valuable 
team  members  in  providing  obstetric  care  in  rural  areas, 
whether  it  be  in  Grand  County,  Utah,  or  in  rural  New 
York  State  as  described  by  RosenthaH  in  this  issue  of  the 
Journal.  Access  to  obstetric  care  is  diminishing  in  many 
rural  areas  as  more  and  more  family  physicians  discontin- 
ue the  practice  of  obstetrics.  With  decreasing  access  to 
care,  decreased  quality  of  care  and  more  adverse  out- 
comes are  sure  to  follow. 
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Adenocarcinoma  of  the  cervix 


In  this  issue  of  the  Journal,  Moll  et  al'  present  the  first 
case  of  a primary  signet  ring  adenocarcinoma  of  the  cer- 
vix. The  signet  ring  cell  pattern,  as  the  authors  discuss  in 
their  manuscript,  is  highly  suggestive  of  metastatic  lesion 
from  the  gastrointestinal  (GI)  tract,  classically  from  the 
stomach.  In  their  reported  patient,  there  was  no  other  pri- 
mary source  for  this  malignancy,  supporting  the  cervix  as 
the  primary  site.  Unfortunately,  the  patient’s  family  re- 
fused autopsy,  highlighting  a continuing  problem.  More 
and  more  families  are  refusing  autopsy  when  their  loved 
ones  die.  While  this  is  understandable,  it  compromises  a 
case  study  such  as  this  where  a negative  autopsy  examina- 
tion of  the  GI  tract  would  be  most  convincing.  Notwith- 
standing, the  authors  did  make  a diligent  search  preoper- 
atively,  intraoperatively,  and  postoperatively  for  a GI 


source.  One  must  conclude  that  the  GI  tract  would  proba- 
bly have  been  negative  had  an  autopsy  been  performed. 

Adenocarcinoma  of  the  cervix  is  a less  frequent  cancer 
of  the  cervix,  classically  accounting  for  approximately  5% 
of  all  cervical  cancers.^  In  recent  years  there  has  been  an 
apparent  increase  in  the  percentage  distribution  of  adeno- 
carcinoma of  the  cervix,  with  this  type  representing  any- 
where from  10%  to  20%  of  the  total. ^ It  is  unclear  at  this 
point  whether  this  represents  an  absolute  increase  in  the 
number  of  adenocarcinomas  or  a decline  in  the  number  of 
invasive  squamous  cell  carcinomas  of  the  cervix  due  to 
earlier  diagnosis  in  the  premalignant  state.  Nevertheless, 
it  is  the  impression  of  many  gynecologic  oncologists  that 
they  are,  in  fact,  seeing  more  adenocarcinoma  of  the  cer- 
vix. 
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A number  of  subtypes  of  adenocarcinoma  have  been  de- 
scribed. The  most  common  subtype  is  endocervical  or  en- 
dometrioid. Probably  the  most  publicized  type  has  been 
the  clear  cell  adenocarcinoma,  which  can  occur  either  in 
the  cervix  or  in  the  vagina.  Other  types  include  papillary, 
adenosquamous,  and  mucoid.  While  these  cell  types  are 
interesting  from  a pathologic  perspective  they  do  not  in- 
fluence the  prognosis. 

The  case  reported  by  Moll  et  al'  highlights  three  perti- 
nent problems  in  patients  with  adenocarcinoma  of  the  cer- 
vix. The  first  problem  with  adenocarcinomas  is  the  diffi- 
culty in  diagnosis.  An  adenocarcinoma  usually  arises  high 
in  the  endocervical  canal,  thus  escaping  detection  by  rou- 
tine cytologic  screening.  These  patients  may  have  a nega- 
tive pap  smear  rate  as  high  as  40%.^  Many  of  these  pa- 
tients will  present  with  bleeding,  a normal  appearing  cer- 
vix and  a normal  pap  smear.  Not  surprisingly  a diagnosis 
of  dysfunctional  bleeding  is  often  made.  The  examining 
physician  should  bear  in  mind  that  any  woman  with  unex- 
plained bleeding  may  have  a high  endocervical  lesion  that 
can  escape  detection.  Additionally,  these  lesions  can  es- 
cape detection  if  a dilation  and  curettage  (D&C)  is  per- 
formed without  a fractional  curettage.  With  the  new  In- 
ternational Federation  of  Gynecology  and  Obstetrics 
(FIGO)  surgical  staging  for  endometrial  cancer,  the  frac- 
tional D&C  is  no  longer  required  for  staging.'’  The  clini- 
cian should  remember,  however,  that  the  occasional  ade- 
nocarcinoma of  the  cervix  will  be  diagnosed  by 
endocervical  curettage,  and  a routine  endometrial  sam- 
pling may  miss  the  endocervical  lesion. 

The  second  problem  is  the  status  of  the  ovaries  at  the 
time  of  radical  hysterectomy.  In  the  patient  reported  by 
Moll  et  al,'  there  was  metastatic  disease  to  the  ovary.  Ad- 
ditionally, there  was  gross  intra-abdominal  disease.  Some 
authors  have  suggested  that  all  patients  undergoing  radi- 
cal hysterectomy  for  adenocarcinoma  of  the  cervix  have 
their  ovaries  removed  due  to  the  chance  of  metastatic  dis- 
ease. While  case  reports  have  been  published  demonstrat- 
ing metastatic  disease  to  the  ovaries,  this  does  appear 
to  be  a rare  occurrence.^  In  a large  series  from  the  Univer- 
sity of  Michigan,  patients  who  underwent  radical  hyster- 
ectomy with  ovarian  preservation  actually  did  better  than 
those  whose  ovaries  were  removed.^  In  reviewing  the  liter- 
ature, the  incidence  of  ovarian  metastases  appears  to  be 
very  low.  Many  of  the  patients  reported  with  metastatic 


disease  to  the  ovaries  had  other  evidence  for  metastatic 
spread.  The  chance  of  spread  to  the  ovaries  does,  however, 
appear  to  be  greater  than  that  with  squamous  cell  disease 
where  the  chance  is  remote.  Given  the  low  possibility  of 
metastatic  spread  to  the  ovary,  I currently  recommend 
that  the  ovaries  in  young  women  undergoing  radical  hys- 
terectomy for  adenocarcinoma  of  the  cervix  be  preserved 
when  there  is  no  evidence  of  metastatic  spread  elsewhere. 
Obviously,  these  ovaries  need  careful  inspection  and 
should  be  removed  if  gross  abnormalities  are  present. 

The  third  problem  highlighted  by  the  patient  described 
by  Moll  et  al,'  is  the  significance  of  the  spread  of  meta- 
static disease  to  lymph  nodes.  In  both  squamous  cell  can- 
cer of  the  cervix  and  adenocarcinoma  of  the  cervix  the 
involvement  of  regional  lymph  nodes  significantly  alters 
prognosis.  In  Stage  I squamous  cell  disease,  when  regional 
nodes  are  involved,  survival  will  drop  from  approximately 
90%  to  60%.  The  adenocarcinomas  appear  to  behave  dif- 
ferently, however,  when  regional  nodes  are  involved  as 
survival  drops  to  the  20%  range.^  Unfortunately,  there  is 
no  adjuvant  therapy  which  can  improve  survival  once 
metastatic  disease  is  present.  Until  such  adjuvant  therapy 
is  reported,  the  involvement  of  lymph  nodes  will  carry  an 
ominous  prognosis. 

In  summary,  adenocarcinomas  of  the  cervix  are  being 
seen  with  an  increasing  frequency  and  portend  a poorer 
prognosis  than  squamous  cell  cancer.  The  signet  ring  cell 
type  of  adenocarcinoma  is  a new  subtype  and  appears  to 
occur  in  the  cervix  as  a primary  neoplasm. 
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Primary  care  obstetrics  in  rural  Western  New  York 

A multi-center  case  review 

Thomas  C.  Rosenthal,  md;  David  M.  Holden,  md;  Willow  Woodward,  bs 


ABSTRACT.  Obstetric  care  In  rural  communities  Is  In  crisis 
due  to  the  shortage  of  practitioners  and  the  pressures  of  reg- 
ulatory agencies  on  small  obstetric  units.  We  reviewed  the 
records  of  297  pregnant  women  presenting  to  the  offices  of 
12  family  physicians  In  rural  areas  of  Western  New  York 
State.  Local  deliveries  were  done  In  rural  hospitals  that  re- 
ported fewer  than  500  deliveries  per  year.  Family  physicians 
obtained  consultation  In  36%  of  the  pregnancies.  Of  these, 
care  responsibility  was  transferred  to  an  obstetrician  50%  of 
the  time  (18%  of  all  pregnancies).  Two  percent  of  the  cases 
were  transferred  to  a regional  referral  center.  There  was  one 
perinatal  death  and  one  Intrauterine  fetal  death  In  this  series. 
Of  the  222  deliveries  by  family  physicians,  oxytocin  was 
used  In  23%,  narcotic  analgesia  was  used  In  15.3%,  and 
outlet  assist  In  8.1%.  Labors  were  somewhat  longer  than 
standard  labor  curves,  and  the  overall  cesarean  section  rate 
was  13.5%.  We  conclude  that  obstetric  care  by  rural  family 
physicians  utilizing  small  rural  Western  New  York  hospitals 
Is  consistent  with  standards  of  care  elsewhere  when  prac- 
ticed In  the  context  of  an  organized  referral  network. 

(NY  State  J Med  1990;  90:537-540) 

In  1980,  56%  of  family  physicians  had  hospital  privileges 
to  practice  obstetrics.'  By  1988,  only  28%  of  family  physi- 
cians were  doing  deliveries.^  The  family  physician’s  tradi- 
tion of  watchful  and  restrained  interference  may  result  in 
less  operative  intervention,  longer  labors,  but  safe  out- 
comes in  low  risk  pregnancies.^”^  Despite  these  reputable 
outcomes,  attrition  from  obstetrics  continues.^  Concerns 
about  litigation,  malpractice  premiums,  government  reg- 
ulations, the  perception  of  incomplete  training,  and  the 
time  commitment  for  obstetrics  are  thought  to  be  respon- 
sible.’-* 

Nowhere  is  the  impact  of  this  attrition  more  likely  to  be 
felt  than  in  rural  communities,  where  as  many  as  60%  of 
family  physicians  have  obstetric  privileges  and  may  pro- 
vide much  of  the  obstetric  care.  Regionalization  of  obstet- 
ric services  has  improved  care  of  the  high  risk  patient,  but 
has  done  little  for  the  low  risk  pregnancy  in  spite  of  in- 
creased costs. Studies  have  suggested  that  small  rural 
units  (100-500  deliveries  per  year)  have  equivalent  or 
lower  birth  weight-specific  perinatal  mortality,  a lower 
operative  rate,  and  lower  cost  in  all  but  the  lowest  birth 
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weight  categories  when  compared  with  referral  hospi- 
tals."-'^ Obstetric  care  is  the  most  common  discharge  di- 
agnosis in  New  York  State  and  is  obviously  important  to 
the  financial  status  of  rural  hospitals.'^  Also,  local  obstet- 
ric care  enhances  accessibility,  which  may  be  the  most  im- 
portant factor  in  reducing  infant  mortality. 

It  was  our  hypothesis  that  obstetric  care  in  Western 
New  York’s  regionalized  perinatal  care  network  was  safe 
for  patients  who  entered  the  system  through  the  offices  of 
rural  family  physicians  using  standard  risk  factor  assess- 
ments, consultations,  and  referrals.  The  system  compo- 
nents are  tertiary  referral  centers  for  high  risk  cases,  local 
obstetricians  for  moderate  risk  cases,  and  a local  rural 
hospital  for  low  risk  deliveries.  This  information  is  essen- 
tial for  family  practice  training  programs,  health  care  reg- 
ulators, and  patients  residing  in  rural  communities. 

Methods 

The  records  of  all  obstetric  patients  with  expected  dates  of 
confinement  from  March  1,  1987,  to  March  1,  1988,  that  pre- 
sented to  the  offices  of  12  family  physicians  in  rural  Western 
New  York  State  were  retrospectively  reviewed.  The  physicians 
were  board  certified  in  family  practice,  and  all  but  one  had  resi- 
dency training.  These  physicians  were  selected  because  they  were 
within  a 90-minute  drive  of  the  university  and  had  been  practic- 
ing for  more  than  three  years.  Physician  ages  ranged  from  31  to 
66  years.  The  practice  sites  and  the  hospitals  were  located  40  to 
60  miles  from  a secondary  or  tertiary  referral  center.  The  family 
physicians  used  three  different  rural  hospitals  with  30, 46,  and  97 
total  beds  and  208,  284,  and  481  deliveries  annually.  The  larger 
hospital  had  three  board  eligible  obstetricians  on  staff  residing  in 
the  community.  The  two  smaller  hospitals  utilized  obstetric  con- 
sultants who  lived  in  other  communities  20  to  30  minutes  away, 
with  whom  they  had  a defined  coverage  relationship.  All  three 
hospitals  were  the  only  hospitals  in  their  communities.  All  these 
physicians  used  the  American  College  of  Obstetrics  and  Gyne- 
cology prenatal  forms  in  original  or  revised  format,  and  all  physi- 
cians referred  high  risk  patients  for  consultation.  The  decision  to 
deliver  locally  or  in  a referral  center  was  made  with  the  consul- 
tant on  an  individual  basis. 

Every  pregnancy  that  presented  to  these  practices  was  re- 
viewed from  the  first  visit  to  conclusion.  Two  of  the  practices 
kept  a log  of  all  pregnancies  in  their  practices  from  point  of  entry. 
Point  of  entry  may  have  been  a positive  pregnancy  test  or  first 
obstetric  visit,  whichever  was  earliest.  A chart  audit  was  neces- 
sary to  obtain  these  cases  in  the  third  practice,  and  this  may  have 
resulted  in  underreporting  of  early  pregnancy  events.  Utilizing  a 
chart  review  instrument  devised  for  this  study,  data  were  collect- 
ed on  every  case,  whether  it  terminated  in  abortion,  referral  and 
delivery,  or  local  delivery. 

The  data  were  manually  analyzed.  Data  in  three  referred  cases 
were  incomplete  due  to  inability  to  obtain  complete  records  from 
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the  referral  hospital.  One  case  was  lost  to  follow-up  and  was  not 

included  in  the  data. 

Results 

A total  of  297  pregnancies  were  followed  to  conclusion.  All  but 
two  women  were  white.  One  practice  cared  for  an  Amish  communi- 
ty. Spontaneous  abortions  before  16  weeks  of  gestation  accounted 
for  eight  (2.7%)  pregnancies.  One  of  these  was  a twin  pregnancy 
documented  by  ultrasonography  that  aborted  at  16  weeks.  Five  of 
these  patients  underwent  curettage  for  persistent  bleeding  or  incom- 
plete abortion.  No  complications  were  reported  in  this  group. 

A referral  (transfer  of  care  responsibility)  to  a local  obstetrician 
was  made  in  16%  (48  of  297)  of  the  pregnancies,  and  a consultation 
without  transfer  of  care  was  obtained  in  another  18%  (54  of  297 
cases).  The  patients’  care  was  transferred  to  a regional  perinatal 
center  in  2%  (6  of  297)  of  cases  for  an  overall  consult/transfer  rate 
of  36%.  Another  13  (4.4%)  were  home  deliveries  in  the  Amish  com- 
munity by  Amish  midwives.  A total  of  222  (80%)  pregnancies  (ex- 
cluding miscarriages  and  home  deliveries)  were  delivered  by  the 
family  physician.  Primiparous  patients  accounted  for  38%  (113)  of 
the  pregnancies  and  62%  (184)  were  multiparous. 

The  average  number  of  prenatal  visits  was  12.9  (standard  devi- 
ation (SD)  = ±4.5)  excluding  Amish  home  delivered  pregnancies. 
Review  of  the  records  of  high  visit  cases  indicated  that  some  portion 
of  the  extra  visits  included  upper  respiratory  complaints,  gastroen- 
teritis, or  acute  injuries.  Generally,  a pregnancy  evaluation  was 
completed  at  each  visit  for  nonpregnancy  complaints.  Payor  source 
was  as  follows:  private  insurance,  57%;  public  assistance,  21%;  and 
self-pay,  14%.  There  was  no  difference  in  the  average  number  of 
prenatal  visits  according  to  payor  type. 

Oxytocin  Use:  Non-Referred  Patients.  The  222  vaginal  deliver- 
ies by  the  family  physicians  were  performed  at  the  respective  local 
rural  hospital.  Labor  was  spontaneous  in  75%  (165),  induced  in  7% 
(17),  and  augmented  in  18%  (40).  Therefore,  oxytocin  was  used  in 
57  (25%)  labors.  Obstetric  consultation  was  obtained  prior  to  the  use 
of  oxytocin  in  all  cases,  though  often  this  was  by  telephone.  Induc- 
tions were  performed  for  post-date  (53%,  N = 9),  premature  rupture 
of  membranes  (29%,  N = 5),  and  pre-eclampsia/hypertension  (18%, 
N = 3).  Augmentation  was  performed  for  prolonged  labor  or  inade- 
quate contractions.  There  were  no  Apgar  scores  less  than  7 in  the 
group  receiving  oxytocin. 

Labor  Characteristics:  Non-Referred  Patients.  Average  length 
of  labor  was  1 3 hours,  1 9 minutes  (SD  = ± 4 1 7 minutes)  for  primip- 
arous women  and  10  hr,  38  min  (SD  = ± 375  min)  for  multiparous 
women.  The  second  stage  of  labor  averaged  79  min  (SD  = ± 154 
min)  and  23  min  (SD  = ± 26  min)  for  primiparas  and  multiparas, 
respectively.  Labor  was  defined  as  the  time  when  contractions  were 
reported  to  occur  every  five  minutes  until  delivery.  A fetal  monitor 
was  used  in  99%  of  the  family  physicians’  patients,  although  in  many 
instances  it  was  used  for  only  specific  intervals  during  labor.  The 
frequency  of  abnormal  monitor  patterns  was  9%.  Abnormal  monitor 
patterns  were  associated  with  a one-minute  Apgar  score  less  than  7 
in  two  cases,  but  there  were  no  five-minute  Apgar  scores  less  than  7. 
Abnormal  monitor  patterns  accounted  for  6%  (3)  of  the  local  referrals. 

Narcotic  analgesia  was  used  during  15.3%  (34)  of  the  labors. 
Low-outlet  forceps  were  used  in  4.5%  (10),  and  vacuum  assist  in 
3.6%  (8)  of  deliveries  by  family  physicians  (total  = 8.1%).  Nosignif- 
icant complications  were  recorded  for  either  procedure.  Conserva- 
tive use  of  outlet  assist  may  have  contributed  to  somewhat  longer 
second  stages  of  labor  in  the  pregnancies  in  this  study.  Episiotomies 
were  performed  in  59%  (131)  of  the  deliveries.  Third  degree  exten- 
sion of  the  episiotomy  occurred  in  9%  (12)  of  these,  and  there  were 
two  fourth  degree  extensions.  Of  the  patients  without  an  episiotomy, 
45%  had  at  least  a second  degree  laceration.  There  was  one  third 
degree  and  no  fourth  degree  lacerations  in  the  group  delivered  with- 
out episiotomy. 

Outcomes:  Non-Referred  Patients.  There  was  one  intrauterine 
fetal  death  at  3 1 weeks’  gestation.  Labor  was  induced  for  this  patient 
because  she  failed  to  go  into  spontaneous  labor  after  death  was  con- 
firmed. The  macerated  fetus  weighed  299  grams. 

One  perinatal  death  occurred.  The  mother  was  a 30-year-old 
woman  who  had  had  1 7 perinatal  visits  and  had  no  identified  risk 


factors.  She  was  primiparous.  She  presented  in  spontaneous  labor  at 
42  weeks’  gestation  and  delivered  after  1 3 hours  of  spontaneous  la- 
bor. The  monitor  pattern  was  normal,  but  late  second  stage  labor 
was  not  monitored  continuously  in  the  delivery  room.  Second  stage 
lasted  two  hours,  was  difficult,  and  vacuum  assist  was  used.  The 
child  weighed  8 lb  6 oz.  There  were  no  spontaneous  respirations  and 
no  heart  rhythm  at  birth.  Resuscitation  efforts  continued  for  45  min- 
utes but  were  unsuccessful  in  obtaining  other  than  a transient  heart 
rate.  An  autopsy  was  refused.  The  delivering  physician  noted  no 
physical  abnormalities  and  considered  an  undiagnosed  congenital 
abnormality  as  the  cause  of  death;  however,  intracranial  hemor- 
rhage, premature  placenta  separation,  and  other  causes  could  not  be 
ruled  out. 

Another  woman  spontaneously  delivered  a 2,21 1-gram  infant  at 
term  (Apgar  9/10).  The  mother  had  had  ten  prenatal  visits,  and  no 
risk  factors  were  identified  except  second  pregnancy  in  less  than  12 
months.  Intrauterine  growth  retardation  was  suspected  prior  to  la- 
bor, but  due  to  transportation  problems  a referral  was  not  made.  The 
child  did  well  and  was  discharged  with  the  mother. 

Three  infants  weighing  more  than  4,500  grams  were  delivered 
without  consult  or  referral.  One  required  outlet  assist.  All  mothers 
had  been  screened  for  diabetes  during  the  pregnancy.  All  of  these 
children  did  well  in  the  nursery. 

Only  two  infants  delivered  by  the  family  physicians  had  five-min- 
ute Apgar  scores  of  less  than  7.  The  one  perinatal  death  mentioned 
earlier  had  a recorded  Apgar  of  0/0.  Another  term  child  had  vari- 
able decelerations  on  monitor  and  a tight  nuchal  cord  twice  coiled. 
The  child’s  Apgar  scores  were  4 at  one  minute,  6 at  five  minutes,  and 
9 at  ten  minutes. 

Birth  weight  for  the  222  non-referred  patients  delivered  by  family 
physicians  in  rural  hospitals  averaged  3,505  grams  (SD  = ± 557  g; 
range,  2,21 1-5,188  g).  With  the  exceptions  noted  in  this  section,  all 
were  delivered  at  between  38  and  42  weeks’  gestation. 

Locally  Referred  Pregnancies.  Forty-eight  pregnancies  (16%  of 
all  pregnancies)  were  referred  to  local  obstetricians,  with  deliveries 
occurring  at  a rural  hospital.  These  cases  were  often  team  managed 
by  both  the  family  physician  and  obstetrician  after  referral.  Indica- 
tions for  these  referrals  were  previous  cesarean  section  (23%),  ab- 
normal presentation  (21%),  abnormal  labor  pattern  (17%),  pre- 
eclampsia (10%),  twins  (6%),  post  dates  (8%),  abnormal  monitor 
pattern  (6%),  and  preterm  (6%).  Method  of  delivery  was  either  ce- 
sarean section  (73%)  or  vaginal  birth  (27%).  There  were  no  children 
with  five-minute  Apgar  scores  less  than  7.  There  were  only  two  neo- 
natal problems.  One  neonate  had  transient  tachypnea  of  the  new- 
born, and  one  had  hyaline  membrane  disease  and  was  transferred  to 
the  tertiary  care  center.  There  were  no  neonatal  deaths.  Birth 
weights  for  locally  referred  babies  averaged  3,335  g (SD  = ± 921  g; 
range,  2,098-4,876  g). 

Tertiary  Care  Center  Transfers.  Six  patients  (2%  of  all  pregnan- 
cies) were  transferred  to  tertiary  care  centers.  One  was  at  the  re- 
quest of  the  woman,  who  had  had  a previous  cesarean  section  and 
preferred  delivery  at  a major  center.  One  transfer  was  for  suspected 
intrauterine  growth  retardation,  and  the  infant  was  delivered  at  31 
weeks’  gestation  due  to  decreased  fetal  activity.  Another  involved  a 
twin  pregnancy,  with  transfer  due  to  premature  labor  at  33  weeks; 
the  twins  were  delivered  by  cesarean  section  in  the  tertiary  center 
and  discharged  in  good  health.  One  17-year-old  mother,  after  a 
failed  induction  at  42  weeks,  was  transferred  for  cesarean  section  at 
a tertiary  center  due  to  meconium  stained  amniotic  fluid.  One  wom- 
an, whose  pregnancy  was  complicated  by  hypertension,  was  trans- 
ferred and  delivered  at  term  by  cesarean  section  due  to  suspected 
intrauterine  growth  retardation.  The  only  woman  transferred  who 
underwent  vaginal  delivery  was  an  insulin-dependent  diabetic  who 
was  followed  and  delivered  at  term  in  the  tertiary  center.  The  three 
premature  neonates  weighed  less  than  1,000  grams.  The  average 
birth  weight  of  the  other  four  neonates  was  3,714  g (range,  2,430- 
4,876  g). 

Cesarean  Sections.  Of  the  total  289  deliveries,  39  were  by  cesar- 
ean section,  for  an  overall  rate  of  13.5%.  Five  of  these  were  per- 
formed at  the  tertiary  referral  center.  The  cesarean  section  rates  for 
study  pregnancies  at  the  three  rural  hospitals  were  23%,  13%,  and 
9%.  The  highest  rate  was  in  the  community  with  the  most  available 
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obstetric  specialists.  Repeat  cesarean  sections  accounted  for  13 
(33%)  of  these  procedures.  Other  indications  were  failure  to  pro- 
gress in  labor  (26%),  abnormal  presentation  (23%),  twins  (5%),  ab- 
normal monitor  patterns  (5%),  and  prematurity  (5%).  At  the  time  of 
this  study,  none  of  the  study  physicians  were  allowing  trial  labors 
after  previous  cesarean  delivery. 

Home  Deliveries.  One  group  of  physicians  cared  for  a large 
Amish  community,  and  while  they  discouraged  home  deliveries, 
they  did  provide  prenatal  care  for  a number  of  women  who  later 
chose  to  deliver  at  home  with  the  assistance  of  an  Amish  midwife. 
There  were  1 3 women  who  delivered  at  home  in  this  community.  The 
average  number  of  prenatal  visits  was  2.5,  and  none  of  the  visits 
occurred  before  30  weeks’  gestation.  All  deliveries  were  at  term,  and 
all  the  babies  did  well,  with  an  average  birth  weight  of  3,662  g 
(range,  3,178-4,142  g).  Birth  weight  was  not  recorded  for  five  babies. 

Perinatal  Complications:  Rural  Deliveries.  As  reported,  there 
was  one  fetal  death  at  31  weeks,  one  perinatal  death  at  term,  and  no 
deaths  in  the  referred  pregnancies.  There  was  only  one  other  child 
with  a tight  nuchal  cord  twice  coiled  that  had  a five-minute  Apgar  of 
less  than  7 but  that  did  well  in  the  nursery.  There  were  17  other 
neonatal  complications  that  required  intervention  other  than  routine 
nursery  care;  elevated  bilirubin  (4),  transient  tachypnea  of  the  new- 
born (3),  elevated  hematocrit  (2),  hip  dislocation  (2),  fever  (1),  hy- 
drocele ( 1 ),  patent  ductus  arteriosus  ( 1 ),  Erbs  palsy  ( 1 ),  scalp  lacer- 
ation (1),  and  undescended  testicle  (1).  Five  babies  were  transferred 
to  tertiary  centers  with  the  following:  transient  tachypnea  (1),  hya- 
line membrane  disease  (1),  elevated  hematocrit  (2),  and  elevated 
bilirubin  (1).  All  of  these  children  recovered. 

Maternal  Complications.  There  were  five  deliveries  that  were 
considered  precipitous  (less  than  three  hours  of  labor),  but  none  of 
these  women  were  reported  to  suffer  untoward  consequences.  There 
were  three  postpartum  fevers  plus  one  retained  placenta  that  re- 
quired curettage,  and  one  postpartum  hemorrhage  that  required 
transfusion.  Of  a total  of  five  twin  pregnancies,  two  sets  of  twins 
were  delivered  vaginally,  and  one  mother  was  transferred  at  33 
weeks’  gestation  for  premature  labor  and  subsequent  cesarean  oper- 
ation. No  cases  of  placenta  previa  or  abruptio  placenta  were  report- 
ed in  this  series. 

Discussion 

It  is  difficult  to  determine  if  one  type  of  care  is  safe  as 
compared  to  another  in  medicine.  The  large  series  re- 
quired for  this  assessment  often  lack  the  homogeneity  re- 
quired for  comparison.  Care  providers  who  follow  estab- 
lished guidelines  for  process  and  achieve  similar  outcomes 
can  be  assumed  to  provide  care  that  meets  a standard  con- 
sidered to  be  safe.  By  reviewing  every  confirmed  pregnan- 
cy to  conclusion  we  have  a unique  description  of  the  re- 
gional perinatal  system  when  the  entry  is  through  the  ru- 
ral family  physician.  The  review  is  descriptive,  and  the 
sample  is  too  small  to  evaluate  all  outcome  factors,  but  it 
can  be  used  to  examine  process. 

Table  I compares  the  results  of  this  study  with  data 


TABLE  I.  Comparison  of  Select  Study  Findings  with 
Previously  Published  Data 


Study 

Literature* 

Prenatal  visits 

12.9 

8.1-10.4'5 

Referral/consult  rate 

36%  (108) 

25-30%20 

Oxytocin  use 

25%  (57) 

10.7-46.8%'2.‘5.i7 

Length  of  labor 

primipara 

13  hr  19  min 

10  hr  6 min''* 

multipara 

10  hr  38  min 

6 hr  12  min'* 

Analgesia  use 

15.3%  (34) 

17-30%'® 

Outlet  assist 

8.1%  (18) 

8-11%'® 

Episiotomies 

59%  (131) 

48-84%5-'2 

Cesarean  delivery 

13.5%  (39) 

24%'8 

from  several  other  sources.  It  may  be  concluded  from  the 
comparison  that  the  rural  family  physicians  in  this  study 
follow  a process  similar  to  that  of  other  physicians  doing 
obstetrics  and  obtain  outcomes  that  are  similar.  Table  I 
demonstrates  a reasonable  and  conservative  use  of  inter- 
ventions by  the  study  group.  The  frequency  of  office  visits 
reflects  the  concept  of  continuity  of  care,  with  pregnant 
patients  presenting  to  the  same  physicians  for  most  of 
their  health  problems  during  pregnancy.  In  spite  of  this 
added  attention,  it  would  appear  that  one  case  of  intra- 
uterine growth  retardation  (birth  weight  <2,500  g)  was 
not  diagnosed  until  delivery. 

Length  of  labor  exceeded  the  standard  Friedman 
curves. Other  studies  have  indicated  that  women  deliv- 
ered by  primary  care  physicians  do  have  longer  la- 
bors.This  may  be  the  effect  of  a conservative  ap- 
proach to  labor  and  the  price  paid  for  a lower  cesarean 
section  rate,  and  decreased  use  of  oxytocin  and  outlet  as- 
sist.12.15,17  Whether  the  increased  prenatal  visits  enhances 
care  cannot  be  proven,  but  the  relationship  developed  dur- 
ing these  frequent  visits  may  enhance  the  mutual  trust 
needed  to  manage  a long  labor. 

The  overall  cesarean  delivery  rate,  including  trans- 
ferred patients,  was  13.5%,  compared  to  a rate  of  24%  for 
all  of  New  York  State  in  1986.'*  The  regional  rate  for 
Western  New  York  rural  hospitals  with  fewer  than  500 
deliveries  a year  was  23.2%.'*  The  lower  rate  in  this  study 
may  reflect  a combination  of  several  factors:  Some  women 
with  previous  cesarean  delivery  may  not  present  to  a fam- 
ily physician  because  of  an  established  or  anticipated  need 
for  an  obstetrician;  a patient  cared  for  by  a family  physi- 
cian may  be  given  more  opportunity  to  labor  before  pri- 
mary cesarean  operation  is  chosen;  or  the  inherent  pres- 
ence of  a second  physician  when  a family  physician 
consults  with  an  obstetrician  may  make  both  less  likely  to 
choose  cesarean  delivery  as  an  option.  It  is  interesting  that 
the  highest  cesarean  section  rate  occurred  in  the  hospital 
with  the  most  available  obstetric  specialists.  This  observa- 
tion most  likely  confirms  that  interventions  are  more 
strongly  correlated  with  physician  training  and  practice 
style  than  with  indications.'^  It  may  also  reflect  a differ- 
ent threshold  for  obstetrical  consultation  when  this  service 
is  readily  available,  or  increased  confidence  in  and  readi- 
ness of  a surgical  team. 

The  family  physicians  delivered  80%  of  all  pregnancies 
that  did  not  end  in  abortion  or  home  delivery.  Physicians 
referred  patients  who  required  cesarean  delivery,  but  con- 
tinued to  manage  patients  when  oxytocin  was  used  even 
though  an  obstetrician  was  always  consulted.  Including 
oxytocin  use,  the  overall  consultation/referral  rate  was 
36%.  This  exceeds  the  observations  in  the  British  health 
system  that  25-30%  of  women  will  require  an  obstetrical 
specialist  during  pregnancy  or  labor. By  utilizing  a stan- 
dard risk  prediction  scale,  the  large  group  of  patients  for 
whom  pregnancy  outcome  is  likely  to  be  good  can  be  sepa- 
rated from  a high  risk  group,  who  are  also  likely  to  have 
good  outcomes,  but  for  whom  adverse  events  are  more 
likely  to  occur.-' 

This  study  and  others  suggest  that  high  risk  deliveries 
are,  for  the  most  part,  being  successfully  identified  and 
transferred  for  appropriate  tertiary  care.  The  one  perina- 
tal death  in  this  series  did  occur  at  a rural  site.  Mortality 
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in  the  first  24  hours  of  life  in  Western  New  York  in  1986 
was  4 / 1 ,000  live  births. ' * Lack  of  autopsy  limits  the  abili- 
ty to  comment  extensively,  but  this  case  does  dramatically 
demonstrate  that  the  system  is  not  perfect,  though  it 
seems  unlikely  that  the  outcome  would  have  been  altered 
with  a different  delivery  site.  One  may  consider  that  this 
traumatic  event  occurred  in  a supportive  environment  ac- 
cessible to  extended  family  and  friends.  The  lack  of  risk 
factors  would  seem  to  make  prediction  of  this  death  im- 
possible. The  resuscitation  efforts  were  reviewed  by  the 
medical  staff  and  were  determined  to  be  well  directed. 
This  case  highlights  the  necessity  for  all  birthing  units  to 
be  prepared  for  resuscitation  and  stabilization  of  the  new- 
born. Pregnancies  without  identifiable  risk  factors  do  not 
mean  the  absence  of  risk.^’  All  pregnancies  require  atten- 
tiveness from  an  accessible  health  care  provider,  and  all 
deliveries  should  have  the  advantage  of  a watchful,  experi- 
enced team. 

The  rural  hospital  served  as  the  birthing  center  for  98% 
of  the  pregnancies.  Infants  with  neonatal  complications 
occurring  after  delivery  were  successfully  and  routinely 
transferred  to  tertiary  care  centers  where  needed.  The 
need  to  transfer  did  not  seem  to  have  an  adverse  effect  on 
the  outcome  in  these  selected  pregnancies.  Maternal  com- 
plications did  not  present  unusual  or  untoward  problems 
in  the  rural  hospital.  Cesarean  delivery  rates  were  well 
below  state  averages. 

Obstetrical  care  has  undergone  a profound  transforma- 
tion since  the  1950s.  Once  thought  to  be  a natural  life 
event,  birth  has  become  a medical  condition. This  ap- 
proach is  appropriate  for  the  high  risk  pregnancy  but  may 
lead  to  over-use  of  technology  when  applied  to  the  routine 
low  risk  pregnancy.  This  trend  has  become  particularly 
important  to  communities  that  must  define  a rural  hospi- 
tal’s role  in  health  care.  It  is  evident  that  family  physicians 
should  not  strive  to  be  “mini-obstetricians,”  and  that 
small  rural  hospitals  should  not  strive  to  provide  tertiary 
care.^^-^'^  Yet,  rural  hospitals  and  family  physicians  can 
provide  quality,  accessible,  family  centered  pregnancy 
and  birthing  care  within  an  organized  referral  system. 
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low-normal  blood  thyroxine  levels 

Michael  Joseph  Miller,  md;  Chao  Pan,  ma;  Uriel  S.  Barzel,  md 


ABSTRACT.  The  purpose  of  this  study  was  to  determine 
whether  subciinicai  hypothyroidism,  defined  as  the  state  in 
which  there  is  an  eievation  of  thyrotropin  biood  ievei  (TSH) 
with  a iow-normai  blood  thyroxine  level  (T4),  can  be  found  in 
clinically  healthy  subjects.  We  identified,  by  screening  of 
adults  in  an  ambulatory  patient  care  facility,  67  persons  with 
T4  at  the  lower  range  of  normal  (4.5-6.0  nq/6L)  who  were 
free  of  acute  nonthyroidal  illness  and  who  were  not  on  medi- 
cations known  to  affect  T4,  other  than  long  term  thyroxine 
therapy.  TSH  was  determined  in  all  67  persons,  whose  ages 
ranged  from  25  to  87  years.  Nineteen  persons  in  this  popula- 
tion had  a history  of  thyroid  disease  and  48  did  not.  Elevation 
of  TSH  was  found  in  13  subjects  (19% ),  seven  of  whom  had 
a history  of  thyroid  disease.  The  prevalence  of  TSH  elevation 
was  50%  in  those  with  T4  of  4.5-<5.0  nq/fiL,  26%  in  those 
with  T4  of  5.0-5.5  /ug/dL,  and  8%  in  those  with  T4  of  >5.5- 
6.0  /xg/dL  (p  < 0.02). 

Three  of  these  13  patients  had  been  on  thyroxine  therapy 
at  the  time  of  the  survey,  and  their  thyroxine  doses  were 
adjusted,  whereas  five  others  were  started  on  thyroxine  ther- 
apy subsequent  to  the  survey.  Treatment  doses  as  low  as 
0.05  mg/day  increased  the  T4  and  returned  the  TSH  to  nor- 
mal in  six  patients.  In  two  of  five  patients  who  went  untreat- 
ed, there  was  a substantial  fall  in  T4  and/or  a rise  in  TSH. 
Four  of  these  five  had  a thyrotropin  releasing  hormone  (TRH) 
infusion  test  and  exhibited  a markedly  exaggerated  TSH  re- 
sponse as  seen  In  hypothyroidism. 

These  data  lend  additional  support  to  the  notion  that  TSH 
elevation  Is  a marker  of  early  thyroid  gland  failure,  and  sug- 
gest that  subclinicai  hypothyroidism  may  be  recognized  with 
high  frequency  by  TSH  screening  in  persons  with  low-normal 
T4  levels. 

(NY  State  J Med  1990;  90:541-544) 

It  is  generally  recognized  that  elevation  of  thyrotropin 
blood  level  (TSH)  is  at  present  the  most  sensitive  indica- 
tor of  decreased  thyroid  gland  function. This  is  so  be- 
cause the  pituitary  is  exquisitely  sensitive  to  minute 
changes  in  serum  thyroxine  (T4)  levels,  and  will  secrete 
increased  amounts  of  thyrotropin  in  response  to  small  de- 
creases in  T4 — decreases  that  may  not  cause  observable 
alterations  in  any  other  clinical  or  laboratory  variable.^"’ 
A spontaneous  rise  in  TSH  is,  thus,  an  endogenous  physio- 
logic market  of  thyroid  gland  failure.  For  this  reason,  the 
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detection  of  an  elevated  TSH  allows  the  physician  to  rec- 
ognize failure  of  the  thyroid  gland  even  before  the  devel- 
opment of  any  symptoms,*-^ 

TSH  measurements  may  be  of  clinical  value  in  uncover- 
ing early  thyroid  gland  failure  in  selected  patients,  includ- 
ing the  aged,^  " those  with  a history  of  Graves’  disease,'^ 
and  those  with  Hashimoto’s  or  autoimmune  thyroid- 
itis.Tibaldi  and  BarzeF°  proposed  that  TSH  eleva- 
tion might  also  be  found  with  high  frequency  among  per- 
sons with  “borderline  low  T4,”  which  they  did  not  further 
define. 

In  previous  studies  of  hypothyroid  patients  receiving 
adequate  thyroxine  replacement,  it  was  observed  that  the 
mean  T4  varied  between  9.01  and  9.40  Mg/dL  and  the 
standard  deviation  varied  between  1.51  and  1.16Mg/dL.^° 
These  data  suggested  that  T4  values  below  6.0  Mg/dL  (ie, 
two  standard  deviations  below  the  mean)  could  be  de- 
scribed as  “borderline  low-normal.” 

In  this  study,  we  therefore  examined  TSH  levels  in  a 
group  of  ambulatory  subjects  whose  T4  was  found  to  be  at 
the  lower  end  of  the  normal  range  (6. 0-4. 5 Mg/dL).  Our 
findings  suggest  that  screening  for  TSH  elevation  in  pa- 
tients with  T4  in  the  lower  end  of  this  range  (<5.0  Mg/dL) 
may  indeed  be  productive  and  of  clinical  utility. 

Patients  and  Methods 

At  the  Montefiore  Medical  Group,  a large  ambulatory  care 
facility,  determinations  of  T4  were  obtained  on  every  new  adult 
patient,  on  adults  having  routine  physical  examinations,  and  on 
other  adult  patients  who  did  not  have  recent  T4  determinations. 
The  Montefiore  Medical  Center  laboratory  records  were  re- 
viewed daily,  and  patients  with  T4  levels  between  4.5  and  6.0 
Xig/dL  were  identified  and  their  sera  subjected  to  thyrotropin 
assay. 

Patients  with  acute  nonthyroidal  illness  and  those  on  medica- 
tions known  to  affect  T4  (dilantin,  estrogens,  steroids)  were  ex- 
cluded from  the  study.  Patients  with  a history  of  thyroid  disease, 
radioactive  iodine  treatment,  goiter,  or  clinical  suspicion  of  thy- 
roid disease  were  included  in  the  study  but  analyzed  separately. 
Long-standing  thyroxine  therapy  for  various  thyroid  disorders 
was  not  a cause  for  exclusion. 

The  Medical  Group  physicians  were  informed  when  TSH  ele- 
vation was  discovered  in  their  patients,  and  used  their  clinical 
judgment  in  deciding  whether  to  institute  thyroxine  therapy  or  to 
modify  ongoing  therapy.  The  patients’  records  were  reviewed 
five  months  after  completion  of  the  survey.  In  cases  in  which 
treatment  was  modified  or  initiated,  T4  and  TSH  levels  were  de- 
termined. In  other  cases,  a thyrotropin  releasing  hormone 
(TRH)  infusion  test  was  done  as  follows:  baseline  blood  speci- 
mens for  determination  of  T4  and  TSH  were  obtained  five  min- 
utes apart,  an  intravenous  bolus  of  500  micrograms  of  TRH  was 
then  given,  and  blood  was  drawn  at  15,  30,  and  60  minutes  for 
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TSH  determination. 

Determinations  of  T4  and  TSH  were  made  by  methods  previ- 
ously described.^  Normal  range  for  T4  is  4.5-12  ^g/dL,  and  for 
TSH,  <0. 6-5.0  MIU/mL.  Multiple  regression  analysis  and  the 
Mantel-Haenszel  chi-square  methods  were  used  in  the  statistical 
analysis  of  the  data. 

Results 

T4  within  the  range  of  6.0  and  4.5  Mg/dL  was  found  in  8 1 persons 
(4%  of  the  screened  population).  Of  these,  67  met  the  criteria  for 
inclusion  in  the  study.  The  characteristics  of  the  67  subjects  are  de- 
scribed in  Table  I.  The  age  range  for  the  entire  group  was  25  to  87 
years.  TSH  elevation  was  found  in  1 3%  of  subjects  without  known 
thyroid  disease,  as  compared  with  37%  in  the  group  with  known  thy- 
roid disease.  The  group  without  thyroid  disease  and  with  normal 
TSH  was  nearly  equally  divided  between  females  and  males  (55%  vs 
45%),  but  there  was  a female  predominance  (83%)  if  TSH  was  ele- 
vated (p  = 0.02).  The  group  with  a history  of  thyroid  disease  had 
female  predominance  whether  TSH  was  normal  or  elevated  (67% 
and  86%,  respectively;  p = 0.03). 

In  Table  II,  the  data  are  analyzed  in  roughly  0.5  Mg/dL  T4  inter- 
vals. There  is  clearly  a trend  for  increasing  frequency  of  TSH  eleva- 
tion as  T4  nears  the  lower  limit  of  the  normal  range.  When  patients 
with  and  without  a history  of  thyroid  disease  are  combined,  the  fre- 
quencies of  elevated  TSH  in  those  with  T4  in  the  ranges  of  4.5-<5.0, 
5.0-5. 5,  and  >5. 5-6.0  ng/dL  are  50%,  26%,  and  8%,  respectively  (p 
< 0.02). 

Table  III  records  details  of  the  patients  in  whom  TSH  elevation 
was  found,  as  well  as  follow-up  information  from  two  to  nine  months 
later.  Therapeutic  steps  were  taken  by  patients’  physicians  as  a re- 
sult of  the  survey  findings  in  eight  cases.  Three  patients  had  been  on 
thyroxine  therapy  at  the  time  of  the  survey.  Their  thyroxine  doses 
had  been  increased  by  0.025  mg/day  (MP  and  GR)  or  0.100  mg 
thyroxine  per  week  (VM),  and,  subsequently,  their  T4  levels  rose  and 
their  TSH  fell  to  within  the  normal  range.  In  five  cases,  thyroxine 
administration  was  newly  instituted.  In  three  of  these  cases,  a rise  of 
T4  and  normalization  of  TSH  were  achieved  by  thyroxine  doses 
varying  between  0.050  mg  and  0.150  mg  per  day.  In  two  patients 
(GS  and  ZT),  thyroxine  therapy  is  as  yet  suboptimal  as  indicated  by 
the  continued  elevation  of  TSH. 

Follow-up  T4  and  TSH  levels  were  obtained  in  the  five  patients 
who  were  not  given  thyroxine  therapy,  and  in  four  of  these  a TRH 
infusion  test  was  completed.  As  indicated  by  a fall  in  T4  and /or  a rise 
in  TSH,  there  was  further  progression  of  thyroid  failure  in  two  of 
these  patients  (MR  and  BH)  during  the  follow-up  period.  Figure  1 
compares  the  TSH  response  to  TRH  injection  with  that  seen  in  a 
normal  population  of  the  same  age.  A markedly  exaggerated  re- 
sponse, typical  for  hypothyroid  subjects,  can  be  seen  in  each  of  the 
four  cases,  including  three  (JS,  TA,  and  SL)  in  whom  T4  and  TSH 
did  not  change  significantly  during  the  follow-up  period. 

Discussion 

Two  basic  concepts  underlie  this  study.  One  is  that  rou- 
tine screening  of  T4  is  justifiable,  especially  in  the  aged  in 
whom  both  hypothyroidism  and  hyperthyroidism  are  dif- 


TABLE  I.  Characteristics  of  Patients  with  Low-Normai  T4* 
(4.5-6.0  fig/6L)  


Thyroid  Disease 

Thyroid  Disease 

Absent 

Present 

TSHt 

TSH 

TSH 

TSH 

<5.0 

>5.0 

<5.0 

>5.0 

Age  range  (years) 

25-87 

61-80 

42-73 

31-85 

Total  number  of 

42  (87%) 

6 (13%) 

12  (63%) 

7 (37%) 

patients 

Number  of  females 

23  (55%) 

5 (83%) 

8 (67%) 

6 (86%) 

* T4  = thyroxine, 
t TSH  = thyrotropin. 


TABLE  II.  Number  of  Patients  with  TSH  >5.0  MIU  per  mL/ 
Total  Number  of  Patients 


T4  Range,  ^g/dL 

4.5-<5.0  5.0-5.5  >5.5-6.0 


Thyroid  disease 

1/4 

2/15 

3/29 

p > 0.05 

absent 

Thyroid  disease 

3/4 

4/8 

0/7 

p < 0.03 

present 

Totals 

4/8  (50%) 

6/23 (26%) 

3/36  (8%) 

p < 0.02 

ficult  to  recognize  clinically.^’'0’2°’2>  The  other  concept  is 
that  every  person  has  an  inherent  “set-point”  of  serum 
thyroxine  level,  and  that  if  the  endogenous  production  of 
thyroid  hormone  and  serum  thyroxine  level  (T4)  falls  even 
minutely  below  this  “set-point,”  thyrotropin  secretion  in- 
creases and  the  blood  level  of  TSH  rises.  This  concept  is 
supported  by  clinical  and  experimental  studies  that  dem- 
onstrate the  sensitivity  of  the  thyrotrophs  to  ambient  thy- 
roid hormone  level. 

The  present  study  reveals  that  50%  of  subjects  with  T4 
between  <5.0  and  4.5  Mg/dL  and  26%  of  those  with  T4 
between  5.5  and  5.0  Mg/dL  have  elevated  TSH  levels. 
Overall,  19%  of  subjects  with  low-normal  T4  of  6.0  Mg/dL 
or  less  have  elevated  TSH.  Thus,  we  can  demonstrate  that 
TSH  screening  in  patients  with  low-normal  T4,  especially 
at  the  lower  end  of  the  range  (<5.0-4. 5 Mg/dL),  is  likely 
to  uncover  a significant  number  of  elevated  values. 

Presently,  a history  of  Graves’  disease  and  of  Hashimo- 
to’s  or  autoimmune  thyroiditis are  indications  for 
routine  TSH  screening.  Existing  data  suggest  that  a sig- 
nificant number  of  cases  with  elevated  TSH  may  be  un- 
covered by  TSH  screening  in  the  aged  in  general:  In  a 
screening  of  the  original  Framingham  cohort  of  people 
older  than  60  years  of  age,  Sawin  et  aP  found  TSH  eleva- 
tion in  13.6%  of  the  women  and  5.7%  of  the  men.  In  a 
community  survey  of  Whickam,  England,  Tunbridge  et 
al"  recorded  elevated  TSH  in  7.5%  of  the  females  and 
2.8%  of  the  males,  but  the  prevalence  of  TSH  elevation 
rose  to  17.5%  in  females  older  than  75  years  of  age.  In  a 
geriatric  screening  clinic  in  San  Francisco,  on  the  other 
hand,  only  2.6%  of  the  patients  had  elevated  TSH.^^  We 
believe  that  “low-normal  T4”  should  be  considered  a spe- 
cial justification  for  TSH  screening,  particularly  in  the 
elderly. 

The  condition  in  which  patients  have  virtually  no  clini- 
cal findings  of  hypothyroidism  but  an  elevation  of  TSH 
has  been  alluded  to  in  the  literature  by  a variety  of  names, 
including  “limited  thyroid  reserve  syndrome,”  “preclini- 
cal  hypothyroidism,”  “premyxedema,”  and  “subclinical 
hypothyroidism,”  with  the  latter  being  the  term  most 
commonly  used.  This  condition  represents  early  thyroid 
gland  failure.  Thyroid  gland  failure  is  a slow  and  insidious 
process  which  leads  to  the  eventual  development  of  hypo- 
thyroidism, but  this  failure  may  become  clinically  appar- 
ent only  after  it  has  progressed  significantly.  TSH  eleva- 
tion may  be  used  as  a marker  of  early  and  clinically 
unapparent  thyroid  gland  failure. 

Although  the  final  number  of  cases  with  elevated  TSH 
in  this  study  is  small,  the  data  do  provide  further  evidence 
that  TSH  elevation  is  indeed  a manifestation  of  thyroid 
gland  failure.  This  is  clearly  shown  in  those  patients  in 
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TABLE  III.  Clinical  Data  in  13  Subjects  with  Low-Normal  T4  (4.5-6.0  fig/6L)  and  Elevated  TSH  (>5.0  MIU/mL)  at  Baseline 

and  After  Two  to  Nine  Months  of  Follow-up  Observation 


Patient 

Sex 

Age 

(yr) 

First  Observation 

Follow-up 

Evaluation 

Comment 

Date 

T4 

TSH 

Therapy* 

Date 

T4 

TSH 

Therapy* 

MP 

F 

80 

3/28 

4.9 

12.3 

.075/d 

11/8 

6.0 

1.5 

.100/d 

Partial  thyroidectomy 

GR 

F 

82 

4/1 

4.9 

17.6 

.050/d 

9/9 

8.5 

4.7 

.075/d 

Graves’  disease 

VM 

F 

85 

5/16 

5.1 

6.3 

.50/wk 

7/23 

7.5 

<0.6 

.60/wk 

Radiotherapy  for  thyroid  cancer 

RJ 

M 

77 

2/23 

5.3 

60.0 

— 

7/12 

10.2 

<0.6 

.150/d 

Graves’  disease 

DS 

F 

78 

3/15 

5.5 

7.8 

— 

6/27 

8.5 

2.1 

.050/d 

No  history  of  thyroid  disease 

AK 

F 

61 

5/13 

4.9 

10.0 

— 

9/9 

10.7 

<0.6 

.100/d 

No  history  of  thyroid  disease 

GS 

F 

31 

5/10 

5.2 

18.6 

— 

9/20 

7.1 

10.5 

.050/d 

Graves’  disease 

ZT 

F 

28 

6/6 

5.3 

8.6 

— 

10/4 

13.0+ 

17.5 

.100/d 

Thyroiditis 

MR 

F 

66 

6/6 

5.6 

20.0 

— 

10/29 

4.3 

63.3 

— 

No  history  of  thyroid  disease 

BH 

F 

47 

2/22 

4.8 

8.0 

— 

10/28 

5.4 

17.6 

— 

Graves’  disease 

JS 

M 

80 

3/18 

5.9 

13.0 

— 

10/30 

5.6 

12.3 

— 

No  history  of  thyroid  disease 

TA 

F 

70 

4/15 

5.6 

7.5 

— 

10/29 

6.5 

6.2 

— 

No  history  of  thyroid  disease 

SL 

F 

73 

6/13 

5.5 

5.8 

— 

10/28 

5.0 

6.2 

— 

No  history  of  thyroid  disease 

* Levo-thyroxine.  mg. 

♦ Patient  has  increased  thyroxine  binding. 

whom  treatment  was  initiated  or  modified  and  in  whom 
clinical  intervention  increased  the  T4  and  corrected  the 
TSH.  (In  subjects  with  normal  TSH  levels,  the  adminis- 
tration of  thyroxine  in  the  dosages  used  would  not  be  ex- 
pected to  change  the  T4  level.)  Further  evidence  that  TSH 
elevation  is  indeed  a state  of  subclinical  hypothyroidism  is 
given  by  the  cases  in  which  no  medical  intervention  was 
undertaken  and  in  which  the  TRH  infusion  test  was  gross- 
ly abnormal  and  typical  for  the  hypothyroid  state.  In  fact, 
although  these  patients  had  no  history  of  thyroid  disease, 
their  findings  are  identical  with  those  patients  with 
asymptomatic  autoimmune  thyroiditis  classified  as  Grade 
III  by  Bastenie  et  al.^^  In  the  untreated  group  there  was 
evidence  of  the  progressive  nature  of  the  thyroid  failure  in 
the  fall  of  T4  and/or  the  rise  of  TSH  over  a relatively  short 
period  of  observation  in  two  cases.  The  sensitivity  of  the 
pituitary  to  minor  changes  in  thyroxine  input  had  been 
previously  documented.'”’  This  sensitivity  may  decrease 
with  age^  or  disease,^''  but  it  is  clearly  demonstrable  in  the 


FIGURE  1.  TSH  response  to  the  TRH  test  in  four  subjects  with  low-nor- 
mal T4  and  elevated  TSH.  The  normal  response  is  depicted  in  the  hatched 
area,  and  is  based  on  32  normal  subjects  with  an  age  span  of  28  to  87 
years.® 


case  of  the  85-year-old  woman  (VM)  in  whom  the  return 
to  normal  of  a minimally  elevated  TSH  was  achieved  by 
an  increase  in  thyroxine  replacement  of  0.100  mg  per 
week,  or  0.01425  mg  per  day. 

Based  on  clinical  findings,  we  believe  that  virtually  all 
patients  with  a failing  thyroid  gland,  ie,  patients  with  ele- 
vated TSH  and  normal  or  near  normal  T4,  but  in  particu- 
lar those  with  positive  thyroid  antibodies,  should  be  given 
supplemental  thyroxine  in  doses  that  would  return  the 
TSH  to  normal.  Such  patients  should  then  be  followed 
with  periodic  assessment  of  their  T4  and  upward  adjust- 
ment of  the  thyroxine  dosage  if  a fall  in  T4  and  a rise  in 
TSH  occurs  again.  Using  this  strategy,  which  is  generally 
safe  and  simple,  the  patient’s  thyroidal  failure  will  remain 
fully  compensated  or  “subclinical”  at  all  times  and  clini- 
cal, symptomatic  hypothyroidism  will  be  prevented  from 
emerging  altogether. Full  replacement  doses  of  thyroxin 
should  be  avoided  in  these  states  of  early  thyroidal  failure, 
since  some  failing  thyroid  glands  are  still  driven  by  abnor- 
mal thyroid  stimulating  immunoglobulin  and  are  not  sub- 
ject to  feedback  inhibition,  and,  in  such  cases,  thyrotoxic 
symptoms  may  be  precipitated  by  full  replacement  doses. 
Supplemental  thyroxine  therapy  avoids  this  complication. 

In  summary,  TSH  elevation  is  present  in  some  people  with 
low-normal  T4  levels  (6.0  fig/dh  or  less).  The  likelihood  of 
finding  an  elevated  TSH  level  is  higher  at  lower  levels  of  T4 
(<5.0  ng/dL).  An  elevated  TSH  in  this  setting  represents 
early  thyroidal  failure.  Thyroxine  supplementation  is  recom- 
mended as  a way  of  preventing  clinical  hypothyroidism  from 
emerging  in  patients  with  failing  thyroid  glands. 
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An  overview  of  the  activities  of  the  New  York  State  Board 

for  Medicine 


Henry  A.  Fernandez,  jd,  Thomas  J.  Monahan,  ma 


With  the  establishment  of  licensure  requirements  for  phy- 
sicians in  1892,  the  medical  profession  became  the  first  of 
the  32  licensed  professions  to  be  regulated  by  the  Board  of 
Regents.  The  State  Board  of  Medical  Examiners  was  es- 
tablished under  Chapter  344  of  the  Laws  of  1907.  The 
first  meeting  of  the  board  was  called  to  order  at  3:00  PM 
on  June  24,  1907,  by  then  Commissioner  of  Education 
Andrew  Draper.  In  his  opening  remarks  Commissioner 
Draper  stated  that  the  establishment  of  the  board  “had 
come  to  be  inevitable.  The  doctors  had  tired  out  the  legis- 
lature and  the  legislature  had  made  up  its  mind  that  it 
would  do  something  drastic  some  day  to  put  an  end  to  the 
eternal  fuss  that  was  coming  up  from  the  doctors.” 

The  medical  profession,  as  defined  in  the  Education 
Law  of  New  York  State,  now  encompasses  allopathic  and 
osteopathic  physicians,  physician’s  assistants,  and  various 
types  of  specialist’s  assistants.  Currently  there  are  approx- 
imately 60,000  New  York  State  registered  physicians.  Of 
this  group  about  58,800  are  allopathic  physicians  and 
1,200  are  osteopathic  physicians.  There  are  2,572  regis- 
tered physician’s  assistants  and  44  specialist’s  assistants. 
In  addition  to  providing  advice  concerning  standards  of 
medical  licensing,  the  State  Board  for  Medicine  addresses 
matters  concerning  undergraduate  and  graduate  medical 
education,  medical  manpower  supply  and  demand,  medi- 
cal practice  issues,  and  lifelong  learning  or  continuing 
competency  in  the  medical  profession. 

Composition  of  the  State  Board  for 
Medicine 

Presently,  the  State  Board  for  Medicine  is  composed  of 
20  physicians,  including  two  osteopathic  physicians,  and 
two  public  members.  The  specialties  represented  on  the 
State  Board  cover  a broad  spectrum:  anesthesiology;  fam- 
ily practice;  internal  medicine;  acupuncture;  obstetrics/ 
gynecology;  ophthalmology;  pathology,  pediatrics;  neu- 
rology; psychiatry;  public  health/preventive  medicine;  ra- 
diology; surgery;  and  nuclear  medicine.  Each  of  the  state’s 
judicial  districts  is  represented  on  the  board.  The  Board 
for  Medicine  is  one  of  the  most  diversely  represented 
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boards.  Four  of  the  board  members  are  female  and  nine 
board  members  are  minority  group  members.  Seven  of  the 
board  members  are  engaged  primarily  in  academic  medi- 
cine, including  Eli  Stark,  an  Assistant  Dean  for  Clinical 
Studies  and  Post  Graduate  Education  at  the  New  York 
College  of  Osteopathic  Medicine;  and  Philip  Holtzapple, 
Assistant  Dean  for  Curriculum  at  State  University  of 
New  York  Health  Science  Center  at  Syracuse.  The  other 
State  Board  members  are  in  private  practice  or  are  in- 
volved in  other  professional  activities.  Four  board  mem- 
bers are  graduates  of  foreign  medical  schools,  represent- 
ing National  Taiwan  University  in  Taipei,  Yokohama 
University  in  Japan,  University  of  the  Philippines  in  Ma- 
nila, and  Shiraz  University  in  Iran. 

The  full  board  usually  meets  three  times  a year.  On  the 
evening  before  each  full  board  meeting,  the  executive 
committee,  comprised  of  the  chair,  vice  chair,  immediate 
past  chair,  and  the  senior  public  member,  meets  to  review 
the  agenda  materials.  In  addition,  ad  hoc  committees  are 
frequently  established  and  asked  to  address  a variety  of 
important  issues.  Such  issues  include  limited  licensure, 
continuing  competency,  acupuncture,  academic  licensure, 
geriatrics  in  medical  education,  and  graduate  medical 
education.  For  example,  in  1989  a committee  of  the  board 
reviewed  the  First  Annual  Report  of  the  Council  on  Grad- 
uate Medical  Education.  The  committee’s  recommenda- 
tions were  presented  to  the  regents  in  July  1989.  The  State 
Board  currently  is  reviewing  the  Second  Annual  Report  of 
the  Council.  In  1988  the  report  of  the  board’s  Committee 
on  Geriatric  Medical  Education  became  an  integral  part 
of  the  interagency  Long  Term  Care  Policy  Coordinating 
Council’s  (LTCPCC)  report  on  Geriatrics  in  Medical 
Education.  LTCPCC  is  an  interagency  task  force,  co- 
chaired by  the  Commissioner  of  Health  and  the  Director 
of  the  State  Office  for  the  Aging,  charged  with  reviewing 
issues  related  to  long  term  care  and  providing  recommen- 
dations to  the  governor’s  office.  During  1987,  LTCPCC 
studied  the  current  extent  and  methods  of  educating  phy- 
sicians in  geriatric  care.  Department  staff  and  board 
members  played  key  roles  in  the  development  of  that  re- 
port as  members  of  the  LTCPCC  subwork  group. 

Board  members  also  serve  as  members  of  peer  panels  to 
review  moral  character  and  restoration  cases.  In  1989, 
board  members  participated  in  12  restoration  hearings 
and  six  moral  character  hearings.  This  resulted  in  board 
member  service  for  48  days.  In  addition,  a majority  of 
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board  members  are  active  in  local,  state,  and  national  or- 
ganizations. These  organizations  include  the  Federation 
of  State  Medical  Boards,  National  Board  of  Medical  Ex- 
aminers, Medical  Society  of  the  State  of  New  York,  Asso- 
ciated Medical  Schools  of  New  York,  American  Medical 
Association,  Liaison  Committee  on  Medical  Education, 
and  various  specialty  board  activities.  Dr  Margaret  Col- 
gan,  chairperson  of  the  board,  is  a member  of  the  Federa- 
tion Licensing  Examination  (or  FLEX)  Test  Review 
Committee  of  the  Federation  of  State  Medical  Boards,  Dr 
Patrick  Carone,  vice  chairperson  of  the  board,  is  a mem- 
ber of  the  Nominating  Committee  of  the  Federation  of 
State  Medical  Boards,  and  Dr  Pascal  James  Imperato  is 
editor  of  the  New  York  State  Journal  of  Medicine. 

Office  of  the  State  Board  for  Medicine 

The  primary  mission  of  the  Office  of  the  State  Board 
for  Medicine  is  to  advise  and  assist  the  Board  of  Regents 
and  the  Department  of  Education  on  matters  related  to 
medical  licensure,  practice,  and  education.  In  accomplish- 
ing this  mission,  the  Office  of  the  State  Board  for  Medi- 
cine establishes  and  maintains  effective  liaison  between 
the  medical  profession,  the  State  Board,  the  Education 
Department,  and  the  Board  of  Regents.  It  is  a principal 
component  of  the  Office  of  the  Professions  and  provides  a 
variety  of  services  for  the  Office  of  the  Professions  and  in 
support  of  the  State  Board  for  Medicine.  The  board  office 
prepares  the  agenda  for  each  meeting  of  the  board  and 
brings  before  the  board  issues  of  state  and  national  impor- 
tance. The  board  office  arranges  for  national  and  state 
leaders  in  medical  education  and  department  staff  to  meet 
with  the  board  to  discuss  issues  related  to  their  respective 
areas  of  responsibility  and  concern.  During  the  past  few 
years  representatives  of  the  National  Board  of  Medical 
Examiners  and  the  Federation  of  State  Medical  Boards 
have  met  with  the  members  of  the  State  Board  for  Medi- 
cine to  discuss  topics  of  mutual  interest;  such  topics  have 
included  the  uniform  examination  pathway  to  medical  li- 
censure and  the  development  and  use  of  the  Special  Pur- 
pose Examination  (SPEX).  SPEX  is  a cognitive  examina- 
tion designed  to  assist  licensing  jurisdictions  in  the 
assessment  of  the  knowledge  base  of  practicing  physi- 
cians. In  1987,  members  of  the  State  Board  for  Medicine 
and  former  Regent  Dr  Salvatore  Sclafani  reviewed  the 
SPEX  and  recommended  to  the  Board  of  Regents  that  the 
SPEX  be  used  in  the  case  of  certain  individuals  seeking 
restoration  of  medical  licensure.  At  their  May  1988  meet- 
ing, the  Board  of  Regents  accepted  these  recommenda- 
tions and  amended  Section  28  of  the  Rules  of  the  Board  of 
Regents  to  permit  the  use  of  a proficiency  examination 
such  as  SPEX  in  restoration  cases.  In  addition,  the  execu- 
tive director  of  the  Associated  Medical  Schools  of  New 
York,  the  executive  director  of  the  Statewide  Geriatric 
Resource  Center,  the  co-chairman  of  the  New  York  State 
Advisory  Committee  on  Physician  Recredentialing,  the 
chairperson  of  the  New  York  State  Hospital  Review  and 
Planning  Council,  and  officers  of  the  Medical  Society  of 
the  State  of  New  York  have  met  periodically  with  the 
State  Board  to  discuss  issues  such  as  geriatric  medical 
education  and  continuing  competency.  Staff  from  all  ar- 
eas of  the  Education  Department  work  closely  with  staff 
of  the  board  office  and  frequently  meet  with  the  board  to 


discuss  such  issues  as  school  health  programs,  licensing 
procedures,  the  disciplinary  process,  manpower  planning, 
and  improving  the  access  of  minorities  to  the  medical  pro- 
fession. Interprofession  dialogue  and  communication  is 
important;  to  that  end  members  of  other  state  boards, 
such  as  Nursing  and  Physical  Therapy,  meet  on  occasion 
with  Medicine  to  discuss  topics  of  mutual  interest.  These 
topics  have  included  such  issues  as  proposals  for  direct 
access  to  physical  therapy  services  and  the  development  of 
alternative  criteria  for  the  certification  of  nurse  practitioners. 

Staff  of  the  State  Board  office  includes  the  executive 
secretary,  two  professionals,  and  three  support  staff  mem- 
bers. Daily,  staff  spend  a considerable  but  necessary 
amount  of  time  responding  to  written  and  telephone  inqui- 
ries on  a wide  variety  of  issues  related  to  medical  practice, 
undergraduate  and  graduate  medical  education,  and  li- 
censing requirements.  During  the  first  quarter  of  1990, 
the  State  Board  office  handled  3,565  telephone  calls, 
2,728  pieces  of  correspondence,  and  85  licensing  cases. 

The  board  office  assists  the  Division  of  Professional  Li- 
censing Services  by  reviewing  the  applications  of  persons 
who  do  not  clearly  satisfy  the  licensing  requirements  es- 
tablished in  Part  60  of  the  commissioner’s  regulations. 
Many  of  the  cases  involve  applicants  who  request  credit 
for  postgraduate  medical  education  completed  outside  the 
United  States  and  Canada,  or  who  have  engaged  in  fel- 
lowship training  or  training  that  was  not  devoted  exclu- 
sively to  clinical  medicine.  The  executive  secretary  re- 
views these  cases  and  either  recommends  action  to  the 
division  based  on  precedent  or  refers  those  cases  raising 
issues  not  previously  considered  to  the  full  board  for  re- 
view and  recommendation.  In  1989,  the  board  office  eval- 
uated approximately  500  cases  and  referred  35-40  of 
them  for  review  by  the  full  board.  The  executive  secretary, 
in  collaboration  with  selected  board  members,  also  re- 
views all  applications  for  acupuncture  licensure  and  certi- 
fication. This  includes  the  review  of  research  protocols 
submitted  by  physicians  or  dentists  seeking  acupuncture 
certification. 

The  board  office  is  also  responsible  for  reviewing  the 
proposals  of  physicians  with  service  obligations  under  the 
Regents  Physician  Shortage  Area  Scholarship  Program 
and  the  New  York  State  Medical  Contract  Program.  As 
they  near  the  completion  of  professional  training.  Regents 
Physician  Shortage  Area  Scholarship  recipients  submit 
proposals  to  the  Higher  Education  Services  Corporation 
and  participants  in  the  Contract  Program  submit  propos- 
als to  the  department’s  Coordinator  of  Professional  Prac- 
tice to  fulfill  their  service  obligations.  The  corporation  and 
coordinator  subsequently  forward  the  respective  service 
proposals  to  the  board  office.  Staff  determine  if  the  loca- 
tion of  an  individual’s  proposed  practice  is  in  a shortage 
area.  If  a proposed  practice  is  in  a shortage  area,  the  board 
office  writes  to  the  individual  indicating  approval  of  the 
proposed  practice  plan.  If  the  proposed  practice  is  not  in  a 
shortage  area,  the  board  office  informs  the  individual  that 
his  or  her  practice  cannot  be  approved  and  that  appropri- 
ate steps  will  be  taken  to  initiate  repayment. 

For  the  past  ten  years  the  evaluation  of  unregistered 
and  unaccredited  medical  schools  (basically,  all  foreign 
medical  schools)  seeking  clerkship  training  for  their  stu- 
dents in  New  York  State  has  been  a major  responsibility 
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of  the  board  office. 

In  1981  the  regents  approved  regulations  governing  the 
circumstances  under  which  students  enrolled  in  foreign 
medical  schools  may  engage  in  clinical  clerkships  in  New 
York  State.  Those  regulations  provide  that  students  en- 
rolled in  medical  schools  outside  the  United  States  and 
Canada  may  perform  a maximum  of  12  weeks  of  clerk- 
ships on  two  conditions:  First,  the  student’s  foreign  medi- 
cal school  must  certify  that  the  student  is  enrolled  and 
currently  matriculated;  and  second,  the  New  York  State 
teaching  hospital  must  certify  that  it  has  agreed  to  accept 
the  student  for  clerkship  training. 

If  foreign  medical  students  wish  to  engage  in  more  than 
12  weeks  of  clerkships,  they  must  be  enrolled  in  a medical 
school  that  has  been  reviewed  and  approved  for  such  pur- 
poses by  the  State  Education  Department.  Immediately 
following  the  1981  regents  action,  the  staff  developed  and 
implemented  a system  for  reviewing  foreign  medical 
schools.  This  system  has  gained  national  renown  as  an  ef- 
fective assessment  instrument.  Several  other  states  now 
rely  upon  New  York  as  the  primary  resource  for  informa- 
tion concerning  foreign  medical  schools.  The  system  relies 
on  a data  base  document  that  schools  seeking  approval  are 
required  to  complete.  They  next  provide  extensive  infor- 
mation about  the  institution’s  program  of  medical  educa- 
tion. Staff  also  developed  an  instructional  guide  for  use  by 
consultant  evaluators  and  an  extensive  list  of  pertinent  ac- 
ademic questions  for  use  by  team  members  during  the  site 
visit.  An  information  guide  for  foreign  medical  schools 
that  express  interest  in  seeking  department  approval  for 
their  programs  is  available. 

A foreign  medical  school  seeking  department  approval 
must  submit  a formal  application  to  the  State  Board  of- 
fice. In  addition  to  completion  of  the  data  base  document 
provided  by  the  office,  the  applicant  institution  must  sub- 
mit a current  catalog,  course  syllabi,  and  faculty  and  stu- 
dent handbooks  or  other  documents  setting  forth  policies 
related  to  faculty  and  students.  All  expenses  connected 
with  the  evaluation  are  borne  by  the  applicant  institution. 
No  state  funds  are  involved  in  the  evaluation  of  foreign 
medical  schools. 

A site  visit  by  staff  and  consultants  is  critically  impor- 
tant to  the  process.  The  major  purpose  of  the  site  visit  to 
the  campus  in  the  country  in  which  the  school  is  located  is 
to  effectively  evaluate  the  institution’s  program,  primarily 
the  basic  medical  sciences,  which  prepares  students  for 
clinical  training.  As  part  of  the  evaluation,  visits  are  also 
made  to  the  teaching  hospitals  in  New  York  State  that 
have  agreed  to  affiliate  with  a foreign  medical  school  for 
clerkship  training.  The  purpose  of  the  affiliate  visit  is  to 
evaluate  the  proposed  system  of  clerkship  training,  specif- 
ically the  integration  of  such  training  within  the  foreign 
medical  school’s  total  program  of  medical  education  and 
the  respective  roles  of  the  foreign  medical  school  and  the 
hospitals  in  faculty  appointments,  student  selection,  su- 
pervision, coursework,  and  academic  evaluation. 

Since  1981  eight  foreign  medical  schools  have  submit- 
ted applications  for  approval:  Universidad  Del  Noreste, 
Tampico,  Tamps,  Mexico;  Universidad  Autonoma  de 
Guadalajara,  Guadalajara,  Jal,  Mexico;  Ross  University, 
Dominica,  West  Indies;  American  University  of  the  Ca- 
ribbean, Montserrat,  West  Indies;  St  George’s  University 


School  of  Medicine,  Grenada,  West  Indies;  Aguinaldo 
School  of  Medicine,  Cavite,  Philippines;  Far  Eastern  Uni- 
versity, Manila,  Philippines;  and  Fatima  College  of  Medi- 
cine, Manila,  Philippines.  The  applications  of  the  Univer- 
sidad Autonoma  de  Guadalajara,  St  George’s  University 
School  of  Medicine,  and  Fatima  College  of  Medicine  were 
approved.  Universidad  Del  Noreste  was  approved  with 
conditions  but  approval  was  subsequently  withdrawn  fol- 
lowing a determination  the  conditions  had  not  been  ful- 
filled. The  applications  of  Ross  University  and  the  Ameri- 
can University  of  the  Caribbean  were  not  approved.  The 
applications  of  Far  Eastern  University  and  Aguinaldo 
School  of  Medicine  lapsed  for  a variety  of  reasons,  but 
primarily  because  they  were  unable  to  affiliate  with  a 
teaching  hospital  in  New  York  State. 

Teams  have  also  visited  the  American  University  of 
Beirut,  Beirut,  Lebanon  ( 1 982),  and  the  Sackler  School  of 
Medicine  of  Tel  Aviv  University,  Ramat  Aviv,  Israel 
(1987),  for  purposes  of  program  registration.  Both  institu- 
tions are  chartered  by  the  regents  and  the  Sackler  School 
of  Medicine  participates  in  the  New  York  State  Medical 
Contract  Program. 

The  evaluation  teams  are  composed  of  four  or  five  med- 
ical educators  and  practitioners  from  New  York  and  other 
states  who  are  experienced  in  medical  program  evalua- 
tion. A member  of  the  State  Board  for  Medicine  is  includ- 
ed in  each  team.  Each  team  also  includes  a graduate  of  a 
foreign  medical  school  and  individuals  who  are  fluent  in 
the  language  of  the  country  in  which  the  school  is  located. 
The  executive  secretary  and  the  associate  have  participat- 
ed in  each  site  visit.  Comprehensive  reports  of  each  evalu- 
ation are  maintained  in  the  Office  of  the  State  Board  for 
Medicine.  The  information  available  in  the  board  office  is 
unavailable  anywhere  else  in  the  world  and  has  become  an 
important  source  of  information  for  licensing  bodies 
throughout  the  United  States.  Telephone  and  written  re- 
quests for  this  information  are  frequently  received  and 
staff  have  been  called  upon  to  provide  testimony  and  con- 
sultant expertise  to  a variety  of  agencies  including  the 
General  Accounting  Office,  the  American  Medical  Asso- 
ciation, and  other  state  licensing  boards. 

The  board  office  is  also  responsible  for  issuing  certifi- 
cates to  students  enrolled  in  approved  foreign  medical 
schools  authorizing  them  to  engage  in  more  than  1 2 weeks 
of  clerkships  in  teaching  hospitals  affiliated  with  their 
school  if  they  have  achieved  a passing  score  on  a satisfac- 
tory proficiency  examination.  Since  the  currently  used 
proficiency  examination  is  Part  I of  the  Foreign  Medical 
Graduate  Examination  in  the  Medical  Sciences,  the  au- 
thorizing certificate  is  commonly  known  as  the 
“FMGEMS  Certificate.”  The  board  office  also  issues 
“Letters  of  Eligibility”  to  students  enrolled  in  both  ap- 
proved and  unapproved  foreign  medical  schools  for  clerk- 
ships of  12  weeks  or  less.  Students  enrolled  in  approved 
foreign  medical  schools  may  engage  in  up  to  12  weeks  of 
clerkships  in  teaching  hospitals  not  affiliated  with  their 
medical  school.  Students  enrolled  in  unapproved  medical 
schools  may  perform  a maximum  of  12  weeks  of  clerk- 
ships in  any  teaching  hospital  in  the  state. 

In  1989,  197  letters  of  eligibility  of  this  type  were  issued 
for  191  students  from  53  foreign  medical  schools  repre- 
senting 25  different  countries,  serving  29  different  clerk- 
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ships  in  34  hospitals  in  the  state. 

During  the  past  few  years  the  executive  secretary  and 
associate  have  also  participated  in  the  evaluations  of  every 
medical  school  and  physician’s  assistant  training  program 
in  New  York  State.  This  includes  the  programs  of  medical 
education  at  12  medical  schools  and  ten  physician’s  assis- 
tant programs.  All  of  the  site  visits  have  been  coordinated 
with  program  reviews  by  national  accrediting  bodies.  In 
addition,  the  executive  secretary  reviews  acupuncture 
training  programs  as  a result  of  recent  changes  in  the  com- 
missioner’s regulations  related  to  acupuncture  certifica- 
tion requirements  and  the  establishment  of  a new  exempt 
category  of  practitioners. 

The  staff  in  consultation  with  members  of  the  State 
Board  also  advise  the  department  on  the  development  of 
regents’  legislative  proposals  and  positions  concerning 
bills  being  considered  by  the  state  legislature.  During  the 
current  legislative  session,  staff  developed  six  regents’  leg- 
islative proposals  and  reviewed  approximately  200  bills 
that  had  been  introduced. 

An  important  component  of  the  executive  secretary’s 
responsibilities  includes  working  closely  with  local,  state, 
and  national  medical  organizations.  He  meets  regularly 
with  county  or  district  medical  societies  and  serves  in  an 
ex  officio  capacity  on  various  state  medical  society  com- 
mittees. In  addition,  he  is  an  ex  officio  member  of  the 
Continuing  Medical  Education  Council  of  New  York 
State,  which  includes  in  its  membership  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  Associated  Medical 
Schools  of  New  York,  and  the  Association  of  Medical 
Specialty  Societies  of  New  York.  Several  board  members 
and  the  executive  secretary  have  also  recently  been  ap- 
pointed to  and  serve  on  the  Governor’s  Advisory  Commit- 
tee on  Physician  Recredentialing. 

At  the  national  level  staff  and  board  members  work 
closely  with  representatives  of  the  American  Medical  As- 
sociation (AMA),  Administrators  in  Medicine  Society 
(AIMS),  National  Board  of  Medical  Examiners 
(NBME),  and  Federation  of  State  Medical  Boards 
(FSMB).  During  the  past  few  years  the  executive  secre- 
tary has  served  on  the  FSMB’s  Committee  on  Fraudulent 
Medical  School  Credentials,  Long  Range  Planning  Com- 
mittee, and  the  board  of  directors.  Involvement  with  na- 
tional organizations  such  as  the  AMA,  NBME,  and 
FSMB  has  been  critical  in  addressing  medical  education, 
practice,  and  licensing  issues  of  national  importance. 

One  of  the  most  important  topics  recently  discussed  by 
the  AMA,  FSMB,  and  NBME  has  been  the  development 
of  a uniform  examination  pathway  to  medical  licensure. 
An  information  item  on  this  topic  was  presented  to  the 
regents  in  the  Deputy’s  Report  on  March  22,  1990.  It  was 
the  lead  topic  of  discussion  at  the  1990  annual  meeting  of 
the  Federation  of  State  Medical  Boards  which  was  recent- 
ly held  in  Birmingham,  Alabama.  This  topic  has  been  the 
object  of  considerable  discussion  and  debate  at  the  state 
and  national  levels  for  the  past  two  years. 

The  large  number  of  foreign  medical  graduates  who 
seek  licensure  in  New  York  and  the  regents’  policy  to  pro- 
mote access  to  the  professions  and  encourage  equity  in  the 
licensing  process  make  it  critically  important  for  New 
York  to  participate  in  this  national  debate.  Several  legis- 
lative leaders,  including  Senator  Donovan,  have  been 


strong  advocates  of  a uniform  examination  pathway.  We 
have  had  positive  dialogue  on  this  issue  with  various  na- 
tional organizations,  including  the  Federation  of  State 
Medical  Boards;  the  Association  of  American  Medical 
Colleges  (AAMC);  the  American  Medical  Association; 
and  the  Educational  Commission  for  Foreign  Medical 
Graduates  (ECFMG). 

The  FSMB,  along  with  a variety  of  other  concerned  or- 
ganizations and  groups,  has  taken  an  active  role  in  ad- 
dressing this  issue.  Department  staff,  primarily  the  execu- 
tive secretary  for  medicine,  have  participated  in  many 
discussions  with  the  FSMB  and  concerned  groups. 

At  its  January  6,  1989,  meeting,  the  New  York  State 
Board  for  Medicine  unanimously  passed  a resolution  en- 
dorsing the  concept  of  developing  a uniform  examination 
pathway  to  medical  licensure.  This  resolution  was  later 
endorsed  by  the  FSMB’s  Long  Range  Planning  Commit- 
tee, and  at  the  April  1989  annual  meeting  of  the  FSMB,  a 
motion  to  consider  the  resolution  was  subsequently  intro- 
duced and  unanimously  passed.  In  September  1989  Parts 
I and  II  of  NBME  became  available  to  graduates  of  for- 
eign medical  schools  for  the  first  time. 

The  decision  to  make  available  Parts  I and  II  of  the 
NBME  to  foreign  medical  graduates  is  actually  only  the 
beginning  of  a process  which  should  result  in  a true  uni- 
form examination  pathway  to  medical  licensure.  Accord- 
ingly, we  anticipate  that  an  entirely  new  examination  se- 
quence will  evolve  within  the  next  two  to  four  years.  We 
expect  that  the  uniform  examination  pathway  to  medical 
licensure  will  initially  include  Parts  I and  II  of  NBME  as 
they  presently  exist  and  a yet-to-be  developed  Part  III 
which  is  intended  to  serve  as  a clinical  competency  compo- 
nent. 

Licensing  Requirements 

In  1989,  4,202  physicians  were  newly  licensed  in  New 
Y ork  State.  Of  this  group  approximately  1,151  were  grad- 
uates of  foreign  medical  schools.  The  New  York  system 
for  licensing  physicians  relies  on  a structure  referred  to  as 
the  “three  pillars  of  medical  licensure” — education,  expe- 
rience, and  examination.  Each  of  these  pillars  is  important 
and,  without  any  one  of  them,  the  viability  of  the  entire 
licensing  process  becomes  questionable. 

In  addition  to  New  York’s  general  requirements  for 
medical  licensure  such  as  age  and  good  moral  character, 
there  are  specific  requirements  of  education,  professional 
experience,  or  postgraduate  training.  The  requirements  of 
experience  or  postgraduate  training  and  examination  dif- 
fer for  graduates  of  unaccredited  or  unregistered  schools 
and  graduates  of  accredited  or  registered  schools.  The 
educational  requirements  for  graduates  of  all  types  of 
medical  schools  are  identical:  completion  of  at  least  two 
years  of  acceptable  preprofessional  education;  completion 
of  a program  of  medical  education  of  not  less  than  32 
months;  and  receipt  of  an  acceptable  degree.  The  program 
of  medical  education  either  must  be  approved  by  an  ac- 
crediting organization  within  the  United  States  or  Cana- 
da which  is  acceptable  to  the  department,  that  is,  the  Liai- 
son Committee  on  Medical  Education  or  the  American 
Osteopathic  Association,  or  must  be  recognized  by  the  ap- 
propriate regulatory  authorities  of  the  country  in  which 
the  school  is  located. 


548  VOL  90  NO  1 1 /NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


In  addition  to  satisfying  the  educational  requirements 
and  passing  the  appropriate  licensing  examination,  gradu- 
ates of  accredited  or  registered  programs  must  complete  a 
year  of  approved  postgraduate  training.  Graduates  of  un- 
accredited or  unregistered  programs,  that  is,  most  foreign 
medical  schools,  must  pass  an  acceptable  proficiency  ex- 
amination (the  ECFMG,  VQE,  or  FMGEMS),  complete 
three  years  of  approved  postgraduate  training,  and  pass 
FLEX. 

The  purpose  of  the  three-year  postgraduate  training  re- 
quirement for  foreign  medical  graduates  is  to  assure  that 
all  licensees  have  developed  a readiness  for  independent 
practice  and  patient  management.  The  assumption  that 
underlies  this  requirement  is  that  graduates  of  accredited 
or  registered  programs  have  reached  an  acceptable  level 
of  clinical  performance  based  upon  graduation  from  an 
education  program  which  has  been  determined  to  have 
met  agreed  upon  national  standards  of  excellence.  Infor- 
mation concerning  medical  education  programs  in  most 
other  countries  is  not  readily  available  and  the  three-year 
postgraduate  training  requirement  is  intended  to  remedi- 
ate any  real  or  perceived  deficiencies  which  may  exist  in 
the  undergraduate  medical  education  program.  Within 
the  context  of  the  current  New  York  licensing  require- 
ments, two  major  objectives  have  been  achieved:  the  pub- 
lic health  and  welfare  are  protected  while  high  quality 
medical  care  is  becoming  increasingly  available,  and  li- 
censing applications  are  reviewed  on  an  equitable  and  rea- 
sonably timely  basis. 

Other  Professions 

Chapters  1135  and  1136  of  the  Laws  of  1971  created 
the  professions  of  physician’s  assistant  and  specialist’s  as- 
sistant. The  responsibility  for  implementing  the  legisla- 
tion, which  became  effective  April  1,  1972,  is  shared  by 
the  State  Education  Department  and  the  Department  of 
Health.  Under  the  provisions  of  Section  6540  of  the  Edu- 
cation Law,  the  State  Education  Department  is  responsi- 
ble for  evaluating  and  approving  physician’s  assistant  and 
specialist’s  assistant  educational  training  programs.  Un- 
der the  provisions  of  Section  3700  of  the  Public  Health 
Law,  the  Commissioner  of  Health  has  the  power  and  duty 
to  “promulgate  regulations  defining  and  restricting  the 
duties  which  may  be  assigned  to  physician’s  assistants  and 
specialist’s  assistants  by  their  supervising  physician,  the 
degree  of  supervision  required  and  the  manner  in  which 
such  duties  may  be  performed.’’ 

Physician’s  assistants,  which  differ  from  specialist’s  as- 
sistants, are  qualified  by  education  and  training  to  elicit  a 
complete  medical  history,  perform  a comprehensive  phys- 
ical examination,  perform  or  order  diagnostic  laboratory 
tests  and  interpret  the  results,  perform  therapeutic  proce- 
dures, and  respond  to  common  emergencies.  It  has  been 
estimated  that  physician’s  assistants  can  perform  70%  of 
the  clinical  procedures  routinely  performed  by  physicians 
in  general  or  family  practice. 

There  are  currently  2,572  physician’s  assistants  regis- 
tered in  New  York  State.  A physician’s  assistant  is  consid- 
ered a dependent  practitioner  working  under  the  supervi- 
sion of  a licensed  physician  who  is  responsible  for  the 
actions  of  the  physician’s  assistant.  The  supervising  physi- 
cian may  delegate  to  the  physician’s  assistant  any  medical 


procedures  and  tasks  that  are  routinely  performed  within 
the  normal  scope  of  the  physician’s  practice. 

The  physician’s  assistant/specialist’s  assistant  statute 
created  a unique  professional  category  in  New  York 
State.  Unlike  other  licensed,  certified,  or  registered  health 
professionals,  physician’s  assistants  are  provided  no  func- 
tions or  activities  of  their  own  but  act  solely  on  delegation 
from  the  supervising  physician.  The  physician’s  assistant 
is  entitled  to  use  his  or  her  medical  skills  and  knowledge  in 
the  performance  of  medical  acts,  functions,  and  services 
only  on  delegation  from  and  on  behalf  of  the  supervising 
physician. 

The  statute  and  implementing  rules  and  regulations 
provide  that  medical  acts,  functions,  and  services  delegat- 
ed to  the  physician’s  assistant  must  be  within  the  scope  of 
practice  of  the  supervising  physician  and  which  the  physi- 
cian’s assistant  is  qualified  to  perform.  It  is  the  responsi- 
bility of  the  supervising  physician  to  assure  that  the  physi- 
cian’s assistant  is  competent  to  perform  that  which  is 
delegated.  In  the  private  office  setting  it  is  largely  the 
judgment  of  the  supervising  physician  that  determines  the 
functions  and  activities  of  the  physician’s  assistant.  In  the 
hospital  setting  the  governing  authority  of  the  hospital 
may  place  limits  on  the  functions  and  activities  that  may 
be  delegated  by  the  supervising  physician. 

The  statute,  rules,  and  regulations  specifically  permit 
the  physician’s  assistant  to  function  at  a distance  from  the 
supervising  physician.  The  supervising  physician  need  not 
see  each  patient  prior  to  the  physician’s  assistant’s  provid- 
ing services.  The  physician’s  evaluation  of  the  medical 
knowledge,  skills,  and  judgment  possessed  by  the  physi- 
cian’s assistant  and  the  nature  of  the  problem  presented 
for  management  are  major  determinants  of  the  “degree  of 
freedom’’  permitted  by  the  supervising  physician. 

In  the  hospital  setting  the  supervising  physician  may,  if 
permitted  by  the  hospital,  delegate  the  writing  of  medical 
orders,  including  controlled  substances,  to  the  physician’s 
assistant.  Medical  orders  written  by  the  physician’s  assis- 
tant must  be  countersigned  by  the  supervising  physician 
within  24  hours,  but  countersignature  is  not  required  prior 
to  execution  of  the  order.  The  procedures  for  prescription 
writing  are  specified  in  Part  94  of  the  Administrative 
Rules  and  Regulations  of  the  Department  of  Health. 

There  are  currently  44  specialist’s  assistants  registered 
in  New  York  State.  Specialist’s  assistants  are  highly 
skilled  in  a group  of  clinical  procedures  that  comprise  a 
specialized  clinical  service.  New  York  State  has  designat- 
ed four  categories  of  specialist’s  assistants:  orthopedic  as- 
sistant, urologic  assistant,  radiologic  assistant,  and  acu- 
puncture assistant.  Qualified  individuals  are  eligible  for 
registration  as  specialist’s  assistants  in  the  specialty  cate- 
gory appropriate  to  their  qualifications. 

The  requirements  for  registration  as  a physician’s  assis- 
tant or  specialist’s  assistant  include  the  following.  At  the 
time  of  application  the  applicant  must:  (1)  be  at  least  21 
years  of  age;  (2)  be  of  good  moral  character;  (3)  success- 
fully complete  a four-year  course  of  study  in  a secondary 
school  approved  by  the  Board  of  Regents  or  pass  an  equiv- 
alency test;  and  (4)  satisfactorily  complete  an  approved 
program  for  the  training  of  physician’s  assistants  or  spe- 
cialist’s assistants. 

The  approved  program  for  the  training  of  physician’s 
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assistants  shall  include  not  less  than  40  weeks  of  super- 
vised clinical  training  and  32  credit  hours  of  classroom 
work.  The  Commissioner  of  Education  is  empowered  to 
determine  whether  an  applicant  possesses  equivalent  edu- 
cation and  training,  such  as  experience  as  a nurse  or  mili- 
tary corpsman,  which  may  be  accepted  in  lieu  of  all  or  part 
of  an  approved  program.  In  addition,  certain  individuals, 
such  as  military  corpsmen,  who  have  not  completed  an 
approved  educational  program  may  satisfy  the  education- 
al requirement  by  passing  the  examination  administered 
by  the  National  Commission  on  Certification  of  Physi- 
cian’s Assistants. 

In  addition  to  the  above  registration  requirements,  ad- 
ditional requirements  for  registration  as  a specialist’s  as- 
sistant in  each  of  the  designated  categories  follow. 

Orthopedics.  Specialist’s  assistants  registered  in  or- 
thopedics must: 

1.  satisfactorily  complete  a program  for  the  training 
of  orthopedic  assistants  approved  by  the  New  York 
State  Education  Department,  or 

2.  possess  equivalent  education,  training,  and  experi- 
ence. Training  and  experience  while  in  military  ser- 
vice which  led  to  an  orthopedic  specialist,  orthope- 
dic cast  room  technician,  or  orthopedic  clinic 
technician  rating  and  two  years  of  satisfactory  ex- 
perience as  an  orthopedic  assistant  working  under 
the  supervision  of  an  orthopedic  surgeon  within  the 
past  five  years;  or  completion  of  medical  corps 
school  and  five  years  of  satisfactory  experience  as 
an  orthopedic  assistant  working  under  the  supervi- 
sion of  an  orthopedic  surgeon  within  the  past  eight 
years  may  be  considered  equivalent  education, 
training,  and  experience  for  the  purpose  of  registra- 
tion in  this  category,  or 

3.  achieve  passing  scores  on  the  National  Board  for 
Certification  of  Orthopedic  Physician  Assistant’s 
Examination  (NBCOPA). 

Urology.  Specialist’s  assistants  registered  in  urology 
must: 

1.  satisfactorily  complete  a program  for  the  training 
of  urologic  assistants  approved  by  the  New  York 
State  Education  Department,  or 

2.  possess  equivalent  education,  training,  and  experi- 
ence. Training  and  experience  while  in  military  ser- 
vice which  led  to  an  urology  surgical  technician  or 
urological  technician  or  clinical  specialist  rating 
and  two  years  of  satisfactory  experience  as  a uro- 
logic assistant  working  under  the  supervision  of  a 
urologist  within  the  past  five  years;  or  completion 
of  medical  corps  school  and  five  years  of  satisfac- 
tory experience  as  a urologic  assistant  working  un- 
der the  supervision  of  a urologist  within  the  past 
eight  years  may  be  considered  equivalent  educa- 
tion, training,  and  experience  for  the  purpose  of 
registration  in  this  category. 

Radiology.  Specialist’s  assistants  registered  in  radiol- 
ogy must: 


1 . be  licensed  as  a radiologic  technologist  by  the  New 
York  State  Department  of  Health,  and 

2.  satisfactorily  complete  a program  for  the  training 
of  radiologic  assistants  approved  by  the  New  York 
State  Education  Department. 

Acupuncture.  Specialist’s  assistants  registered  in 
acupuncture  must: 

1 . graduate  from  a school  of  medicine  or  a school  of 
traditional  oriental  medicine,  herb  medicine,  or 
acupuncture  acceptable  to  the  New  York  State 
Education  Department; 

2.  provide  evidence  of  five  years  of  experience  in  the 
use  of  acupuncture;  and 

3.  meet  the  English  proficiency  requirement  of  Sec- 
tion 59.3(e)  of  the  commissioner’s  regulations. 

The  department  may  require  successful  completion  of 
an  examination  in  acupuncture  as  an  alternate  qualifica- 
tion for  any  applicant  unable  to  submit  satisfactory  evi- 
dence of  education  and  training. 

A specialist’s  assistant  in  acupuncture  may  practice 
only  in  an  approved  institutional  setting  and  only  under 
the  supervision  of  a physician  or  dentist  certified  to  prac- 
tice acupuncture. 

In  addition  to  registered  specialist’s  assistants  in  acu- 
puncture there  are  presently  three  other  categories  of  acu- 
puncture practitioners  recognized  in  New  York  State: 
physicians  and  dentists  certified  to  use  acupuncture;  li- 
censed or  independent  acupuncturists;  and  those  individ- 
uals practicing  under  the  exemption  provisions  of  Chapter 
663  of  the  Laws  of  1988. 

Physicians  and  dentists  seeking  certification  to  use  acu- 
puncture must: 

1 . possess  a New  Y ork  State  license  and  current  regis- 
tration to  practice  medicine  or  dentistry; 

2.  complete  at  least  300  hours  of  instruction  in  pro- 
grams in  acupuncture  registered  by  the  depart- 
ment, or  in  programs  determined  by  the  depart- 
ment to  be  the  equivalent  of  registered  programs;  and 

3.  practice  within  the  provisions  of  an  approved  re- 
search protocol. 

There  are  currently  497  physicians  and  dentists  certi- 
fied to  use  acupuncture  in  New  York  State.  Individuals 
who  are  not  licensed  physicians  or  dentists  may  also  seek 
licensure  to  practice  acupuncture  as  licensed  acupuncturists. 

Licensed  or  independent  acupuncturists  must: 

1.  have  a license  to  practice  acupuncture  which  is  ac- 
ceptable to  the  State  Board  for  Medicine  as  a doc- 
tor of  acupuncture,  herb  physician,  or  doctor  of  tra- 
ditional Chinese  medicine  duly  licensed  by  the 
licensing  board  of  any  state  or  foreign  country.  In 
judging  the  acceptability  of  licenses,  the  criteria, 
requirements,  and  administration  of  the  applicable 
licensing  procedures  are  evaluated.  Licenses  which 
represent  levels  of  competence  and  skill  in  the  prac- 
tice of  acupuncture  and  which  represent  the  sub- 
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stantial  equivalent  of  those  standards  required  for 
the  licensing  of  professions  in  New  York  may  be 
accepted; 

2.  submit  satisfactory  evidence  of  having  practiced 
acupuncture  for  at  least  ten  years;  and 

3.  meet  the  English  proficiency  requirement  of  sec- 
tion 59.3(e)  of  the  commissioner’s  regulations. 
There  are  currently  145  licensed  acupuncturists  in 
New  York  State. 

Chapter  663  of  the  Laws  of  1988  permits  individuals 
who  are  otherwise  unlicensed  or  uncertified  but  have  com- 
pleted an  educational  training  program  acceptable  to  the 
Education  Department  to  practice  acupuncture  under  su- 
pervision in  detoxification  programs  approved  by  the  Di- 
vision of  Alcoholism  and  Alcohol  Abuse,  Division  of  Sub- 
stance Abuse  Services,  or  the  Department  of  Health. 
Chapter  772  of  the  Laws  of  1990  establishes  new  licensing 
criteria  and  procedures  for  acupuncturists  effective  May 
1,  1991. 

Role  of  the  State  Board  for  Medicine 
Within  the  Office  of  the  Professions 

The  State  Board  has  considered  and  advised  the  regents 
and  the  department  on  a wide  variety  of  important  issues 
during  the  past  few  years.  These  issues  include  licensing 
and  clerkship  requirements  as  they  relate  to  foreign  medi- 
cal schools,  establishing  criteria  for  the  training  of  acu- 
puncturists, assuring  the  continuing  competence  of  physi- 
cians, geriatric  medical  education,  minority  access  to  the 
medical  profession,  guidelines  for  reviewing  postgraduate 
training  in  the  US  and  abroad,  use  of  the  special  purpose 
(SPEX)  examination,  academic/limited  licensure,  rural 
health  care,  and  a uniform  examination  pathway  to  licensure. 

The  board  has  also  advised  the  department  on  such 
matters  as  the  scope  of  practice  of  occupational  and  physi- 
cal therapy;  nurse  practitioners;  diagnostic  services  per- 
formed by  clinical  laboratories;  the  use  of  topical  drugs  by 
optometrists;  homeopathic  and  orthomolecular  medicine 
and  chelation  therapy;  administration  of  IV  therapy  and 
the  structure  and  content  of  the  department’s  application 
for  medical  licensure.  In  addition,  board  members  and 
staff  have  worked  with  departmental  and  interdepartmen- 
tal committees  to  review  such  issues  as  geriatric  medical 
education,  manpower  studies,  and  rural  health  needs. 

Board  members  and  staff  have  participated  in  reviews 
of  the  Foreign  Medical  Graduate  Examination  in  the 
Medical  Sciences  examination;  the  National  Commission 
on  Certification  of  Physician’s  Assistant  examination;  the 
National  Orthopedic  Assistant  examination;  the  FLEX 
examination;  and  the  SPEX  examination  to  assess  the  ap- 
propriateness of  their  use  as  proficiency/licensing  exami- 
nations in  New  York  State.  All  of  these  examinations 
were  subsequently  determined  to  be  acceptable  by  the  de- 
partment and  the  regents. 

The  board  is  currently  reviewing  and  discussing  a num- 
ber of  issues  of  state  and  national  importance.  These  is- 
sues include: 

1 .  The  development  of  a uniform  examination  path- 
way to  medical  licensure.  This  issue  continues  to  be 
of  considerable  importance.  Staff  and  a member  of 


the  State  Board  recently  participated  in  discussions 
on  this  topic  at  the  Federation  of  State  Medical 
Board’s  meeting  in  Birmingham,  Alabama.  Some 
time  during  the  next  couple  of  years  it  may  be  nec- 
essary to  consider  amendments  to  Part  60  of  the 
commissioner’s  regulations  in  order  to  accommo- 
date a new  examination  system; 

2.  Geriatric  medical  education.  The  board  has  dis- 
cussed this  topic  in  the  past  and  it  continues  to  be  a 
concern  of  the  board.  This  topic  was  revisited  at  the 
September  1990  state  board  meeting  which  was  at- 
tended by  Dr  Butler  of  Mt  Sinai  School  of  Medi- 
cine and  other  representatives  of  the  medical  edu- 
cation community; 

3.  The  development  and  refinement  of  guidelines  for 
the  review  of  postgraduate  or  residency  training  ob- 
tained abroad  and  fellowship  training  obtained  in 
the  United  States  and  Canada; 

4.  The  issue  of  lifelong  learning  or  continuing  compe- 
tency. Board  members  currently  serve  on  the  Advi- 
sory Committee  on  Physician  Recredentialing  and 
work  closely  with  staff  to  achieve  the  regents  objec- 
tive of  assuring  the  continuing  competency  of  all 
health  care  professionals  including  physicians; 

5.  The  structure  and  content  of  programs  of  graduate 
medical  education  (ie,  residencies).  Staff  and 
board  members  are  now  working  closely  with  the 
Council  on  Graduate  Medical  Education  and  re- 
viewing the  council’s  Second  Annual  Report; 

6.  Current  physician  licensing  requirements.  The 
board’s  recommendations  may  be  forthcoming 
concerning  suggested  changes  in  Part  60  of  the 
commissioner’s  regulations  as  they  relate  to  the 
current  postgraduate  training  requirement; 

7.  The  importance  of  attempting  to  establish  stan- 
dards of  practice  and  developing  a system  of  quality 
assurance.  These  increasingly  important  areas  will 
require  increased  interaction  with  professional  as- 
sociations, specialty  societies,  and  the  educational 
community; 

8.  The  need  to  increase  opportunities  for  members  of 
underrepresented  minority  groups  to  enter  the 
medical  profession.  Members  of  department  staff 
and  representatives  of  the  Associated  Medical 
Schools  periodically  meet  with  the  board  to  discuss 
this  topic.  Board  members  would  like  to  become  in- 
creasingly active  in  developing  strategies  to  address 
this  problem;  and 

9.  Issues  related  to  scope  of  practice  and  the  delivery 
of  services  by  members  of  the  health  care  team.  Re- 
cently, members  of  the  State  Board  worked  closely 
with  department  staff  and  members  of  the  State 
Board  for  Nursing  to  resolve  issues  related  to  the 
use  of  licensed  and  nonlicensed  personnel  on  intra- 
venous therapy  teams.  The  roles  of  licensees  and 
nonlicensees  as  members  of  various  treatment 
teams  will  continue  to  require  periodic  clarifica- 
tion. The  State  Board  expects  to  work  closely  with 
department  staff  and  the  members  of  other  boards 
in  resolving  these  issues. 
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COMMITTEE  REPORT 


The  allocation  of  scarce  medical  resources* 


Fred  Rosner,  md;  Peter  P.  Sordillo,  md;  Philip  H.  Sechzer,  md;  Herman  M.  Risemberg,  md; 
Fernando  V.  Ona,  md;  Patricia  J.  Numann,  md;  Laurence  Loeb,  md;  Peter  B.  Farnsworth,  md; 
Allen  J.  Bennett,  md;  Jonathan  R.  Wolpaw,  md;  Peter  Rogatz,  md;  Allison  B.  Landolt,  md; 
Pieter  R.  Kark,  md;  Virginia  Kanick,  md;  John  B.  Henry,  md;  Abraham  L.  Halpern,  md; 

Eric  J.  Cassell,  md 


On  October  1,  1989,  the  Department  of  Social  Services  of 
New  York  State  began  a new  policy  that  did  not  require 
approval  of  the  legislature;  this  policy  limits  Medicaid  pa- 
tients to  no  more  than  14  visits  a year  to  a doctor.  New 
York  State  also  limits  the  number  of  visits  to  dentists,  po- 
diatrists, and  laboratories  as  well  as  the  number  of  pre- 
scription drug  purchases  that  a Medicaid  beneficiary  can 
make.  The  Committee  on  Bioethical  Issues  of  the  Medical 
Society  of  the  State  of  New  York  believes  that  these  ra- 
tioning measures,  designed  to  curtail  fraud  at  the  expense 
of  patient  care,  are  immoral. 

The  Committee  believes  that  rationing  of  health  care 
services  by  government  is  not  a solution  to  the  problem  of 
scarce  medical  resources.  Our  health  care  is  worth  the 
cost,  and  we  should  maintain  it.  This  approach  will  re- 
quire an  apolitical  reassessment  of  state  and  federal  prior- 
ities and  resources,  with  maintaining  and  strengthening 
health  services  as  a high  priority.  A social  climate  for  ra- 
tioning (or  denying)  medical  care  should  not  exist. 

More  and  more,  money  is  the  scarce  resource  that  de- 
termines the  level,  extent,  and  complexity  of  medical  care 
for  our  citizens.  Complete,  modern  medical  care  is  a luxu- 
ry that  some  believe  we  may  not  be  able  to  afford.'  In  the 
United  Kingdom,  the  National  Health  Service  budget  is 
decided  on  by  the  government.  Part  of  the  decision  mak- 
ing process  is  based  on  competing  claims  for  available 
funds  between  education,  welfare,  defense,  transporta- 
tion, housing,  and  other  social  needs.  In  the  United  States, 
the  federal  government  and  the  states  are  increasingly 
seeking  to  limit  or  decrease  their  health  care  expenditures. 
The  diagnosis  related  group  (DRG)  method  of  prospec- 
tive payment  for  hospital  care  is  one  such  effort  to  reduce 
costs  of  health  care.  Landmark  legislation  rationing 
health  services  to  the  poor  has  recently  been  adopted  in 
Oregon. 

Rationing  of  health  care  has  been  vigorously  debated  in 
the  1980s  and  will  continue  to  be  debated  into  the  1990s. 
A reduction  in  payments  for  health  care  affects  the  quali- 
ty of  patient  care.  This  report  examines  medical,  ethical. 


♦ Prepared  as  an  educational  and  informational  report  by  the  Committee  on 
Bioethical  Issues  of  the  Medical  Society  of  the  State  of  New  York. 
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social,  economic,  political,  religious,  and  philosophical  as- 
pects of  the  rationing  of  medical  care  and  expensive  medi- 
cal resources. 

Triage 

Triage  is  concerned  with  the  rationing  of  scarce  re- 
sources and  is  usually  based  on  the  discernment  of  those 
who  are  beyond  treatment,  those  who  are  likely  to  survive 
without  treatment,  and  those  whose  lives  can  in  all  proba- 
bility be  saved  by  prompt  treatment.  Triage  becomes  nec- 
essary when  medical  resources  are  limited. ^ The  limita- 
tions may  be  in  personnel,  equipment,  support  services,  or 
money.  Two  people  in  the  desert  with  water  sufficient  for 
only  one  of  them  to  survive  pose  a classic  challenge  in  the 
allocation  of  a scarce  resource,  water.  Two  dying  patients 
with  medicine  sufficient  to  save  only  one  is  another  exam- 
ple of  the  dilemma  of  choosing  “who  shall  live  and  who 
shall  die.”  Thirty  people  on  a sinking  ship  in  the  middle  of 
the  ocean  with  a single  lifeboat  sufficient  for  only  ten  peo- 
ple pose  the  same  ethical  dilemma  because  of  the  shortage 
of  lifeboats. 

Hemodialysis:  A Classic  Example 

The  insufficient  dialysis  facilities  in  the  United  King- 
dom continue  to  attract  the  attention  of  the  media.  The 
reason  is  simple:  If  a fatal  condition  can  be  effectively 
treated,  failure  to  treat  some  patients  means  that  they  will 
die.^  More  people  are  allowed  to  die  of  chronic  renal  fail- 
ure in  the  United  Kingdom  than  in  any  comparable  Euro- 
pean country."* 

Since  dialysis  is  extremely  expensive,  fiscal  justification 
for  its  widespread  use  is  the  expectation  that  many  benefi- 
ciaries would,  by  virtue  of  the  treatment,  return  to  full 
employment  and  enjoy  a markedly  improved  quality  of 
life.  With  this  expectation,  the  United  States  Congress 
legislated  in  1 973  that  all  patients  with  kidney  failure  who 
need  hemodialysis  or  renal  transplantation  should  have 
access  to  them,  and  that  Medicare  would  assume  the  cost 
for  the  entire  End  Stage  Renal  Disease  Program.  Howev- 
er, most  patients  who  now  undergo  dialysis  in  the  United 
States  are  too  old  and  too  sick  with  other  serious  medical 
problems  to  be  able  to  work.^ 

Before  1973,  dialysis  was  a scarce  resource,  and  its 
availability  had  to  be  rationed.  Decisions  as  to  who  would 
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receive  it  were  made  in  two  steps.  First,  rules  of  exclusion 
narrowed  the  number  of  potential  recipients.  Second, 
rules  of  selection  provided  a basis  for  choosing  among  the 
remaining  patients.  The  reasons  for  exclusion  included 
age,  lack  of  ability  to  pay,  low  social  worth  of  the  patient, 
bias  on  the  part  of  the  physician,  medical  diagnosis  (eg, 
diabetes),  inability  or  unwillingness  of  the  patient  to  trav- 
el to  the  site  of  dialysis,  preference  for  a particular  physi- 
cian or  hospital,  psychological  instability  of  the  patient  or 
family,  and  hospital  orientation  (eg,  veterans’  hospitals 
excluded  non-veterans).  A list  of  medical,  economic,  and 
psychosocial  reasons  was  then  used  to  select  the  patients 
who  would  receive  dialysis  from  those  remaining  in  the 
pool. 

Each  of  these  rules  of  exclusion  and  selection  for  allo- 
cating scarce  resources  can  be  criticized  on  moral 
grounds.  Rescher^  has  suggested  an  approach  that  com- 
bines the  exclusion  and  selection  criteria  into  a single  set 
of  medical  and  social  criteria,  such  as  constituency  (eg, 
children’s  hospitals  exclude  adults),  progress  of  science, 
prospect  of  success,  life  expectancy,  family  role,  potential 
future  contributions,  and  past  services  rendered. 

Selection  on  the  basis  of  first-come,  first-served  seems 
to  be  the  simplest  method  of  allocating  a scarce  resource. 
However,  ethical  problems  still  arise.  Should  not  the  Pres- 
ident of  the  United  States  or  a brilliant  scientist  receive 
preference  over  a person  with  far  less  apparent  social  val- 
ue? Should  a mother  of  small  children  be  dialyzed  before 
a single  person?  Should  a young  person  be  dialyzed  in 
preference  to  an  old  person?  Practical  necessity  and  the 
public  conscience  may  require  exceptions  to  the  first- 
come,  first-served  standard. 

These  issues  arise  at  the  policy  level  as  well.  Moral 
questions  pertain  to  intent  as  well  as  to  process.  Is  it 
worthwhile  to  dialyze  all  patients  with  end  stage  renal  dis- 
ease? Should  scarce  financial  and  personal  resources  be 
used  for  a chronic  dialysis  program  for  social  outcasts 
rather  than  for  well-baby  clinics,  teenage  pregnancy  pro- 
grams, hypertension  screening  and  treatment  activities,  or 
other  critically  needed  health  care  programs?  What 
comes  first  and  who  comes  first  when  resources  are  limit- 
ed because  funds  are  in  short  supply? 

One  reason  that  society  has  not  elected  to  support  fully 
the  care  of  other  groups  of  chronically  ill  people  is  that  the 
End  Stage  Renal  Disease  Program  has  outgrown  its  origi- 
nal cost  estimates  and,  for  most  patients,  provided  only  a 
minimal  quality  of  life.  But  who  is  to  judge  one’s  quality  of 
life?^  Patients  believe  the  quality  of  their  lives  during  its 
prolongation  by  dialysis  to  be  higher  than  it  seems  to  be  to 
others.^ 

Funding  of  Organ  Transplantation 

Which  is  more  valuable:  to  provide  a very  expensive  liv- 
er transplant  to  an  ailing  child  of  indigent  parents;  or  to 
use  that  same  money  for  prenatal  care  for  a large  number 
of  expectant  mothers?  When  a congressional  inquiry  was 
launched  in  April  1983  by  Albert  Gore,  Jr,  to  evaluate 
current  methods  of  securing  human  organs  for  transplan- 
tation, the  legislators  found  themselves  confronted  by  an 
array  of  social,  economic,  medical,  political,  and  ethical 
questions,  such  as,  “Who  shall  live?”  “Who  shall  pay?” 
and,  “Who  shall  decide?”^ 


In  1978,  the  Medicare  End  Stage  Renal  Disease  Pro- 
gram was  amended  to  include  provisions  designed  to  in- 
crease the  frequency  of  renal  transplantation.  In  1984, 
Congress  passed  the  National  Organ  Transplant  Act, 
which  authorized  grants  to  organ  procurement  agencies 
and  established  a national  organ  sharing  system.  The  act 
also  established  a task  force  on  organ  transplantation  to 
examine  the  medical,  legal,  ethical,  economic,  and  social 
issues  raised  by  the  procurement  of  human  organs.  The 
task  force  prepared  two  reports.^’ In  the  Omnibus  Bud- 
get Reconciliation  Act  of  1986,  Congress  added  another 
incentive  to  renal  transplantation  by  mandating  Medicare 
coverage  of  immunosuppressive  drugs  for  one  year  after 
the  transplant.  The  effect  of  transplantation  on  the  Medi- 
care End  Stage  Renal  Disease  Program  was  recently  re- 
viewed by  Eggers,”  who  concluded  that  the  financial 
costs  of  maintaining  patients  with  functioning  kidney 
grafts  are  only  one  third  of  the  costs  for  maintaining  pa- 
tients on  dialysis.  Furthermore,  the  quality  of  life  is  much 
better  for  transplant  patients  than  for  patients  on  dialysis. 
Thus,  the  best  clinical  practice  for  patients  with  end  stage 
renal  disease  is  also  the  least  costly. 

With  the  increasing  success  of  organ  transplantation, 
the  question  is  frequently  asked,  how  much  should  we  as  a 
nation  spend  for  transplantation  compared  to  other  tech- 
nologies? According  to  Perry  and  Chu,'^  the  American 
public  acknowledges  the  threat  posed  by  escalating  health 
care  costs,  but  will  not  easily  be  persuaded  about  the  value 
of  delaying  or  denying  beneficial  new  technologies  such  as 
organ  transplantation.  These  authors  conclude  that  the 
savings  realized  by  containing  spending  on  organ  trans- 
plantation may  never  be  steered  toward  more  worthwhile 
causes. 

In  the  spring  of  1987,  the  Oregon  legislature  decided  to 
curtail  funding  for  organ  transplantation.  In  a painful  de- 
cision necessitated  by  lack  of  funds,  Oregon  noted  that 
over  the  following  two  years,  Medicaid  could  either  ex- 
tend its  funding  for  basic  health  care  to  include  about 
1 ,500  persons  not  covered  previously,  or  continue  to  fund  a 
program  of  bone  marrow,  heart,  liver,  and  pancreas  trans- 
plantation for  a projected  34  patients.  Oregon  decided  on 
the  former.  Welch  and  Larson'^  chronicle  the  events  lead- 
ing to  the  decision,  the  public  reaction,  the  state’s  re- 
sponse, and  several  lessons  drawn  from  the  experience  in 
Oregon.  These  lessons  include  the  following:  financial  re- 
sources for  medical  care  are  limited;  the  need  for  acute 
care  is  more  visible  to  the  public  than  is  the  need  for  pre- 
ventive care;  new  medical  therapies  are  more  likely  tar- 
gets for  cost  containment  than  those  already  established; 
and  new  therapies  must  replace  older,  less  effective  ones  if 
total  health  expenditures  are  to  be  held  constant.  The  mes- 
sage from  Oregon  pertains  to  all  public  policies: 

Budgetary  constraints  are  real,  and  they  apply  to  health  care. 
Physicians  are  welcome  to  join  the  debate  over  choices,  but 
choices  must  be  made.  We  must  look  beyond  our  own  vested  in- 
terests and  no  longer  assume  that  medicine  is  any  more  impor- 
tant than  schools,  roads,  safety,  water,  or  other  public  programs. 
Policy  makers  need  our  views  in  order  to  establish  sensible  priori- 
ties for  medical  care. . . 

Rationing  of  Medical  Care 

The  era  of  cost  containment  is  here.  Increasingly,  feder- 
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al  and  state  governments  are  seeking  to  contain  or  reduce 
health  care  expenditures.  This  often  means  reduced  bene- 
fits or  services  for  patients,  or  increased  out-of-pocket  ex- 
penditures. Cost  cutting  by  government  has  sparked  an 
intense  debate  about  its  effect  on  the  quality  of  medical 
care.  Health  care  rationing  is  inextricably  linked  with  cost 
containment.  “The  only  way  to  cut  costs  is  to  deny  bene- 
fits to  some  people  or  deny  benefits  for  some  diseases. 
Some  people  give  prenatal  care,  nutrition,  immunizations, 
birth  control,  and  abortion  services  a high  priority  for 
funding,  whereas  organ  transplants  and  cosmetic  surgery 
are  given  a low  priority.  Many  health  experts  argue  that 
the  United  States  no  longer  has  the  financial  resources  to 
provide  unlimited  medical  treatment  for  all  those  who 
need  it.  The  only  solution,  some  say,  is  to  ration  health 
care  under  clearly  established  rules  and  with  community 
support. 

The  specter  of  denying  medical  benefits  has  provided 
the  impetus  for  many  suggestions  on  how  to  avoid  ration- 
ing: reducing  demand  for  hospital  services,  better  use  of 
outpatient  and  clinic  services,  emphasis  on  healthful  life 
styles  and  illness  prevention,  and  the  acceptance  of  some 
limitations  on  the  treatment  of  the  elderly  and  the  termi- 
nally ill.  The  latter  suggestion,  espoused  by  Callahan'^  in 
his  controversial  book,  has  aroused  the  anger  of  senior  citi- 
zens, who  feel  that  society  should  not  set  an  age  limit  for 
health  care.'*  Callahan  argues  that,  “Medicine  should  be 
used  for  the  further  extension  of  the  life  of  the  aged,  but 
only  for  the  full  achievement  of  a natural  and  fitting  life- 
span and  thereafter  for  the  relief  of  suffering.”'^  Callahan 
also  blames  our  inability  to  pay  for  “routine”  health  care 
on  recently  developed,  extremely  expensive  technologies 
for  diagnosis  and  treatment,  such  as  magnetic  resonance 
imaging  and  artificial  hearts. 

A recent  Brookings  Institution  publication  calls  for  ex- 
plicit criteria  for  excluding  patients  for  whom  no  ultimate 
benefit  can  be  predicted.'^  The  authors  would  not  treat  or 
would  severely  limit  treatment  for  patients  with  “rapidly 
progressing  fatal  illness,  a large  proportion  of  patients  for 
whom  survival  is  extremely  improbable,  and  patients  for 
whom  iatrogenic  risks  exceed  the  likelihood  of  potential 
benefits.”  They  also  propose  eliminating  do-not-resusci- 
tate  orders  in  favor  of  “positive  consent”  for  cardiopulmo- 
nary resuscitation  and  other  standard  intensive  care  inter- 
ventions before  a patient  is  admitted  to  an  intensive  care 
unit  (ICU).  Such  strict  ICU  admission  criteria,  argue  the 
authors,  are  necessary  to  avert  the  rationing  of  intensive 
care. 

Griffin  and  Thomasma'*  explore  the  allocation  dilem- 
ma in  pediatric  critical  care.  They  report  a case  in  which 
physicians  debated  whether  to  treat  a deeply  comatose, 
critically  injured  five-year-old  child  or  to  withhold  treat- 
ment to  save  societal  resources.  Although  the  patient  was 
comatose  for  several  months,  during  which  time  she  con- 
tinued to  require  intensive  care,  including  a respirator  and 
hyperalimentation,  she  recovered  to  the  point  that  she  is 
now  a normally  alert  child,  but  one  who  has  only  minimal 
neurologic  function  below  the  level  of  C-4.  Griffin  and 
Thomasma  feel  that  physicians  must  be  protected  from 
the  dangerous  dual  role  of  determining  allocation  criteria 
and,  at  the  same  time,  making  decisions  about  what  criti- 
cal care  to  give,  since  such  a role  is  intrinsically  contradic- 


tory. They  suggest  that  society  should  determine  how 
much  of  its  resources  are  to  be  invested  in  critical  care, 
while  physicians  should  continue  to  provide  their  patients 
with  the  best  available  care  for  the  patients’  medical  needs. 

La  Puma  et  al'^  discuss  the  physician’s  role  in  resource 
allocation  for  the  treatment  of  endocarditis.  They  point 
out  that,  “in  the  face  of  relatively  scarce  medical  re- 
sources, physicians  can  maintain  the  integrity  of  their  re- 
lationships with  patients  and  with  society  by  developing  a 
professionally  and  ethically  acceptable  framework  for  de- 
cision making.”  These  authors  suggest  that  those  with 
clinical  judgment  and  a primary  commitment  to  patient 
care  are  best  equipped  to  articulate  the  ethical  values  rele- 
vant to  allocation  of  resources.  On  the  other  hand,  Mor- 
reim^°  asserts  that  every  medical  decision  is  now  subject  to 
scrutiny  for  its  economic  as  well  as  its  medical  wisdom. 
Wray  et  aF'  discuss  the  process  of  deciding  about  with- 
holding medical  treatment  from  the  severely  demented 
patient  because  of  costs. 

Increasing  efficiency,  the  elimination  of  waste,  and  the 
reduction  of  medical  care  costs  are  desirable  goals,  but 
rationing  is  surely  not  the  answer.  Since  1980,  the  United 
States  Congress  has  cut  nearly  $20  billion  from  Medicare 
Part  A,  which  pays  hospitals,  and  nearly  $14  billion  from 
Medicare  Part  B,  which  pays  physicians. Several  meth- 
ods are  used  to  ration  hospital  care,  including  an  increase 
in  the  deductible  amount  by  third  party  payers,  the  assign- 
ment of  hospital  payments  according  to  diagnosis  related 
groups  (DRGs),  and  the  limitation  allowances  for  lengths 
of  hospital  stays.  All  these  cost  cutting  schemes  place  an 
unfair  burden  on  the  poor  and  the  elderly.  “The  long- 
standing principle  of  medical  ethics  that  physicians  should 
be  strong  advocates  for  their  patients  is  seriously  undercut 
by  the  rationing  of  hospital  care.”^^ 

The  imposition  of  expenditure  targets  by  Congress  is  a 
newly  proposed  rationing  device  which  puts  the  onus  for 
rationing  on  doctors.  This  cost  cutting  plan,  if  enacted  into 
law,  would  limit  the  money  available  to  pay  for  Medicare 
services,  no  matter  how  necessary  those  services  are.  Phy- 
sicians would  be  expected  to  stay  within  a limited  national 
budget.  If  they  did  not,  the  target  budget  for  all  Medicare 
physician  services  the  next  year  would  be  reduced.  The 
American  Medical  Association  is  strongly  opposed  to  ex- 
penditure targets,  since  they  would  undoubtedly  lead  to 
rationing  of  medical  care.  People  may  then  be  denied  ser- 
vices because  of  age,  or  wait  days  or  weeks  for  tests  or 
surgery,  as  is  now  the  case  in  the  United  Kingdom  and  in 
Canada.  The  American  Medical  Association  has  pro- 
posed other  ways  to  control  Medicare  spending,  ways  that 
do  not  threaten  necessary  care.^'*  The  imposition  of  expen- 
diture targets  in  the  United  States  would  lead  to  drastic 
changes  in  the  health  care  system.  Congress,  states  the 
AMA,  should  not  approve  an  experiment  that  would  ad- 
versely affect  the  nation’s  elderly. 

“Rationing  can  be  summarized  as  a system  of  deliber- 
ate choices  about  the  sharing  of  health  care  resources 
among  persons  (ie,  who  gets  what  care,  and  in  what  order 
of  priority)  on  grounds  that  go  beyond  an  individual  pa- 
tient’s clinically  defined  needs;  the  criteria  specifically  in- 
clude both  comparative  medical  need  and  social  equi- 
ty.” In  this  framework,  rationing  is  not  identical  to  cost 
containment,  but  the  latter  can  lead  to  the  former. 
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Political  Considerations 

American  values  focus  on  the  importance  of  the  individ- 
ual. They  emphasize  autonomy,  self-determination,  priva- 
cy, and  justice  for  all.  Individuals  are  free  to  act  as  long  as 
they  do  not  harm  others.  While  these  principles  often 
overlap,  they  sometimes  impede  one  another.  Policy  mak- 
ers must  allocate  scarce  resources  fairly.  Legislators  must 
make  difficult  choices:  whether  to  give  more  money  to 
health  and  education  or  to  allocate  those  funds  to  the  arms 
race,  housing,  museums,  and  highways. 

Over  the  last  decade,  efforts  have  been  made  to  distrib- 
ute health  resources  rationally,  but  actually,  the  distribu- 
tion of  health  resources  has  never  been  determined  by  an 
objective  measurement  of  need.  The  issue  is  more  compli- 
cated than  that.  The  government,  with  its  limited  mone- 
tary resources,  attempts  to  fund  a health  care  program 
that  is  beneficial  to  both  poor  and  wealthy  alike.  Ameri- 
can culture  is  predisposed  to  take  advantage  of  high  tech- 
nology, and  Americans  believe  in  medicine’s  role  as  the 
invincible  conquerer  of  disease.  If  policy  makers  consider 
this  national  orientation,  they  face  the  question.  Is  it  ever 
politically  prudent  to  ration  care  in  order  to  permit  the 
greatest  number  to  benefit,  at  the  cost  of  neglecting  some? 
Two  examples  that  illustrate  this  problem  are  organ  trans- 
plants and  the  treatment  of  disabled  neonates.  These  situ- 
ations epitomize  the  way  in  which  advanced  but  expensive 
medical  technologies  and  medical  knowledge  can  produce 
difficult  ethical  and  political  dilemmas. 

Legislators  attempt  to  satisfy  needs  rather  than  to  ful- 
fill all  wishes.  Acceptable  legislation  is  that  which  benefits 
the  greatest  number  of  people  and  harms  the  least.  This 
doctrine  is  known  in  politics  as  the  fairness  of  markets. 
Unfortunately,  market  theory  is  not  totally  commensu- 
rate with  the  cost-benefit  principle.  We  have  yet  to  put  a 
price  on  the  quality  of  a human  life.  It  is  estimated  that  by 
the  year  2000,  health  care  expenditures  will  exceed  1 5%  of 
the  gross  national  product  (GNP),  and  that  allocations  of 
scarce  resources  are  likely  to  force  policy  makers  to  make 
very  difficult  decisions. 

When  facing  the  size  and  complexity  of  the  American 
health  care  system,  it  is  of  paramount  importance  that  we 
understand  that  health  professionals,  government  agen- 
cies, consumer  organizations,  and  special  interest  groups 
interact  with  each  other  and  sometimes  have  opposing  pri- 
orities. 

With  expenditures  projected  to  reach  $2  trillion  by  the 
year  2000,  the  stakes  are  very  high  and  the  economic  situ- 
ation, more  than  the  other  major  social  issues,  may  well 
become  the  top  priority  in  establishing  health  care  policy. 
Hospital  costs,  physician  reimbursement,  nursing  home 
care,  the  care  of  women  and  children,  dental  care,  and  the 
acute  and  chronic  care  of  patients  with  the  acquired  im- 
munodeficiency syndrome  are  bringing  the  health  care  es- 
tablishment to  the  brink  of  catastrophic  deficits.  Despite 
the  fact  that  90%  of  the  population  has  third  party  insur- 
ance of  some  type,  28%  of  the  total  costs  of  health  care  are 
still  paid  directly  by  patients.  In  addition,  more  than  25 
million  Americans  do  not  have  any  type  of  insurance  for 
health  care,  although  most  have  access  to  health  care.  For 
these  reasons  new  strategies  are  needed  for  allocating 
scarce  medical  resources — strategies  that  do  not  involve 
rationing  medical  care. 


Philosophical  Considerations 
The  problem  of  scarce  medical  resources  arises  in  a 
number  of  different  situations  that  are  often  confused 
with  each  other.  Cases  of  absolute  scarcity  include  heart, 
liver,  and  lung  transplants,  for  which  there  is  an  absolute 
shortage  of  organs  for  transplantation.  Temporary  scarci- 
ty occurs  in  situations  in  which  there  is  no  absolute  scarci- 
ty but,  at  times,  resources  are  not  available.  For  example, 
a hospital  may  have  an  85%  occupancy  rate,  but  at  certain 
times  of  the  year  the  hospital  may  be  fully  occupied,  caus- 
ing a delay  in  obtaining  a bed  and  thus  competition  for  a 
bed  by  various  parties.  Geographic  scarcity  is  the  unavail- 
ability of  a resource  in  certain  places.  For  example,  com- 
puterized axial  tomographic  (CAT)  scans  may  not  be 
available  in  rural  areas,  although  sufficient  CAT  scanners 
are  present  in  the  country  for  everyone. 

When  a medical  resource  is  absolutely  scarce,  a just  for- 
mulation for  its  allocation  is  needed.  However,  there  are 
different  forms  of  justice.  Aristotle  distinguishes  between 
corrective  justice,  which  governs  transactions  between  in- 
dividuals, and  distributive  justice,  which  determines  the 
manner  in  which  the  state  should  distribute  the  assets  of 
the  community.^*  Rescher^^  lists  seven  criteria  of  distribu- 
tive justice  that  are  commonly  advocated:  equal  distribu- 
tion; or  distribution  according  to  need,  moral  merit,  effort, 
productive  contribution,  or  requirements  of  the  common 
good  (social  utility);  or  distribution  according  to  the  na- 
ture of  one’s  service  in  terms  of  supply  and  demand.  Vlas- 
tos^°  adds  the  criterion,  “according  to  the  agreement 
made.’’  Perelman^'  notes  that  in  practice,  distribution  or 
allocation  is  often  made  “according  to  rank.’’ 

How  do  these  notions  apply  to  the  problem  of  scarce 
medical  resources?  How  does  one  decide  who  is  to  be  allo- 
cated the  ICU  bed  or  who  is  to  receive  the  kidney  trans- 
plant? Rank  or  social  utility  is  often  considered.  Shatin^^ 
argues  that  scarce  medical  resources  should  be  allocated 
on  the  basis  of  an  individual’s  social  worth.  Basson 
agrees. Other  authors  argue  for  a system  of  allocation 
based  on  utilitarian  factors.^"* 

Nozick^^  strongly  criticizes  the  concept  of  distributive 
justice  as  intrinsically  “unjust”  and  advocates  corrective 
justice,  based  on  the  notion  of  an  individual’s  claims  or 
rights. A person  has  the  right  not  to  donate  his  kidney 
for  transplantation,  or  to  specify  that  his  kidney  be  given 
to  his  close  relative.  On  the  other  hand,  people  often  fail  to 
exercise  some  rights  in  favor  of  other  rights.  When  people 
donate  blood  to  a blood  bank,  they  usually  allow  the  hospi- 
tal to  allocate  the  blood  to  the  most  needy  patient;  howev- 
er, individuals  donating  platelets  for  a family  member 
with  leukemia  can  restrict  the  allocation  of  the  platelets  to 
that  patient.  The  platelets  are  directed  to  the  patient  with 
the  understanding  that  if  not  needed,  they  can  be  used  for 
any  patient  who  needs  them.  We  respect  the  right  of  indi- 
viduals to  donate  platelets  to  the  person  they  choose  in 
preference  to  someone  more  needy  or  more  worthy.  Hos- 
pitals encourage  these  “restricted  donations”  both  for  this 
reason,  and  because  they  know  that  otherwise  donations 
of  blood  products  would  often  not  be  made. 

Some  formulations  of  distributive  justice  can  also  be 
criticized  because  they  violate  other  principles  we  normal- 
ly associate  with  justice.  Individual  actions,  motivations, 
and  responsibilities  seem  to  be  unimportant  in  determin- 
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ing  whether  an  individual’s  actions  are  just  or  unjust. 
Strict  implementation  of  the  rules  of  distributive  justice 
has  led  to  injustices  against  many  individuals.  Moreover, 
many  of  us  feel  that  an  individual’s  life  is  of  infinite  value. 
It  is,  therefore,  unjust  to  remove  a patient  from  an  ICU 
merely  because  that  ICU  bed  could  be  better  used  by  an- 
other person  whose  social  value  is  greater.  One  is  not  per- 
mitted to  sacrifice  one  human  life  to  save  another. 

Religious  Considerations 

Catholic  tradition  adheres  to  the  principle  of  the  sancti- 
ty of  human  life,  understood  in  the  context  of  life  as  a gift 
from  the  Creator,  and  to  the  belief  that  human  beings  are 
created  in  the  image  and  likeness  of  the  Creator  (Genesis 
1:27).  This  scriptural  teaching  asserts  that  humans  are 
indeed  the  Creator’s  surrogates  in  the  world  as  He  com- 
missioned them  to  subdue  the  earth  and  have  dominion 
over  it  (Genesis  1:28).  Having  made  the  world  for  human 
beings,  the  Creator  entrusts  the  world  to  them.  This  ap- 
proach is  clearly  stated  in  the  Vatican  II  teaching:  “God 
intended  the  earth  and  all  that  it  contains  for  the  use  of 
every  man  and  people.  Thus,  as  all  men  follow  justice  and 
unite  in  charity,  created  goods  should  abound  for  them  in 
a reasonable  basis. 

Some  Catholic  theologians  argue  that  the  basic  equali- 
ty of  all  must  be  recognized,  since  all  human  beings  pos- 
sess a rational  soul  and  are  created  in  the  Creator’s  like- 
ness, have  the  same  nature  and  origin,  and  enjoy  the  same 
divine  calling  and  destiny.  Thus,  “Every  human  being  has 
the  right  to  life,  to  bodily  integrity,  and  to  the  means 
which  are  necessary  and  suitable  for  the  proper  develop- 
ment of  life.’’^^  Human  physical  life  is  of  infinite,  though 
not  of  absolute,  value,  a principle  recognizing  the  tran- 
scendence and  absolute  authority  of  the  Creator. 

In  the  allocation  of  resources,  some  Catholic  theolo- 
gians examine  three  dimensions  of  basic  justice:  commu- 
tative justice,  distributive  justice,  and  social  justice.  Com- 
mutative or  corrective  justice  calls  for  fairness  in  all 
agreements  and  exchanges  between  individuals  or  private 
social  groups.  Distributive  justice  requires  that  the  alloca- 
tion of  income,  wealth,  and  power  in  society  be  evaluated 
in  light  of  the  effects  on  persons  whose  basic  material 
needs  are  unmet.  Social  justice  implies  that  persons  have 
an  obligation  to  be  active  and  productive  participants  in 
the  life  of  society,  and  that  society  has  a duty  to  enable 
them  to  participate  in  this  way.^^ 

In  the  Judeo-Christian  tradition,  the  justice  of  God  is 
displayed  in  care  for  the  poor,  exemplified  as  the  margin- 
al, the  neglected,  the  widows,  and  the  orphans.  The  bibli- 
cal narrative  extensively  reflects  this  bias  toward  the  poor. 
In  1973,  the  Christian  Medical  Commission  of  the  World 
Council  of  Churches  applied  this  principle  to  the  health 
care  needs  of  the  marginal  members  of  society.  “Whatev- 
er health  services  are  available  shall  be  equally  available 
to  all:  Departures  from  equality  of  distribution  are  per- 
missible only  if  those  worse  off  are  made  better  off.’’  Their 
recommendations  include  a floor  or  minimum  of  health 
services  for  all,  distribution  according  to  need  of  available 
resources  above  the  floor,  distribution  of  services  to  the 
least  favored  and  most  disadvantaged  when  health  care 
resources  cannot  be  divided,  and  participation  in  the  dis- 
cussion about  allocation  by  the  people  likely  to  receive 


health  care.'*® 

In  Jewish  tradition,  a physician  is  given  specific  divine 
license  to  practice  medicine.  According  to  Maimonides 
and  other  codifiers  of  Jewish  law,  a physician  is  obligated 
to  use  his  medical  skills  to  heal  the  ill.  Not  only  that,  but 
the  patient  is  obligated  to  care  for  his  own  health  and  life. 
Man  does  not  have  full  title  over  his  life  or  body;  he  is 
charged  with  preserving,  dignifying,  and  hallowing  that 
life.  He  must  eat  and  drink  to  sustain  himself,  and  must 
seek  healing  when  he  is  ill. 

Another  cardinal  principle  in  Judaism  is  that  human 
life  is  of  infinite  value.  The  preservation  of  human  life 
takes  precedence  over  all  Biblical  commandments,  with 
three  exceptions:  idolatry,  murder,  and  forbidden  sexual 
relations,  such  as  incest.  To  preserve  a human  life,  the 
Sabbath  and  even  the  Day  of  Atonement  may  be  desecrat- 
ed, and  all  other  rules  and  laws,  save  the  three  exceptions, 
may  be  suspended. 

The  corollary  of  this  principle  is  that  one  is  prohibited 
from  doing  anything  that  might  shorten  a life  even  for  a 
very  brief  time,  since  every  moment  of  human  life  is  also  of 
infinite  value.  How  does  Judaism  resolve  the  dilemma  of 
two  patients  dying  of  kidney  failure  and  only  one  available 
dialysis  machine?  Who  takes  precedence?  How  does  one 
decide?  Is  one  not  condemning  one  patient  to  death  by 
offering  the  dialysis  machine  to  the  other  patient? 

The  Jewish  sources  that  deal  with  the  dilemma  of  allo- 
cating scarce  medical  resources  are  detailed  elsewhere."*' 
Rabbinical  statements  seem  to  suggest  that  qualitative 
distinctions  can  be  made  on  the  basis  of  social  worth,  per- 
sonal dignity,  or  religious  status.  The  rule  that  “one  may 
not  sacrifice  one  life  to  preserve  another’’  seems  to  imply 
that  no  qualitative  distinctions  should  be  allowed.  A per- 
son can  will  his  organs  for  transplantation  to  save  the  lives 
of  others  because  “his  blood  is  no  redder  than  theirs’’ 
(Pesachim  25b).  Therefore,  in  the  allocation  of  scarce 
medical  resources,  a lottery  system  or  a first-come,  first- 
served  approach,  or  pure  medical  criteria,  might  be  pref- 
erable in  Judaism. 

An  approach  based  on  medical  criteria  is  suggested  by 
at  least  one  contemporary  scholar.  Rabbi  Eliezer  Walden- 
berg,"*^  who  states  that  a patient  with  a potential  for  cure 
takes  precedence  in  the  allocation  of  scarce  medical  re- 
sources over  a patient  whose  illness  would,  at  best,  be  con- 
trolled only  temporarily.  This  rule,  however,  applies  only 
when  the  incurable  patient  is  passively  neglected  in  favor 
of  the  curable  patient.  It  is  forbidden  to  terminate  the 
therapy  of  the  incurable  patient  so  that  the  curable  patient 
can  be  given  the  care. 

So  far  as  society  goes,  Judaism  teaches  that  “thou  shalt 
open  thine  hand  unto  thy  brother,  to  the  needy,  and  to  thy 
poor,  in  thy  land”  (Deuteronomy  15:11).  Does  this  se- 
quence also  apply  to  matters  of  life  and  death  and  to  the 
allocation  of  scarce  medical  resources? 

The  infinite  worth  of  man,  a Judaic  axiom  already  cited 
earlier,  is  compromised  by  limited  or  finite  resources. 
Why  should  a resident  physician  have  to  decide  which  pa- 
tient gets  the  intensive  care  bed?  Why  not  create  more 
intensive  care  beds  rather  than  support  museums?  Why 
not  build  more  dialysis  machines  rather  than  buy  more 
tanks  or  battleships?  These  are  political  decisions.  One 
may  legitimately  ask  whether  allocations  and  axioms  af- 
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fecting  individuals  apply  equally  to  society’s  problems.  Is 
society  a separate  being  and  more  than  the  sum  of  its  com- 
ponent parts?  According  to  Rabbi  Moshe  Tendler/^  the 
answer  is  strongly  affirmative.  Societal  ethics  are  indeed 
different  from  individual  ethics.  Society  or  government  is 
needed  to  prevent  man  from  destroying  his  fellow  man. 
Therefore,  society  is  not  bound  by  the  same  ethical  princi- 
ples that  bind  individuals,  such  as  the  infinite  worth  of 
man.  Support  for  this  view  can  be  found  in  several  Jewish 
writings. 

The  Talmud  (Gittin  3:6)  asserts  that  captives  should 
not  be  redeemed  for  an  exorbitant  amount  of  money  for 
two  reasons:  to  discourage  kidnappers,  and  to  prevent  so- 
ciety from  becoming  impoverished  by  having  to  divert  its 
resources  to  the  ransoming  of  captives.  The  resources  of 
society  are  finite,  and  the  needs  of  the  members  are  infi- 
nite. Society  cannot  provide  for  all  the  needs  of  all  the 
people  all  the  time.  In  accordance  with  the  Talmud,  the 
Codes  of  Jewish  law  rule  that  society  may  not  expend  ex- 
cessive money  to  redeem  captives.  However,  a husband 
may,  using  his  own  resources,  ransom  his  wife  for  any 
amount,  and  a father,  similarly,  may  ransom  his  son  or 
daughter  for  any  amount.  Societal  ethics  are  different 
from  individual  ethics. 

Society  must  be  concerned  about  future  generations, 
long  range  planning,  and  the  long  range  effects  of  its  ac- 
tions. This  is  not  so  for  individuals.  The  physician  in  the 
intensive  care  unit  must  make  decisions  that  affect  indi- 
vidual patients  here  and  now.  Two  individuals  in  the  de- 
sert with  a single  pitcher  of  water  should  share  that  water, 
even  if  it  belongs  to  neither,  because  they  have  to  be  con- 
cerned with  preserving  their  lives  here  and  now.  They  may 
be  rescued  tomorrow.  The  allocation  of  a medicine  or 
treatment  to  one  of  two  patients  when  there  is  not  enough 
for  both  is  a decision  necessary  for  the  here-and-now  care 
of  one  or  both  patients. 

However,  one  cannot  totally  divorce  individuals  from 
their  responsibility  of  considering  future  generations 
when  allocating  resources.  This  point  is  best  depicted  in 
the  talmudic  story  of  a righteous  man  called  Choni  who 
was  journeying  on  the  road  and  saw  a man  planting  a car- 
ob  tree  (Taanit  23a).  Choni  asked  him,  “How  long  does  it 
take  for  this  tree  to  bear  fruit?”  The  man  replied,  “Seven- 
ty years.”  Choni  then  asked  him,  “Are  you  certain  that 
you  will  live  another  seventy  years?”  The  man  replied,  “I 
found  ready-grown  carob  trees  in  the  world.  As  my  forefa- 
thers planted  these  for  me,  so  I too  plant  these  for  my 
children.” 

Judaism  views  each  person  as  being  of  supreme  and  in- 
finite value.  It  is  the  obligation  of  both  individuals  and  of 
society  to  preserve,  hallow,  and  dignify  human  life,  and  to 
care  for  the  total  needs  of  individual  citizens  in  order  to 
enable  them  to  be  healthy  and  productive  members  of  so- 
ciety. This  fundamental  principle  should  help  guide  both 
physicians  making  life  and  death  decisions  at  the  bedside 
for  individual  patients,  and  governmental  bodies  deciding 
short  term  and  long  term  health  needs  and  priorities  for 
the  population  as  a whole. 

Conclusions 

With  this  eclectic  review  of  the  literature,  the  Commit- 
tee on  Bioethical  Issues  of  the  Medical  Society  of  the 


State  of  New  York  concludes  that  the  allocation  of  scarce 
resources  is  a complicated,  multifaceted  issue  associated 
with  many  moral  and  political  problems.  Many  systems 
have  been  proposed  to  distribute  finite  medical  resources 
equitably  and  to  make  these  decisions  consonant  with  ba- 
sic principles  of  ethics.  No  system  is  perfect;  all  have  posi- 
tive and  negative  attributes.  The  criteria  used  by  an  indi- 
vidual or  a clinic  or  hospital  department  may  differ  from 
those  used  by  a large  institution  or  government. 

If  one  is  to  allocate  scarce  medical  resources  wisely  and 
fairly,  one  must  take  into  consideration  the  broad  scope  of 
medical  care.  This  not  only  includes  the  care  of  individual 
patients,  both  acute  and  chronic,  but  also  public  health, 
preventive  medicine,  health  education,  and  research  and 
development.  Each  of  these  facets  of  medicine  must  be 
considered  both  from  the  aspect  of  its  own  individual  cost 
and  long  term  benefit  to  individuals  and  society,  and  also 
from  the  point  of  view  of  how  spending  in  one  area  may 
affect  or  jeopardize  other  areas.  Physicians  must  take  a 
leading  role  in  explaining  the  value  of  medicine,  in  evalu- 
ating diagnostic  methods  and  treatments,  and  in  insuring 
the  protection  of  the  rights  of  individuals  as  well  as  the 
rights  of  society. 

With  the  continuing  development  of  costly  technology, 
care  must  be  taken  to  evaluate  thoroughly  the  efficacy  of 
new  techniques  prior  to  their  widespread  application.  Sci- 
entific evaluation  of  the  harm/benefit  ratios  of  new  tech- 
niques is  often  inadequate.  Is  it  enough  to  determine  that  a 
therapy  produces  an  improvement  in  the  clinical  condi- 
tion, or  must  it  also  prolong  life?  We  need  critical  analysis 
of  therapeutic  effectiveness  as  well  as  cost  effectiveness. 
We  must  not  confuse  efficiency  and  economy.  We  need  to 
assess  the  instances  in  which  preventive  care  is  no  longer 
appropriate,  and  when  therapies  with  excellent  short  term 
results  but  dubious  long  term  outcomes  are  appropriate. 
Physicians  must  participate  actively  in  scientific  trials 
aimed  at  answering  questions  about  efficiency  and  econo- 
my in  the  delivery  of  health  care,  and  in  the  development 
of  criteria  for  the  use  of  costly  treatments. 

Palliative  care  and  comfort  care  are  among  the  most 
difficult  treatments  to  address  in  any  system  of  allocation. 
At  what  point  should  a therapy  be  withheld  because  it  is 
too  costly  for  a person  with  a limited  life  expectancy,  even 
though  it  may  improve  the  quality  of  life?  If  we  could 
quantify  the  benefits  of  therapy,  we  might  be  able  to  an- 
swer these  questions.  Experience  seems  to  be  the  best 
teacher.  The  provision  of  education  to  patients  in  the  out- 
patient and  clinic  areas  is  important.  The  provision  of  con- 
tinuing care  experiences  for  medical  students  may  better 
prepare  the  latter  to  make  difficult  decisions  about  alloca- 
tion. Patients  are  becoming  sophisticated  consumers  of 
health  care.  Doctors  must  be  prepared  to  spend  time  ad- 
dressing their  concerns.  Doctors  must  be  prepared  emo- 
tionally to  give  honest  appraisals  based  on  sound  data  re- 
garding palliative  and  comfort  care  for  the  terminally  ill 
as  well  as  for  therapy  aimed  at  cure. 

Physicians  must  address  issues  of  cost.  They  must  be 
aware  of  the  cost  engendered  by  any  test  or  treatment. 
Physicians  must  question  the  cost  effectiveness  of  their 
individual  behavior.  Information  should  be  provided  to 
physicians  about  economy  in  the  care  of  patients.  For  cer- 
tain highly  technical  therapies,  for  which  volume  is  neces- 
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sary  for  good  research  results,  centers  of  excellence  may 
be  the  best  solution.  For  very  costly  diagnostic  tests  and 
treatments,  resources  need  to  be  shared.  Physicians  must 
take  responsibility  in  helping  to  control  costs.  Peer  review 
can  help  establish  priorities  of  care. 

Medical  research  and  development  must  be  preserved 
by  adequate  funding  and  protection  of  individual  creativ- 
ity. Targeted  research  can  be  useful,  but  individual  inves- 
tigators pursuing  their  own  unique  ideas  have  been  most 
productive  throughout  history.  Training  of  physician-sci- 
entists has  been  greatly  curtailed  over  the  last  decade.  Do 
non-physician-scientists  have  the  same  perspective  on 
clinical  problems  as  physicians?  Allocation  of  health  care 
resources  cannot  overlook  or  minimize  the  need  for  excel- 
lent scientific  research  performed  by  physicians. 

Viewing  individual  rights  as  of  prime  importance,  the 
Committee  on  Bioethical  Issues  of  the  Medical  Society  of 
the  State  of  New  York  believes  that  decisions  regarding 
the  allocation  of  scarce  medical  resources  by  hospitals  and 
physicians  should  be  made  on  medical  grounds  and  not  for 
social  reasons.  The  essence  of  good  medical  practice  is 
that  the  physician  be  an  advocate  for  the  health  and  safety 
of  his  or  her  patients.  Physicians  should  not  be  required  to 
endorse  or  to  participate  in  patterns  of  allocation  that  are 
inherently  unjust. 

The  doctor  is  and  must  always  be  the  advocate  for  the 
patient,  seeking  for  the  patient  treatment  that  can  im- 
prove or  prolong  life.  Although  physicians  must  partici- 
pate in  planning  and  education  regarding  the  allocation  of 
health  care  resources,  specific  decisions  to  limit  types  of 
therapy  to  particular  populations  must  be  at  a level  above 
that  of  the  individual  doctor-patient  relationship. 
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Primary  signet  ring  cell  carcinoma  of  the  uterine  cervix 
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The  frequency  of  adenocarcinoma  of 
the  endocervix  is  approximately  1 0%  of 
all  cervical  carcinomas,  with  rates  as 
low  as  5%‘  and  as  high  as  16%^  having 
been  proposed.  Recently,  a sharp  in- 
crease in  the  proportional  frequency 
has  been  observed,  and  rates  up  to  34% 
are  being  reported  in  the  literature,^ 
possibly  due  to  a relative  decrease  in 
squamous  cell  carcinoma  of  the  cervix."* 
In  a series  of  203  patients  with  cervical 
adenocarcinoma,  Hopkins  et  aP  distin- 
guished five  histologic  subtypes:  endo- 
cervical  (46%),  adenosquamous 
(mixed)  (33%),  papillary  (11%),  clear 
cell  (8%),  and  mucoid  (4%).  Signet  ring 
adenocarcinoma  is  an  unexpected  pat- 
tern in  the  cervix,  and  its  presence 
should  raise  the  possibility  of  metasta- 
sis. We  report  a case  of  signet  ring  ade- 
nocarcinoma of  the  cervix  which  ap- 
pears to  be  primary.  While  the  impact 
of  the  histologic  subtype  on  survival  is 
still  a matter  of  dispute,  the  distinction 
between  a primary  neoplasm  and  a me- 
tastasis to  the  endocervix  is  eminently 
important  for  treatment  and  prognosis. 

Case  Report 

A 50-year-old  woman,  gravida  4 para  3, 
presented  with  a two-month  history  of  post- 
coital  vaginal  bleeding  and  menometrorrha- 
gia.  Tissue  obtained  by  a fractional  curet- 
tage showed  a poorly  differentiated 
carcinoma  with  focal  signet  ring  features  in 
the  endocervix  and  with  invasion  of  endome- 
trial stroma.  Based  on  the  signet  ring  fea- 
tures, evaluation  for  an  extragenital  tumor 
was  performed  prior  to  definitive  treatment. 
The  patient  had  no  history  of  gastrointesti- 
nal symptoms.  An  upper  gastrointestinal 
study  showed  a normal  mucosal  pattern  and 
peristalsis,  and  a barium  enema  demonstrat- 
ed diverticulosis.  Sigmoidoscopy  performed 
before  surgery  was  negative.  Intravenous 
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pyelograms  revealed  a pelvic  mass,  repre- 
senting an  enlarged  uterus  with  compression 
of  the  left  ureter  but  no  obstruction.  A 
breast  examination  and  mammograph  were 
within  normal  limits.  The  patient  had  never 
received  any  previous  radiotherapy. 

The  patient  underwent  a radical  hysterec- 
tomy with  bilateral  salpingo-oophorectomy 
and  lymph  node  dissection.  During  the  oper- 
ation, a thorough  examination  of  the  stom- 
ach, intestinal  tract,  pancreas,  and  urinary 
bladder  failed  to  reveal  evidence  of  an  extra- 
uterine  primary  cancer.  The  patient  re- 
ceived postoperative  whole  pelvic  irradia- 
tion. After  an  interval  of  eight  months,  she 
presented  again  with  signs  of  urinary  ob- 
struction and  multiple  bone  metastases.  Re- 
peat radiologic  studies  for  a breast  or  gastro- 
intestinal tumor  were  negative.  She  died 
following  progression  of  the  tumor  ten 
months  after  the  initial  diagnosis.  Permis- 
sion for  autopsy  was  refused. 

Pathologic  Findings.  The  enlarged  uter- 
us weighed  300  g.  The  endocervical  canal 
was  completely  obliterated  by  a firm,  tan, 
tumoral  mass  which  extended  deep  into  the 
cervical  walls  and  involved  the  entire  poste- 
rior lip  of  the  ectocervix.  The  endometrial 
cavity  was  filled  with  blood.  The  right  ovary 
measured  4 X 5 X 1 .5  cm.  In  addition  to  a 
simple  cyst  with  a flat  smooth  lining,  sec- 
tions revealed  multiple  tan,  soft  nodules 
ranging  from  2 mm  to  5 mm  within  the  stro- 
ma. Some  of  them  were  present  at  the  sur- 
face. 

On  histologic  analysis,  the  majority  of  the 
endocervical  tumor  consisted  of  poorly  dif- 
ferentiated infiltrating  carcinoma  growing 
in  sheets  and  trabeculae.  The  tumor  cells 
had  vacuolated  cytoplasm  and  small,  angu- 
lated  nuclei  which  were  often  crescentic  and 
displaced  to  the  periphery  of  the  cell  ( Fig  1 ) . 
A single  large  intracytoplasmic  vacuole  oc- 
cupied the  cytoplasm  of  most  cells.  The  tu- 
mor cells  were  uniformly  positive  by  the  pe- 
riodic acid-Schiff  reaction  (diastase  stable). 
Mucicarmine  and  alcian  blue  (pH  2.5)  gave 
variably  positive  results.  Small  polypoid  re- 
gions of  the  tumor  showed  disordered,  but 
readily  recognizable  glandular  differentia- 
tion (Fig  2)  including  replacement  of  native 
endocervical  glands  by  neoplastic  cells  and 
focal  microinvasion  (Fig  3). 

The  ectocervix  was  covered  by  an  atroph- 
ic squamous  epithelium  without  atypia.  The 
endometrial  stroma  and  the  myometrium 


FIGURE  1.  Endocervical  carcinoma  com- 
posed of  sheets  and  files  of  cells  with  vacuolat- 
ed cytoplasm  and  signet  ring  forms  (original 
magnification  X 100). 

including  subserosal  lymphatics  as  well  as 
one  out  of  two  para-aortic  lymph  nodes  and 
a small  serosal  plaque  in  the  cul-de-sac  were 
infiltrated  by  tumor.  None  of  50  sections 
showed  any  squamous  component.  The  right 
ovary  showed  multiple  nodules  of  metastatic 
adenocarcinoma  consisting  of  a pure  popu- 
lation of  well-developed  signet  ring  cells 
(Fig  4).  The  left  ovary  and  both  fallopian 
tubes  were  free  of  tumor.  Metastatic  carci- 
noma was  present  in  one  of  two  para-aortic 
and  one  of  seven  left  pelvic  lymph  nodes.  Al- 
though the  vaginal  margin  was  free  of  tu- 
mor, vaginal  lymphatics  were  permeated  by 
carcinoma. 

Discussion 

Primary  endocervical  adenocarcino- 
ma with  true  signet  ring  differentiation 
is  unexpected.  Although  the  existence 
of  a signet  ring  subtype  has  occasional- 
ly appeared  in  histologic  classifica- 
tions,^"* we  were  unable  to  identify  a 


FIGURE  2.  Gland  forming  component  of  endo- 
cervical tumor.  Area  of  endocervical  type  dif- 
ferentiation (original  magnification  X 50). 
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FIGURE  3.  Glandular  component  with  in-situ 
carcinoma  and  early  stromal  invasion  (original 
magnification  X 150). 


fully  documented  case  in  the  literature. 
For  example,  a recent  study  of  203 
cases  of  uterine  cervical  adenocarcino- 
ma does  not  indicate  an  example  of  sig- 
net ring  carcinoma.^ 

Mucin-containing  cells  are  not  un- 
common in  cervical  carcinomas  with 
squamous  differentiation,^  " and  such 
cells  may  have  a signet  ring  morpholo- 
gy 9,10  I2  Vega‘S  described  a case  of 
signet  ring  cell  carcinoma  of  the  cervix 
in  a 52-year-old  woman,  which  arose 
from  an  anaplastic  carcinoma  after  ir- 
radiation therapy.  However,  that  tumor 
was  negative  for  all  mucin-detecting 
histochemical  stains  including  periodic 
acid-Schiff  after  diastase  digestion, 
mucicarmine,  and  alcian  blue,  which 
led  the  author  to  conclude  that  the  sig- 
net ring  morphology  was  the  result  of 
irradiation  and  might  represent  a de- 
generative change  rather  than  true  ade- 
nocarcinoma. 

Signet  ring  carcinomas  in  the  female 
genital  tract  are  most  commonly  seen  in 
the  ovary  and  are  nearly  always  meta- 
static, usually  from  the  stomach,  but 
also  from  the  breast,  colon,  or  appen- 
dix, with  other  sites  being  exceedingly 
rare.'^ 

Regarding  metastases  to  the  uterus 


FIGURE  4.  Signet  ring  metastasis  in  ovary 
(original  magnification  X 250). 


more  specifically,  Kumar  and  Hart'** 
found  that  the  majority  of  extragenital 
carcinomas  metastasizing  to  the  uterine 
corpus  were  from  breast,  colon,  stom- 
ach, and  pancreas.  Carcinomas  from 
any  of  these  sites  may  have  signet  ring 
morphology  and,  indeed,  Kumar  and 
Hart''*  illustrated  a case  of  metastatic 
signet  ring  carcinoma  from  the  breast. 

Likewise,  extragenital  carcinomas 
that  metastasize  to  the  uterine  cervix 
are  most  commonly  from  the  colon, 
stomach,'^-'^  and  breast.'^ 

As  signs  and  symptoms  relating  to  a 
primary  carcinoma  may  remain  clini- 
cally silent  until  months  or  years  after 
the  presentation  of  metastatic  disease, 
the  diagnosis  of  an  unusual  histologic 
tumor  type  as  primary  should  be  made 
with  caution.  Several  clinicopathologic 
features  indicate  that  the  carcinoma  re- 
ported here  is  primary  in  the  cervix. 
There  were  no  symptoms  relating  to  the 
gastrointestinal  tract,  and  radiologic 
studies  were  normal,  including  repeat 
studies  performed  ten  months  after  the 
diagnosis  of  the  cervical  cancer.  The 
gastrointestinal  tract  was  free  of  tumor 
by  palpation  at  the  time  of  hysterecto- 
my. The  breasts  were  normal  to  palpa- 
tion and  by  mammography.  Based  on 
histologic  findings,  the  tumor  included 
areas  of  adenocarcinoma  in-situ,  a fea- 
ture that  suggests  a local  carcinogenic 
field  effect,  and  which  has  been  used  to 
support  cervical  origin  of  adenocarcino- 
mas when  that  determination  is  uncer- 
tain.'^'* Finally,  the  tumor  exhibited 
the  biological  behavior  of  cervical  car- 
cinoma, with  lateral  extension  causing 
ureteral  obstruction  and  hydronephro- 
sis. Nonetheless,  the  unlikely  possibility 
of  an  occult  (eg,  gastric)  neoplasm  can- 
not be  completely  excluded  in  the  ab- 
sence of  an  autopsy.  Breast  and  colon  as 
primary  sites  are  more  confidently  ex- 
cluded by  the  diagnostic  studies  that 
were  performed  on  this  patient. 

The  presence  of  signet  ring  carcino- 
ma in  the  ovary  merits  comment.  The 
distribution  of  multiple  tumor  nodules 
in  the  ovary  with  pure  signet  ring  histol- 
ogy is  highly  suggestive  of  a metastatic 
lesion.  The  observation  that  cervical 
adenocarcinomas  may  have  a propensi- 
ty to  metastasize  to  the  ovaries  has  re- 
cently been  emphasized'^  and  is  il- 
lustrated in  this  case. 

While  the  tumor  reported  here  was 
poorly  differentiated,  the  histologic 
subtype  may  be  unimportant  in  assess- 


ing survival.^  However,  the  determina- 
tion of  whether  a tumor  is  primary  or 
metastatic  has  profound  prognostic  im- 
plications. This  case  report  should  serve 
to  heighten  awareness  that  cervical  car- 
cinomas with  signet  ring  morphology 
might  be  primary  rather  than  metastat- 
ic. 

References 

1 . Abell  MR,  Gosling  JR:  Gland  cell  carcinoma 
(adenocarcinoma)  of  the  uterine  cervix.  Am  J Obstet 
Gynecol  1962;  83:729-755. 

2.  Reagan  JW:  Cellular  pathology  and  uterine 
cancer.  Ward  Burdick  Award  address.  Am  J Clin 
Pathol  1974;62:150-164. 

3.  Davis  JR,  Moon  LB:  Increased  incidence  of 
adenocarcinoma  of  uterine  cervix.  Obstet  Gynecol 
1975;45:79-83. 

4.  Leminen  A,  Paavonen  J,  Forss  M,  et  al:  Ade- 
nocarcinoma of  the  uterine  cervix.  Cancer 
1990;  65:53-59. 

5.  Hopkins  MP,  Schmidt  RW,  Roberts  J A,  etal: 
Gland  cell  carcinoma  (adenocarcinoma)  of  the  cervix. 
Obstet  Gynecol  1988;72:789-795. 

6.  Gusberg  SB,  Corscaden  JA:  Pathology  and 
treatment  of  adenocarcinoma  of  the  cervix.  Cancer 
1951;4:1066-1072. 

7.  Hurt  WG,  Silverberg  SG,  Frable  WJ,  et  al: 
Adenocarcinoma  of  the  cervix:  Histopathologic  and 
clinical  features.  Am  J Obstet  Gynecol 
1977;  129:304-315. 

8.  Saigo  PE,  Cain  JM,  Shin  Kim  WS,  et  al: 
Prognostic  factors  in  adenocarcinoma  of  the  uterine 
cervix.  Cancer  1986;57:1584-1593. 

9.  Glucksmann  A,  Cherry  CP:  Incidence,  histol- 
ogy, and  response  to  radiation  of  mixed  carcinomas 
(adenoacanthomas)  of  the  uterine  cervix.  Cancer 
1956;9:971-979. 

10.  Fu  YS,  Reagan  JW,  Hsin  JG,  et  al:  Adeno- 
carcinoma and  mixed  carcinoma  of  the  uterine  cervix. 
I.  A clinicopathologic  study.  Cancer  1982;  49:2560- 
2570. 

11.  Benda  JA,  Platz  CE,  Buchsbaum  H,  et  al: 
Mucin  production  in  defining  mixed  carcinoma  of  the 
uterine  cervix.  A clinicopathologic  study.  Int  J Gyne- 
col Pathol  1985;4:314-327. 

12.  De  la  Vega  G:  Signet  ring  cell  carcinoma  of 
the  uterine  cervix.  Patologia  Mexico  1976;  14:193- 
196. 

1 3.  Young  RH,  Scully  RE:  Metastatic  tumors  of 
the  ovary,  in  Kurman  RJ  (ed):  Blaustein's  Pathology 
of  the  Female  Genital  Tract.  New  York,  Springer- 
Verlag,  1987. 

14.  Kumar  NB,  Hart  WR:  Metastases  to  the 
uterine  corpus  from  extragenital  cancers.  A clinico- 
pathologic study  of  63  cases.  Cancer  1982;  50:2163- 
2169. 

15.  Lemoine  NR,  Hall  PA:  Epithelial  tumors 
metastatic  to  the  uterine  cervix.  A study  of  33  cases 
and  review  of  the  literature.  Cancer  1986;  57:2002- 
2005. 

16.  Mazur  MT,  Hsueh  S,  Gersell  DJ:  Metastases 
to  the  female  genital  tract.  Analysis  of  325  cases. 
Cancer  1984;  53:1978-1984. 

17.  Clement  PB,  Scully  RE:  Carcinoma  of  the 
cervix:  Histologic  types.  Semin  Oncol  1982;  251-264. 

1 8.  Ross  JC,  Eifel  PJ,  Cox  RS,  et  al:  Primary  mu- 
cinous adenocarcinoma  of  the  endometrium:  A clini- 
copathologic and  histochemical  study.  Am  J Surg 
Pathol  1983:7:715-729. 

19.  Kaminski  PF.  Norris  HJ:  Coexistence  of 
ovarian  neoplasms  and  endocervical  adenocarcinoma. 
Obstet  Gynecol  1984;64:553-556. 

20.  Mann  WJ.  Chumas  JC,  Amalfitano  T,  et  al: 
Ovarian  metastases  from  stage  IB  adenocarcinoma  of 
the  cervix.  Cancer  1987;60:1123-1126. 

21.  Young  RH,  Scully  RE:  Mucinous  ovarian  tu- 
mors associated  with  mucinous  adenocarcinomas  of 
the  cervix:  A clinicopathological  analysis  of  16  cases. 
Int  J Gynecol  Pathol  1988;  7:99-1 1 1. 


560  VOL  90  NO  1 1 /NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Intestinal  obstruction  secondary  to  bezoars 


Raymond  D.  LaRaja,  md;  Amedeo  Usai,  md;  Edith  Pryce,  md;  Michael  Cioroiu,  md 


Small  bowel  obstruction  secondary  to 
bezoars  has  been  recognized  for  many 
years.  DeBakey  and  Oschner'  in  1938 
reported  several  hundred  cases  of  be- 
zoars, with  a high  percentage  becoming 
obstructed  in  their  attempted  passage 
through  the  small  bowel.  Mangold  et 
al,^  Cooper  and  Tracey,^  Rumley  et  al,"* 
Storck  et  al,^  and  others  have  all  re- 
corded cases  in  which  obstruction  has 
occurred  due  to  the  failure  of  passage  of 
a bezoar  through  the  small  intestines. 

The  composition  of  bezoars  greatly 
varies  according  to  the  curious  habits  of 
some  people  who  swallow  or  ingest  pe- 
culiar substances  or  strange  combina- 
tions thereof.  Hair,  metal  objects, 
seeds,  vegetables,  and  cereals,  for  ex- 
ample, are  all  capable  of  agglutinating 
in  the  stomach  to  form  bezoars,  some  of 
which  may  remain  there  indefinitely  or 
may  eventually  pass  through  the  entire 
alimentary  tract.  Others  exit  the  stom- 
ach only  to  become  lodged  in  the  small 
bowel.  While  in  former  years  the  diag- 
nosis of  bezoars  located  in  the  stomach 
was  made  quite  accurately  based  on  ra- 
diologic findings,  the  advent  of  endos- 
copy has  made  identification  easier, 
and  this  technique  reveals  more  precise 
information  on  the  composition  of  be- 
zoars. 

The  two  patients  reported  here  are 
interesting  because  of  the  odd  composi- 
tion of  their  bezoars  and  the  circum- 
stances that  prevented  their  passage 
through  the  intestinal  tract. 

Case  Reports 

Case  1.  An  alert,  well-oriented  75-year- 
old  man  was  admitted  to  the  Cabrini  Medi- 
cal Center  in  September  1989  because  of 
diffuse  abdominal  distention,  pain,  nausea, 
and  vomiting  of  three  days’  duration.  He 
gave  no  history  of  having  ingested  anything 
out  of  the  ordinary  or  of  having  choked  on 
anything  that  he  had  swallowed.  His  medi- 
cal history  was  significant  for  an  appendec- 
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tomy  for  a perforated  appendix  approxi- 
mately two  years  previously.  His  recovery 
from  the  surgery  had  been  uneventful,  and 
there  had  been  no  remarkable  sequelae. 

Physical  examination  showed  the  patient 
to  be  markedly  dehydrated.  Blood  chemistry 
studies,  however,  were  in  the  near-normal 
range.  Abdominal  examination  revealed 
moderate  distention  with  diffuse  tenderness 
and  rebound  on  palpation.  Auscultation 
demonstrated  diminished  bowel  sounds.  No 
masses  were  palpable  on  abdominal  or  rectal 
examination.  The  stool  was  negative  for 
blood. 

Plain  abdominal  radiographs  showed 
three  air-fluid  levels  in  the  small  intestines, 
but  there  was  no  evidence  of  a foreign  body 
(Fig  1). 

A diagnosis  of  small  bowel  obstruction 
was  made,  and,  after  fluid  replacement  and 
the  insertion  of  a Swan-Ganz  catheter,  the 
patient  was  taken  to  the  operating  room  for 
exploratory  laparotomy. 

At  operation,  many  adhesions  between  di- 
lated loops  of  ileum  were  found  in  the  right 
lower  quadrant,  and  these  were  lysed.  A for- 
eign body  was  palpated  within  the  lumen  of 
the  ileum  at  the  point  of  obstruction.  At- 
tempts to  advance  the  foreign  body  so  as  to 
pass  it  through  the  ileocecal  valve  were  un- 


FIGURE  1.  Plain  film  of  the  abdomen  showing 
air-fluid  levels  secondary  to  small  bowel  ob- 
struction. 


successful.  Accordingly,  an  enterotomy  was 
carried  out  over  the  mass,  and  an  undigested 
wedge  of  lemon  measuring  7X4X1  cm 
was  extracted. 

Case  2.  A 45-year-old  woman  was  ad- 
mitted to  Cabrini  Medical  Center  in  Sep- 
tember 1989  because  of  the  acute  onset  of 
periumbilical  colic-like  pain  in  the  abdomen 
accompanied  by  several  episodes  of  vomit- 
ing and  diarrhea.  Her  medical  history  was 
essentially  negative.  Her  surgical  history  re- 
vealed that  she  had  undergone  a myomec- 
tomy approximately  five  years  previously, 
complicated  by  the  formation  of  many  adhe- 
sions and  necessitating  a laparotomy  for 
small  bowel  obstruction  three  years  later. 

The  patient  stated  that  to  combat  weight 
gain  she  had  recently  gone  on  a high  fiber, 
low  calorie  diet.  It  consisted,  among  other 
things,  of  eating  three  slices  of  “wood  pulp 
bread”  three  times  daily.  The  packaging 
claimed  that  the  bread  was  high  fiber  and 
low  calorie  but  did  not  actually  contain 
wood  pulp.  (The  product  is  no  longer  on  the 
market.)  In  order  to  diminish  her  appetite, 
the  patient  said  that  she  chewed  approxi- 
mately three  slices  of  chewing  gum  a day, 
and  after  finishing  with  the  chewing  gum, 
she  would  swallow  it.  This  practice  went  on 
for  three  days  at  a time,  with  intervals  of 
several  days  between  resumption  of  the 
practice. 

On  admission,  the  patient  was  alert  and 
cooperative  but  in  severe  abdominal  pain. 
Her  vital  signs  were  within  normal  limits. 
Abdominal  examination  revealed  moderate 
distention  with  tenderness  on  palpation  in 
the  periumbilical  area.  No  masses  were  pal- 
pable. High  pitched  bowel  sounds  were 
present.  Rectal  examination  was  negative. 
Flat  plate  roentgenograms  of  the  abdomen 
showed  small  bowel  distention  but  no  for- 
eign body. 

A diagnosis  of  small  bowel  obstruction 
was  made,  and  the  patient  was  taken  to  the 
operating  room.  At  laparotomy,  markedly 
dilated  loops  of  distal  jejunum  and  proximal 
ileum,  along  with  many  adhesions,  were 
found.  The  adhesions  were  lysed.  A small 
area  of  torsion  was  noted  and  a bezoar,  mea- 
suring approximately  20  X 2 cm  in  diame- 
ter, was  palpated  through  the  dilated  bowel 
wall  at  the  point  of  obstruction.  After  the 
obstruction  had  been  released  through  the 
cutting  of  adhesions,  it  was  felt  that  the  be- 
zoar, because  of  its  semisolid  consistency, 
could  be  advanced  beyond  the  ileocecal 
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valve  without  the  need  for  an  enterotomy  for 
its  extraction.  This  maneuver  was  success- 
fully carried  out. 

The  patient  made  an  uneventful  recovery, 
and  on  the  fourth  postoperative  day  passed 
the  bezoar  per  rectum.  It  was  found,  not  un- 
expectedly, to  be  a conglomeration  of  undi- 
gested “wood  pulp  bread”  intertwined  with 
masses  and  strands  of  chewing  gum. 

Discussion 

Bezoar  obstruction  of  the  small  bow- 
el has  been  reported  by  many  investiga- 
tors within  recent  years. ' " ' ' The  major- 
ity of  the  reports  deal  with  an 
obstruction  caused  by  the  large  size  of 
the  offending  foreign  body.  A second 
cause  of  bezoar-induced  small  bowel 
obstruction  mentioned  frequently  in  the 
literature  is  atony  of  the  intestine  sec- 
ondary to  previous  gastric  surgery.  In 
this  connection,  Moriel  et  al"  reported 
on  72  patients  with  phytobezoar  ob- 
struction, all  of  whom  had  undergone 
truncal  vagotomy  plus  pyloroplasty  or 
partial  gastrectomy  for  peptic  ulcer  dis- 
ease. A third  cause  of  bezoar  obstruc- 
tion, often  ignored  in  the  literature,  is 
the  presence  of  adhesions  in  the  area  of 
the  small  bowel  secondary  to  previous 
abdominal  surgery.  This  report  primar- 
ily addresses  this  last  group  of  patients. 

In  diagnosing  the  etiology  of  small 
bowel  obstruction,  one  should  be  cer- 
tain to  take  a careful  dietary  history. 
With  the  increasing  popularity  of  foods 
containing  large  quantities  of  nonab- 
sorbable fiber,  one  should  be  alert  to  the 
possible  formation  of  bezoars. 


Plain  radiographs  of  the  abdomen  of- 
ten do  not  reveal  a bezoar,  but  Versten- 
dig  et  al*  were  able  to  diagnose  seven 
jejunal  bezoars  in  nine  patients  by  the 
administration  of  water-soluble  iodin- 
ated  contrast  material.  Dreznik'®  dem- 
onstrated bezoar  ileus  in  seven  patients 
who  had  been  given  a water-soluble 
contrast  meal.  These  roentgenologic 
studies  are  advisable  provided  they  do 
not  promote  long  delays  in  starting 
therapeutic  measures  to  relieve  the  ob- 
struction. 

It  is  well  recognized  that  one  of  the 
leading  causes  of  small  bowel  obstruc- 
tion is  adhesions  from  previous  surgery. 
In  a series  of  289  patients,  Mucha^  re- 
ported that  nearly  50%  of  their  cases 
were  secondary  to  postoperative  adhe- 
sions. Brolin'^  stated  that  postoperative 
adhesions  accounted  for  79%  of  the  91 
cases  of  small  bowel  obstruction  admit- 
ted to  his  insititution. 

In  the  two  cases  described  in  this  re- 
port, the  bezoars  were  of  such  size  and 
composition  that  one  might  have  ex- 
pected them  to  have  traversed  the  small 
bowel  without  difficulty.  However, 
each  patient  had  undergone  previous 
abdominal  surgery  resulting  in  adhe- 
sions and  kinking  of  the  ileum  of  insuf- 
ficient proportions  to  have  routinely 
caused  obstruction.  Obstruction  only 
took  place  when  the  bezoars  arrived  in 
the  area. 

The  treatment  of  acute  small  bowel 
obstruction  is  so  well  known  that  it  does 
not  require  detailed  discussion  here. 


Suffice  it  to  say  that  if  the  obstruction 
cannot  be  relieved  by  conservative 
means  within  24  hours,  surgical  inter- 
vention is  indicated.  It  is  especially  im- 
portant to  intervene  if  bezoar  obstruc- 
tion is  suspected,  because  many  bezoars 
are  composed  of  metallic  materials  that 
have  a tendency  to  perforate  the  bowel. 
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Metastatic  cancer  of  the  spinal  intradural  extramedullary 

space 
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The  most  common  primary  tumors  of 
the  spinal  canal  arise  in  the  intradural 
extramedullary  space.'  Metastatic  tu- 
mors of  the  spinal  column,  on  the  other 
hand,  are  almost  invariably  extradural. 
Intradural  extension  of  these  metasta- 
ses  is  uncommon,  and  an  intradural  ex- 
tramedullary primary  location  of  a 
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metastatic  deposit  is  rare.^'^  This  re- 
port presents  two  cases  of  metastases  to 
the  spinal  intradural  extramedullary 
space,  along  with  an  extensive  review  of 
the  literature. 

Case  Reports 

Case  I.  A 44-year-old  woman  presented 
with  severe  low  back  pain  of  six  weeks’  dura- 
tion. The  pain  was  sharp  and  radiated  to  the 
right  leg  initially.  Later  it  involved  the  left 
leg  with  equal  intensity.  Her  medical  history 
was  significant  for  a left  radical  mastectomy 


for  carcinoma  of  the  breast  eight  years  earli- 
er. This  was  followed  by  oophorectomy  and 
chemotherapy  as  indicated  for  the  stage  of 
her  disease.  One  and  a half  years  prior  to  the 
present  admission,  she  received  further  chemo- 
therapy for  recurrent  hepatic  disease.  At 
that  time  she  also  had  skeletal  lesions  on  her 
left  iliac  bone  and  vertebral  bodies  at  T7  and 
TIO.  She  had  had  a partial  response,  with 
decrease  in  the  size  of  her  liver  and  resolu- 
tion of  all  osteolytic  lesions.  She  had  re- 
mained asymptomatic  since  that  time. 

On  physical  examination,  the  patient  was 
alert  and  oriented.  A complete  neurologic 
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FIGURE  1.  Post-myelogram  CT  scan  (Case  1). 

examination  showed  normal  cranial  nerves. 
Power  and  reflexes  in  the  upper  extremities 
were  unremarkable.  She  had  severe  pain  on 
movement  of  both  lower  extremities,  which 
she  was  able  to  raise  against  gravity  for  a 
short  time  only.  Sensory  examination  re- 
vealed a hypersensitive  reaction  to  pinprick 
in  both  lower  extremities.  Her  deep  tendon 
reflexes  were  equivocal. 

A post-myelogram  computed  tomograph- 
ic (CT)  scan  demonstrated  the  presence  of 
an  intradural  soft  tissue  mass  at  the  level  of 
L2,  producing  cauda  equina  compression 
(Fig  1 ).  There  were  no  signs  of  bone  destruc- 
tion. A total  myelogram  confirmed  that 
there  was  a complete  block  of  the  contrast 
column  at  the  level  of  the  L2  vertebra  (Fig 
2). 

Shortly  after  admission,  the  patient 
showed  rapid  progression  of  pain  and  weak- 
ness, necessitating  emergency  surgical  de- 
compression. The  dura  was  opened  at  the  L2 
level,  and  a friable  hemorrhagic  mass  was 


FIGURE  2.  Myelogram  (Case  2). 


found  measuring  3X3X2  cm.  It  was  firm- 
ly adherent  to  the  nerve  roots  and  was  re- 
sected using  an  operative  microscope.  Histo- 
logic evaluation  confirmed  that  the  tumor 
was  metastatic  adenocarcinoma,  similar  to 
her  previous  primary  breast  tumor. 

The  patient  experienced  significant  im- 
provement after  the  surgery.  Her  lower  limb 
strength  improved  and  the  preoperative 
back  pain  as  well  as  radiculopathy  disap- 
peared almost  immediately.  Two  and  a half 
weeks  after  the  surgery,  the  patient  was 
walking  without  assistance  and  palliative  ra- 
diotherapy was  initiated. 

Case  2.  A 54-year-old  woman  presented 
with  a two-day  history  of  a sudden  onset  of 
inability  to  walk.  She  was  known  to  have  di- 
abetes and  hypertension  and  to  have  smoked 
two  packs  of  cigarettes  per  day  for  40  years. 
Her  medical  history  was  significant  for  a 
posterior  cranial  fossa  tumor,  eight  months 
earlier,  that  on  excision  turned  out  to  be 
metastatic  adenocarcinoma  of  unknown  ori- 
gin. A complete  work-up  including  CT  scans 
of  the  chest,  abdomen,  and  pelvis;  a mam- 
mogram; and  a barium  enema  failed  to  re- 
veal the  primary  lesion. 

On  physical  examination,  the  patient  was 
alert  and  oriented.  Neurologic  examination 
revealed  bilateral  lower  extremity  weakness 
with  powers  of  '/s  and  % in  the  right  and  left 
lower  extremities,  respectively.  There  were 
bilateral  Babinski  toe  signs  and  bilateral  hy- 
perreflexia  of  the  lower  extremities.  Sensory 
level  to  pinprick  was  at  Tl.  Her  cranial 
nerve  and  upper  extremity  examinations 
were  unremarkable.  An  emergency  myelo- 
gram revealed  a high-grade  obstruction  at 
the  Tl  level  from  possible  extrinsic  compres- 


sion (Fig  3). 

The  patient  underwent  emergency  de- 
compression. At  surgery,  three  small  friable 
gray  brown  masses  were  found  within  the 
dura  attached  to  the  arachnoid  matter  at  the 
Ca-Cy,  Cy-Ti,  and  TpTy  levels.  The  lesions 
were  excised  using  an  operative  microscope, 
and  decompressive  laminectomies  were  per- 
formed. 

Following  the  surgery,  the  patient  had 
gradual  return  of  power,  and  she  was  able  to 
walk  with  assistance.  Repeat  CT  scans  of 
the  chest,  abdomen,  pelvis,  and  head  demon- 
strated a l-Vy-cm  nodule  in  the  left  upper 
lobe  of  the  lung  with  the  suggestion  of  hilar 
adenopathy.  The  liver  also  showed  multiple 
low  density  lesions.  She  received  a course  of 
radiation  to  the  spine,  with  a short  course  of 
steroid  therapy.  Pathologic  evaluation 
showed  a poorly  differentiated  adenocarci- 
noma, with  histologic  findings  similar  to 
those  for  the  lesion  previously  removed  from 
the  posterior  fossa. 

Discussion 

Based  on  findings,  most  spinal  tu- 
mors present  with  back  pain  and  signs 
and  symptoms  of  progressive  spinal 
cord  or  nerve  root  compression.^-^  In 
their  study,  Perrin  et  aP  found  that 
clear-cut  sensory  loss  and  sphincter 
dysfunction  were  present  twice  as  often 
with  intradural  as  with  extradural  me- 
tastasis. The  second  patient  discussed 
here  was  unusual,  in  that  she  presented 


FIGURE  3.  Myelogram  (Case  2). 


NOVEMBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  563 


with  sudden  onset  of  paraparesis  as  the 
sole  symptom,  unaccompanied  by  back 
pain. 

Plain  films  of  the  spine  are  typically 
normal  in  patients  with  intradural  le- 
sions.^ Myelography  and  CT  scans  may 
help  in  the  differentiation  of  intradural 
lesions  from  vertebral  lesions. 
Myelography  may  show  a complete 
block  with  cap-like  deformity.''^  Mag- 
netic resonance  imaging  (MRI)  may 
also  be  valuable,"  but  often  the  exact 
diagnosis  is  made  only  at  surgery.^  A 
recently  developed  diagnostic  tool  is 
gadolinium-DTPA  enhanced  magnetic 
resonance  imaging.  Its  advantages  in- 
clude detection  of  small  iso-intense  in- 
tramedullary tumors  and  the  ability  to 
differentiate  tumor  from  cord  syrinx, 
gliosis,  or  arachnoid  scarring.'^  MRI 
with  flow  compensation  and  cardiac 
gating  may  help  eliminate  intrinsic  arti- 
facts from  cardiac  pulsation,  respira- 
tion, and  cerebrospinal  fluid  flow.' 

The  most  common  location  of  these 
tumors  seems  to  be  the  cervicothoracic 
spine^;  but  similar  lesions  may  also  oc- 
cur in  the  lumbosacral  spine. The 
most  common  primary  lesion  is  carci- 
noma of  the  breast,  but  metastatic  tu- 
mors have  been  reported  from  lung,  ad- 
renal, colon,  kidney,  and  ovary  cancers, 
as  well  as  melanoma  and  Hodgkin’s  dis- 
ease. 

Intraoperative  spinal  sonography 
may  be  a useful  adjunct  in  defining  the 
location  and  extent  of  these  lesions. 
Perrin  et  aF  have  suggested,  based  on 
their  experience,  that  since  most  of 
these  patients  have  associated  intracra- 
nial lesions,  total  neuraxial  radiation 
and  chemotherapy  should  be  consid- 
ered as  adjunctive  treatment. 

Recovery  of  neurologic  function  in 
paraplegic  patients  is  often  unsatisfac- 


tory.In  both  of  the  patients  present- 
ed here,  however,  a good  functional  re- 
sult was  obtained.  They  were 
ambulatory  on  discharge  from  the  hos- 
pital. We  believe  that  even  though  the 
overall  prognosis  is  grave,  aggressive 
decompression  may  be  warranted,  since 
it  may  afford  excellent  palliative  treat- 
ment and  the  opportunity  for  accurate 
tissue  diagnosis. 

Intradural  extramedullary  spinal 
metastasis  from  non-neuraxial  tumors 
is  a rare  occurrence^ — only  three  out  of 
100  reported  cases  of  spinal  metasta- 
ses.'^  Most  of  the  reports  in  the  litera- 
ture are  isolated  case  reports,  such  as 
this  one.^“^-*  '^  Many  of  these  patients 
have  also  had  secondary  brain  tumors, 
which  gives  rise  to  the  speculation  that 
the  spinal  metastases  may  indeed  be 
tertiary  deposits  due  to  spread  via  the 
cerebrospinal  fluid. ^ The  second  pa- 
tient presented  here  had  had  previous 
removal  of  a similar  tumor  from  the 
posterior  cranial  fossa.  Her  spinal  le- 
sions may  have  represented  drop  metas- 
tasis from  this  lesion.  Other  mecha- 
nisms proposed  include  spread  along 
perineural  lymphatics,*-'*-'^  by  way  of 
the  vertebral  venous  systems,^-^®  and 
transdural  invasion,'’-^-'^  which  is  un- 
usual. 

The  reasons  given  for  the  rarity  of 
these  lesions  as  compared  with  cerebral 
metastases  include  the  relative  differ- 
ence in  the  mass  of  the  brain  compared 
with  the  spinal  cord,  and  the  fact  that 
the  blood  supply  to  the  cord  consists  of 
small,  late  arterial  divisions  and  small 
veins. Furthermore,  the  dura  almost 
always  forms  an  effective  barrier  to  the 
spread  of  extradural  lesions.’ 

References 

1 .  Zimmerman  RA.  Bilaniuk  LT : Imaging  of  tu- 


mors of  the  spinal  canal  and  cord.  Radiol  Clin  North 
Am  1988;  26:965-1007. 

2.  Perrin  RG,  Livingston  KE,  Aarabi  B:  Intra- 
dural extramedullary  spinal  metastasis:  A report  of 
10  cases.  J Neurosurg  1982;  56:835-837. 

3.  Hirsh  LF,  Finneson  BE:  Intradural  sacral 
nerve  root  metastasis  mimicking  herniated  disc:  A 
case  report.  J Neurosurg  1978;  49:764-768. 

4.  Rogers  L,  Heard  G:  Intrathecal  spinal  metas- 
tases (rare  tumors).  Br  J Surg  1958;  45:317-320. 

5.  West  CG:  Spinal  subarachnoid  metastatic 
spread  from  non-neuraxial  primary  neoplasms:  Case 
report.  J Neurosurg  1979;  51:251-253. 

6.  Hirsh  LF,  Thanki  AS,  Spector  HB:  Spinal 
subdural  metastatic  adenocarcinoma.  Case  report 
and  literature  review.  Neurosurgery  1982;  10:621- 
625. 

7.  Prentice  WB,  Kieffer  SA,  Gold  LH,  et  al: 
Myelographic  characteristics  of  metastasis  of  the  spi- 
nal cord  and  cauda  equina.  Am  J Roentgenol  Radium 
Ther  Nucl  Med  1973;  1 18:682-689. 

8.  Feiring  EH,  Hubbard  JH  Jr:  Spinal  cord 
compression  resulting  from  intradural  carcinoma: 
Report  of  2 cases.  J Neurosurg  1965;  23:635-638. 

9.  Kim  KS,  Weinberg  PE,  Hemmati  M:  Spinal 
pachymeningeal  carcinomatosis:  Myelographic  fea- 
tures. AJNR  1980;  1:199-200. 

10.  HatamA,  Hindmarsh  T,  GreitzT:  Myelogra- 
phy in  metastatic  lesions.  Acta  Radiol  [Diagn] 
(Stockh)  1975;  16:321-330. 

1 1 . Wang  AM,  Jolesz  F,  Rumbaugh  CL:  Thorac- 
ic spinal  metastasis  from  unexpected  cerebellar  me- 
dulloblastoma: The  value  of  MRI.  Comput  Radiol 
1986;  10:161-166. 

12.  Dillon  WP,  Norman  D,  Newton  TH,  et  al:  In- 
tradural spinal  cord  lesions:  Gd-DPTA-enhanced 
MR  imaging.  Radiology  1989;  I70:(l  Pt  1)  229-237. 

1 3.  Newmark  H 3d.  Ong  J:  A metastatic  ovarian 
tumor  involving  the  dura:  Seen  on  myelography  and 
CT.  Comput  Radiol  1985;9:21-23. 

14.  Queiscer  RM,  Montalvo  BM:  Intraoperative 
spinal  sonography  of  soft  tissue  masses  of  the  spinal 
cord  and  spinal  canal.  AJR  1984;  143:1307-1315. 

1 5.  Livingston  KE,  Perrin  RG:  The  neurosurgical 
management  of  spinal  metastases  causing  cord  and 
cauda  equina  compression.  J Neurosurg 
1978:49:839-843. 

16.  Beehler  E:  Metastasis  to  spinal  subdural 
space.  Report  of  a case.  Bull  Los  Angeles  Neurol  Soc 
I960:  25:44-47. 

17.  Borovich  B.  Keret  D,  et  al:  Spinal  intradural 
metastases  of  extraneural  origin.  Acta  Neurochir 
1981;56:99-105. 

18.  Alpers  BJ,  Smith  ON:  Carcinomatosis  of  the 
meninges  of  spinal  cord  and  base  of  the  brain  without 
involvement  of  the  parenchyma,  secondary  to  carcino- 
ma of  lung.  Am  J Cancer  1938;  32:361-366. 

19.  Hassin  GB:  Histopathology  of  carcinoma  of 
the  meninges.  Arch  Neurol  Psychiat  1919;  1:705- 
716. 

20.  Batson  OV:  Function  of  vertebral  veins  and 
their  role  in  the  spread  of  metastases.  Ann  Surg 
1940;  112:138-149. 


564  VOL  90  NO  11 /NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


LETTERS  TO  THE  EDITOR 


Address  correspondence  to  Editor,  New  York  State  Journal  of  Medicine,  420  Lakeville  Road,  Lake  Success,  NY  11042.  Letters  should 
be  typed  double-spaced  and  include  the  signature,  academic  degree,  professional  affiliation,  and  address  of  each  author.  Preference  is 
given  to  letters  not  exceeding  450  words,  and  every  effort  will  be  made  to  assure  prompt  publication  after  editorial  review.  All  letters 
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Health  and  health  care  challenges 
for  New  York  City  in  the  1990s 

TO  THE  EDITOR:  To  the  list  of  chal- 

lenges described  in  Dr  Imperato’s  infor- 
mative commentary'  one  might  add  a 
truly  pernicious  challenge:  the  politiciza- 
tion and  distortion  of  public  health  mea- 
sures by  the  appearance  of  the  human 
immunodeficiency  virus  (HIV).  This  has 
occurred  at  both  the  New  York  City  and 
New  York  State  departments  of  health. 
The  implications  of  this  may  only  be  fully 
assessed  by  some  future  historian  who 
may  conclude  that  the  Orwellian  Era  of 
Medicine  began  in  the  decades  of  the 
1980s  and  1990s  in  New  York  State.  The 
essential  facts  are  as  follows: 

The  state  has  decided  that  the  sexu- 
ally transmitted  HIV  virus  is  not  a sex- 
ually transmitted  disease  (STD).  It  has 
suspended  normal  public  health  mea- 
sures in  the  hope  of  supposedly  better 
containing  the  epidemic.  The  appoint- 
ment of  a New  York  City  Commission- 
er of  Health  was  challenged  by  a minis- 
cule but  vocal  minority.  Their  challenge 
was  based  on  objection  to  the  possibility 
that  the  appointee  would  follow  normal 
and  usual  measures  to  combat  the 
spread  of  the  HIV  virus. 

If  our  military  were  only  issued  blank 
cartridges  or  accountants  forbidden  tri- 
al balances  by  fiat,  what  would  the  re- 
sult be?  Should  the  sensibilities  of  polit- 
ical factions  alter  case  finding  and 
treatment?  Distortions  owing  to  the 
need  to  contain  costs  are  perhaps  un- 
derstandable, but  outright  suppression 
of  medical  procedures  beneficial  to  and 
protective  of  the  public’s  health  should 
not  be  tolerated.  It  may  already  be  too 
late  to  halt  the  politicization  of  public 
health  and  its  parent,  medicine,  but  it 
need  not  go  unchallenged. 

ADRIAN  W.  ZORGNIOTTI,  MD 

33  E 74th  St 
New  York,  NY  10021 

1.  Imperato  PJ:  The  health  and  health  care  chal- 
lenges for  New  York  City  in  the  1990s.  NY  State  J 
Med  1990;  90:51-52. 


The  New  York  State  Department 
of  Health’s  Part  405  regulations 

TO  THE  EDITOR:  The  New  York  State 

Department  of  Health’s  (DOH)  Part 


405  regulations  are  part  of  its  efforts  to 
micromanage  health  care  in  New  York. 
They  will  cost  hospitals  some  $475  mil- 
lion a year.'  Despite  promises  to  the 
contrary,  only  a fraction  of  these  costs 
will  be  reimbursed  to  the  hospitals. 

The  Part  405  regulations  are  a strik- 
ing example  of  misplaced  priorities  by  a 
government  bureaucracy.  At  a time 
when  most  of  New  York’s  hospitals  are 
experiencing  enormous  operating  losses 
each  year,  and  suffering  shortages  of 
nurses,  technicians,  and  other  persons 
needed  for  direct  patient  care,  the  DOH 
has  chosen  to  impose  numerous  costly 
new  personnel  requirements  and  prac- 
tices. These  will  certainly  detract  from 
our  ability  to  take  care  of  patients. 

In  an  effort  to  prevent  doctors, 
nurses,  hospital  employees,  volunteers, 
etc,  from  injuring  patients,  the  Health 
Department  Part  405  regulations  now 
mandate  an  annual  physical  examina- 
tion for  every  health  care  provider.  In 
the  case  of  Schenectady’s  Ellis  Hospi- 
tal, this  numbers  1,700  persons.  The 
hospitals  are  also  required  to  review 
and  reassess  these  files  at  least  once  a 
year,  at  great  cost,  without  reimburse- 
ment from  the  DOH.  There  presently 
exists  a legal  responsibility  for  all  physi- 
cians to  report  behavior  of  other  physi- 
cians and  hospital  personnel  which  they 
regard  as  suggesting  impairment  of 
their  ability  to  take  care  of  patients,  by 
reason  of  drug  or  alcohol  abuse  or  ill 
health.  The  Part  405  regulations  add  an 
undefined  physical  examination  which 
is  supposed  to  accomplish  the  same  ob- 
jective. Such  an  examination  could  not 
possibly  be  effective.  Many  of  us  be- 
lieve that  its  real  purpose  is  to  gain  con- 
trol over  the  major  privilege  of  medical 
licensure — the  right  to  care  for  patients 
in  the  hospital — while  forcing  the  hos- 
pital to  become  the  health  department’s 
enforcer.  Presently,  licensing  powers 
rest  with  the  state  department  of  educa- 
tion. Moreover,  access  to  such  confi- 
dential health  files  by  many  levels  of 
hospital  as  well  as  DOH  personnel  vir- 
tually places  them  in  the  public  domain. 

The  Part  405  regulations  further  re- 
quire hospitals  to  provide  language  in- 
terpreters and  persons  “skilled  in  com- 
municating with  vision  and  hearing 
impaired  individuals.’’  The  former 


must  be  regularly  available  for  non-En- 
glish speaking  groups  comprising  more 
than  1%  of  the  hospital’s  service  area 
population.  All  must  be  made  available 
to  inpatients  and  outpatients  within  ten 
minutes  of  a request  made  to  the  hospi- 
tal by  the  patient,  patient’s  family,  or 
provider  of  medical  care.  In  short,  these 
regulations  require  many  hospitals  in 
New  York  State  to  be  prepared  to  pro- 
duce within  minutes  in  their  emergency 
rooms  at  3:00  AM  a Korean  or  Spanish 
translator,  or  a person  who  can  sign  for 
the  deaf.  Failure  to  do  so  would  result  in 
facing  the  consequences.  And  far  too 
frequently  in  the  past,  the  consequences 
have  been  draconian  penalties  levied  by 
the  DOH. 

The  failure  of  the  DOH  to  provide  re- 
imbursement for  many  of  the  services  it 
mandates  means  that  other,  vital  hospi- 
tal services  and  programs  will  have  to 
be  terminated  or  curtailed  to  divert 
funds  to  comply  with  the  requirements. 
Patient  care  will  suffer,  and  further  in- 
jury will  be  inflicted  on  many  of  New 
York’s  hospitals,  a large  majority  of 
which  are  already  in  precarious  finan- 
cial condition. 

Schenectady’s  Ellis  Hospital,  for  ex- 
ample, had  operating  losses  totalling 
more  than  $6  million  during  the  past 
ten  years  (G.  B.  Serrill,  personal  com- 
munication, August  16,  1989).  Two 
years  ago,  it  had  to  close  its  excellent 
alcoholism  unit  at  a time  when  the 
statewide  demand  for  such  treatment 
programs  far  exceeds  the  supply.  More 
recently,  its  immensely  useful  poison 
control  center  was  shut  down,  also  for 
financial  reasons.  Schenectady’s  other 
community  hospital,  St  Clare’s,  lost 
$2.2  million  over  the  past  ten  years 
(J.  G.  Stewart,  personal  communica- 
tion, February  23,  1990).  Albany  Med- 
ical Center  had  a deficit  of  $14  million 
in  the  fiscal  year  ending  June  30,  1989, 
alone, ^ and  is  facing  stringent  austerity 
measures  which  threaten  patient  care. 

Two  great  hospitals  in  New  York 
City,  Columbia-Presbyterian  and 
Mount  Sinai,  were  recently  forced  to 
close  outpatient  pharmacies  which 
were  subsidizing  medicines  for  the  poor 
at  a cost  to  them  of  more  than  $ 1 mil- 
lion a year.^  Presbyterian  Hospital, 
which  had  operating  losses  of  $25  mil- 
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lion  in  1988,  had  to  lay  off  300  staff 
members  in  a time  of  severe  personnel 
shortages.^  Characteristically,  Health 
Commissioner  David  Axelrod’s  com- 
passionate comments  about  the  phar- 
macy closures  were,  “It  is  unfortunate 
that  these  major  hospitals  have  chosen 
to  terminate  primary  care  services  for 
the  poor,  compared  to  other  cost-cut- 
ting actions  they  could  take.’’^ 

An  additional  consequence  of  the 
DOH’s  new  regulations  is  that  they 
greatly  increase  a hospital’s  exposure  to 
malpractice  liability.  This  occurs  at  a 
time  when  hospitals  are  already  bur- 
dened enormously  by  malpractice  in- 
surance costs.  This  will  result  in  the  in- 
ability of  many  hospitals  to  comply 
with  these  state  mandates  for  financial 
reasons,  as  well  as  the  nonavailability  of 
necessary  personnel. 

The  Hospital  Association  of  New 
York  State  (HANYS)  has  filed  a law- 
suit against  the  entire  Part  405  regula- 
tions. Schenectady  physicians  like  my- 
self overwhelmingly  support  the 
HANYS  position.  On  June  30,  1990, 
with  the  financial  support  of  more  than 
150  Schenectady  physicians  and  sever- 
al dozen  physicians  from  other  coun- 
ties, I filed  suit  in  state  supreme  court 
against  the  DOH  over  the  physical  ex- 
amination provision  of  Part  405,  which 
is  the  only  provision  for  which  we  have 
legal  standing  to  sue.  But  the  suit  has  a 
much  broader  purpose:  to  help  forge  a 
coalition  of  doctors,  nurses,  hospital 
personnel,  and  patients  to  obtain  legis- 
lative relief 

.\RNOLD  B RITTERBAND.  MD 
2121  River  Rd 
Schenectady,  NY  12309 
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Gender  and  sex 

TO  THE  EDITOR:  “Gender”  is  a gram- 

matical term.  “Sex”  is  the  correct  bio- 
logical term.  Even  in  English  inanimate 
objects  have  gender — albeit  neuter. 
When  we  come  to  French,  German, 
Italian,  Spanish,  and  the  like,  gender 
becomes  significant.  As  a matter  of 
fact,  it  becomes  a marker  of  the  pupil’s 
knowledge  of  the  language.  We  should 
insist  upon  correct  terminology. 

PAUL  DfR  KOLISCH.  MD 
6 Baxter  PI 
Friendship,  NY  14739 


In  reply.  Dr  Kolisch  raises  an  inter- 
esting point.  At  one  time  the  word 
“gender”  was  restricted  to  grammar 
and  the  word  “sex”  to  biology.  Howev- 
er, this  is  no  longer  the  case.  “Gender” 
is  now  interchangeably  used  with  “sex” 
in  the  biological  field,  thus  blurring  dis- 
tinction. Recent  English  language  dic- 
tionaries define  gender  firstly  as  sex 
and  secondly  as  “any  of  two  or  more 
subclasses  within  a grammatical  class 
of  a language  (such  as  noun,  pronoun, 
adjective  or  verb)  that  are  partly  arbi- 
trary but  also  based  on  distinguishable 
characteristics  . . . and  that  determine 
agreement  with  and  selection  of  other 
words  or  grammatical  forms. 

Noah  Webster  would  no  doubt  have 
preferred  retention  of  the  distinction. 
However,  common  usage  is  a powerful 
force  that  is  constantly  changing  the 
English  language. 

PASCAL  JAMES  IMPER.ATO,  MD 
Editor 

1 . Webster’s  New  International  Dictionary  of  the 
English  Language.  Springfield,  Mass,  G&C  Mer- 
riam  Co,  1971,  p 944. 

2.  Webster’s  Ninth  New  Collegiate  Dictionary. 
Springfield,  Mass,  Merriam  Webster  Inc,  1985,  p 
510. 


Cross-dressing  successfully 
treated  with  fluoxetine 

TO  THE  EDITOR.  Cross-dressing  is 
part  of  the  group  of  paraphilias.  Pa- 
tients with  these  disorders  have  much  in 
common  with  patients  suffering  from 
obsessive-compulsive  disorder  (OCD) 
though  they  are  differentiated  by  the 
fact  that  their  obsessive  thoughts  and 
compulsive  actions  are  not  ego-alien  to 
them. 

OCD  has  recently  been  thought  to  be 
a psychobiological  illness  by  such  inves- 
tigators as  Lieberman'  and  Zohar  and 
Insel.^  This  view  is  further  supported  by 
several  studies  in  which  obsessive-com- 
pulsive symptoms  have  yielded  to  treat- 
ment with  serotonin-specific  second- 
generation  antidepressants.^”^ 

In  this  report,  a case  of  cross-dressing 
in  a 60-year-old  married  man  is  de- 
scribed, in  whom  treatment  with  fluox- 
etine hydrochloride  resulted  in  marked 
improvement.  While  other  nonpsycho- 
pharmacologic  variables  such  as  the  ef- 
fects of  life  circumstance,  the  passage 
of  time,  and  some  intercurrent  psycho- 
therapy prevent  attribution  of  success 
solely  to  the  use  of  the  drug,  the  out- 
come is  of  interest.  It  was  not  deemed 
ethically  advisable  to  discontinue  the 
drug  to  test  for  symptomatic  relapse.  A 
traditional  randomized  drug  trial,  or  a 


group  outcome  study  would  serve  to  de- 
termine whether  this  is  a reproducible 
phenomenon  or  an  isolated  occurrence. 

Case  Report.  A 60-year-old  married 
man,  who  had  recently  retired  from  busi- 
ness, presented  himself  for  treatment  upon 
the  urging  of  his  wife.  He  had  recently  ap- 
peared to  her  in  women’s  clothing,  complete 
with  pocketbook  and  high  heeled  shoes,  de- 
claring that  the  woman  inside  of  him  wanted 
to  come  out.  If  prevented  from  donning  fe- 
male clothing,  he  became  extremely  anx- 
ious. He  wanted  to  go  shopping  like  a wom- 
an and  be  accepted  by  other  women  as  their 
equal.  Over  the  last  four  years,  the  patient 
had  taken  a dress  from  his  wife,  as  well  as 
shoes,  lingerie,  and  accessories,  but  kept  this 
secret  until  recently.  During  the  last  few 
weeks  preceding  evaluation,  his  obsessive 
thinking  had  escalated  into  a compulsion  to 
appear  openly  as  a woman.  His  wife  had  dis- 
tanced herself  from  him,  becoming  de- 
pressed and  suicidal  over  their  increasingly 
deteriorating  relationship.  The  couple  de- 
scribed their  sex  life  as  gratifying  until  re- 
cently. The  patient’s  relationship  with  his 
mother  was  unusually  close  and  a source  of 
friction  in  the  marriage. 

In  his  boyhood,  the  patient  had  shown  no 
atypical  genderal  behavior,  thus  differenti- 
ating his  development  from  those  who  take 
on  a homosexual  orientation.^  However, 
from  nine  or  ten  years  of  age,  he  had  wanted 
to  be  a girl  for  periods  of  months  or  years, 
each  time  putting  the  idea  aside.  His  moth- 
er, apparently  a mentally  disturbed  woman, 
had  often  told  him  he  had  the  body  of  a girl, 
slim  and  graceful.  Her  clothing  had  been  al- 
ways strewn  about  and  he  was  encouraged  to 
try  it  on.  (The  patient  repressed  whether  or 
not  he  ever  used  the  female  clothing  to  stim- 
ulate himself  sexually,  or  whether  his  prac- 
tice of  masturbation  was  associated  with  it.) 
The  patient  reported  the  mother  as  neglect- 
ful, and  claimed  she  would  not  buy  food;  and 
would  put  all  her  time  and  money  into  shop- 
ping for  clothing  in  a compulsive  manner, 
bringing  home  bags  of  it  that  were  later 
stored  in  a separate  apartment  with  the  tags 
still  attached. 

The  father  enjoyed  baseball  in  his  free 
time,  and  took  his  son  to  a few  male  activi- 
ties, but  was  otherwise  passive.  The  boy 
tried  to  emulate  his  father  and  tried  to  build 
up  his  slender  body  by  joining  athletic  teams 
in  high  school.  At  age  17,  he  joined  the  Navy 
where  he  felt  accepted  and  useful,  and  no 
longer  felt  the  need  to  be  a woman.  He  had 
had  crushes  on  girls  and  felt  no  attraction  to 
males.  He  was  a virgin  when  he  married,  but 
had  no  problem  consummating  the  union  or 
becoming  a father.  The  urge  to  cross-dress 
subsided  during  those  years  of  marriage  but 
never  quite  left  him.  Normal  periods  domi- 
nated until  the  patient  was  in  his  50s.  During 
the  last  few  years,  especially  since  retire- 
ment, and  since  his  wife  moved  out  of  the 
bedroom,  he  felt  lonely  and  started  to  don  a 
dress  in  the  evening  or  night  time.  Once  he 
considered  a sex  change  operation. 

The  mental  status  examination  revealed  a 
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tall,  slim,  intelligent  man  dressed  in  conser- 
vative male  attire  and  free  of  effeminate  be- 
havior. His  affect  was  rich,  his  mood  neu- 
tral. He  was  tense,  and  told  his  story  in  a 
matter-of-fact  way  without  showing  shame 
or  guilt.  At  times  he  spoke  as  if  delusional. 
“She  wants  to  come  out  and  dominate.  She 
is  in  competition  with  my  wife.”  On  closer 
questioning,  he  stated  that  he  knew  this  was 
not  real.  There  was  no  true  thought  disorder 
and  no  true  delusions,  nor  was  he  believed  to 
be  psychotic.  His  judgment  was  intact  about 
all  matters  other  than  cross-dressing.  Cogni- 
tive functioning  was  unimpaired.  Insight 
was  limited. 

The  diagnostic  impression  was  that  the 
cross-dressing,  practiced  for  the  relief  of 
tension  and  gender  discomfort,  had  devel- 
oped into  a compulsion,  though  not  one  that 
was  experienced  as  ego-alien  as  in  most 
cases  of  OCD.  In  establishing  a differential 
diagnosis,  consideration  was  given  to  the 
possibility  that  the  patient’s  behavior  could 
simply  be  the  result  of  a subclinical  depres- 
sion, but  the  patient’s  long-standing  periodic 
gender  identity  confusion  and  the  absence  of 
depressive  symptoms  made  the  diagnosis  of 
atypical  and/or  combinant  paraphilia  and 
OCD  more  likely. 

The  patient  was  placed  on  fluoxetine  hy- 
drochloride, 20  mg  daily,  and  insight-orient- 
ed psychotherapy,  first  twice,  then  once  a 
week. 

The  patient  responded  with  astonishing 


speed.  By  the  evening  of  the  first  day,  he  was 
calmer,  less  insistent  on  donning  feminine 
attire.  A week  later,  it  was  sufficient  for  him 
simply  to  put  on  a woman’s  nightgown;  he 
would  then  feel  completely  relaxed  and  able 
to  sleep.  After  approximately  four  weeks, 
the  patient  lost  the  urge  to  cross-dress.  The 
possibilities  for  insight-oriented  psychother- 
apy became  limited;  the  patient  remained 
resistant  to  seeing  any  connection  between 
his  present  difficulties  and  the  symbiotic  re- 
lationship with  his  mother.  He  now  merely 
wished  to  forget  the  past.  His  wife,  also,  af- 
ter brief  biweekly  therapy,  was  able  to  rees- 
tablish a positive  relationship  with  her  hus- 
band. 

Discussion.  The  patient  described 
here,  exhibiting  a symbiotic  relation- 
ship with  a mother  he  perceived  as  ne- 
glectful, under  the  stress  of  retirement, 
advancing  years,  and  the  unconscious 
fear  of  abandonment,  developed  a wish 
to  be  a woman,  which  escalated  into  a 
compulsion  to  be  acted  upon  in  the  form 
of  cross-dressing.  The  latter  was  com- 
pletely controlled  in  a matter  of  weeks, 
with  the  abandonment  of  the  wish  to  be 
a female.  It  is  suggested  that  the  use  of 
fluoxetine  hydrochloride  was  critical  in 
effecting  this  recovery  in  such  a short 
time.  His  marriage  has  remained  stable 


and  he  has  undertaken  employment  in  a 
recently  selected  new  career.  This  treat- 
ment alternative  has  been  presented  for 
consideration  in  other  cases  where 
cross-dressing  is  used  for  tension  relief, 
and  where  gender  identity  confusion  is 
of  lesser  severity.  The  simple  interven- 
tion with  fluoxetine  in  a rather  low  dose 
may  prove  efficacious,  although  this 
has  not  been  established  to  date  in  a 
controlled  study. 
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ESSAY  REVIEW 


Unnatural  causes:  America’s  three  leading  killer  diseases 


Unnatural  Causes:  The  Three  Leading  Killer  Diseases  in 
America.  Edited  by  Russell  C.  Maulitz,  MD.  212  pp,  illus- 
trated. New  Brunswick,  NJ,  Rutgers  University  Press, 
1989.  $37.00  (clothcover) 

While  discussing  the  three  leading  killer  diseases  in 
America — heart  disease,  cancer,  and  trauma — this  col- 
lection of  articles  raises  intriguing  issues  and  yet  coalesces 
on  a unifying  theme.  Issues  raised  can  be  phrased  as  ques- 
tions and  include  the  following: 

• What  is  an  “unnatural  cause”  of  death? 

• Will  applications  of  advanced  technology  reduce 
mortality  among  the  leading  killer  diseases  in 
America? 

• Are  life  style  and  behavior  changes  most  important 
in  impacting  upon  the  leading  killer  diseases? 

This  last  question  also  relates  to  the  unifying  theme  spe- 
cifically noted  in  each  of  the  1 3 contributions  to  this  vol- 
ume. As  I read  the  articles,  my  mind  kept  returning  to  my 
study  of  Greek  and  Roman  literature  in  college.  Ancient 
essayists  and  dramatists  consistently  employed  the  con- 
cept of  rewards  for  those  who  followed  the  middle  road — 
who  were  moderate  in  all  areas  and  did  not  engage  in  ex- 
cesses. Theognis  typified  the  sentiment  about  550  BC  in 
Sententiae:  “Nothing  in  excess;  moderation  is  best  in  all 
things.” 

Relative  to  heart  disease,  cancer  and  trauma,  this  vol- 
ume certainly  advises  control  of  excess  in  terms  of  dietary 
intake,  cigarette  smoking,  alcohol  use,  exercise,  occupa- 
tional hazards,  and  assorted  environmental  risks.  Over- 
eating, overdrinking  and  under  exercising — these  so- 
called  “sins  of  civilization” — may  contribute  more  to  the 
mortality  statistics  than  the  combined  actions  of  bacteria 
and  viruses. 

After  telling  a patient  that  his  carcinoma  of  the  prostate 
gland  was  treatable  and  that  he  would  go  on  for  several 
more  years  and  probably  die  of  natural  causes.  Dr  Russell 
C.  Maulitz  wondered:  “Is  there  such  a thing  as  a ‘natural 
cause”’?  In  the  introductory  chapter,  as  editor  of  this 
1 987  symposium  collection  commemorating  the  200th  an- 
niversary of  the  College  of  Physicians  of  Philadelphia, 
Maulitz  cites  three  conceptual  viewpoints: 

• Fatalistic — Death  by  any  instrumentality  is  natu- 
ral. 

• Triumphalist — Natural  death  is  one  foreordained 
by  the  natural  running  down  of  the  biological  clock. 

• Aesthetic — Natural  death  is  the  good  death,  the 
cleanly  anticipated  death. 
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Furthermore,  Maulitz  comments  that  there  are  few  fa- 
talists and  aesthetes  in  the  late  1980s.  Logically,  that 
leads  us  to  consider  the  “intellectual  toolbox”  provided  in 
this  book  “to  grapple  with  some  of  these  difficult  issues.” 
Tools  in  this  volume  include  molecular  biology,  behavioral 
science,  epidemiology,  and  political  economy.  Pointedly 
illustrated  with  28  figures  and  12  tables  as  well  as  relevant 
references,  the  articles  in  this  collection  are  clearly  in- 
structional. 

Pointing  out  the  fluidity  patterns  of  disease,  Maulitz 
recalls  that  critics  suggest  that  “we  merely  trade  today’s 
pestilence  for  tomorrow’s  plague.”  With  high  expecta- 
tions, Maulitz  comments  that  the  authors  in  this  volume 
“are  characterized  by  unconventional  thinking  and  fresh 
insight  into  the  diseases  on  which  they  concentrate.” 

Still  in  the  introductory  section.  Dr  Daniel  M.  Fox  re- 
views 60  years  of  health  policy  and  changing  epidemiology 
in  the  United  States  relative  to  chronic  disease.  He  begins 
with  the  analytical  and  promotional  activities  of  a few 
people  in  the  1920-1933  period  creating  an  awareness  of 
the  shock  of  chronic  disease.  A purposeful  definitional 
ambiguity  may  have  helped  to  avoid  resolution  of  the 
problem.  In  the  years  1933-1940,  national  policy  seeds 
were  implanted  with  the  passage  of  the  Social  Security 
Act  and  the  data  from  the  National  Health  Survey.  World 
War  II  was  the  dominant  factor  between  1941  and  1945 
and  earlier  activities  stimulated  priority  changes  among 
public  agencies,  hospitals,  and  the  research  community. 
Coalitions  formed  between  1945  to  1960  fluctuated  be- 
tween growth  and  frustration,  with  funding  a major  issue. 
In  the  1960-1972  years,  the  first  national  policy  for  the 
costs  of  chronic  disease  emerged  in  the  form  of  federal 
legislative  mandates  and  the  enactment  of  Medicare  and 
Medicaid.  From  1973  to  the  present,  cost  containment  in- 
fluenced political  and  scientific  decisions  without  arriving 
at  an  acceptable  consensus  on  paying  for  care. 

Moving  into  the  section  on  cardiovascular  disease.  Dr 
Stanley  J.  Dudrick  and  his  colleagues  discuss  the  experi- 
mental reversal  of  clinical  and  experimental  atherosclero- 
sis. These  researchers  elucidate  on  animal  and  clinical  di- 
etary experiments,  and  on  the  use  of  total  parenteral 
nutrition  (TPN)  at  home.  Table  3.3  lists  the  amino  acids, 
trace  elements,  multivitamins,  optional  additives  and  all 
the  ingredients  in  the  average  daily  anticholesterol  solu- 
tion administered  during  TPN.  Advantages  of  using  a to- 
tally intravenous  diet  to  reduce  cholesterol  levels  include 
the  following:  diet  components  are  finitely  defined  and  ad- 
ministered into  the  bloodstream  for  immediate  biochemi- 
cal reactions;  cholesterol  lowering  effect  results  in  40%  to 
65%  reductions — unprecedented  with  any  other  single 
form  of  anticholesterol  therapy;  patient  receives  prompt 
symptomatic  benefits  and  gratification;  arrest  and  rever- 


sal  of  atherosclerosis  can  be  documented  indirectly  and/ 
or  directly  and  will  improve  as  measurement  techniques 
are  developed. 

Citing  a number  of  references,  Dudrick  et  al  conclude 
that  “it  appears  that  reducing  elevated  total  plasma  cho- 
lesterol levels  can  significantly  decrease  the  risk,  or  is  as- 
sociated with  a decreased  risk,  of  myocardial  infarction 
secondary  to  atherosclerotic  coronary  heart  disease.” 

Dr  Bernard  Lown  reflects  on  sudden  cardiac  death  and 
the  interactions  between  the  brain  and  the  heart.  Ischemic 
heart  disease  (IHD)  is  “the  most  common  class  of  cardiac 
disorder  in  which  occluded  arteries  promote  damage  to 
the  heart  muscle.”  Critical  treatment  advances  in  the 
1960s  included  techniques  for  cardiopulmonary  resuscita- 
tion, defibrillation,  and  cardioversion. 

Theoretically,  Lown  posits:  “Ventricular  ectopic  activi- 
ty, among  patients  with  ischemic  heart  disease,  is  a risk 
indicator  for  sudden  cardiac  death.”  Electrophysiological 
abnormalities  may  be  triggered  by  anatomic  or  physiolog- 
ical factors  such  as  altered  tone  or  spasm  of  a coronary 
artery,  increased  blood  viscosity,  enhanced  platelet  aggre- 
gability,  or  transient  embolic  or  thrombotic  obstructions. 
How  is  stress  determined?  Lown  is  surprised  that  there  is 
a paucity  of  studies  of  the  role  of  the  brain  in  affecting  the 
heart  and  predisposing  to  sudden  cardiac  death. 

Four  dynamically  interrelated  sets  of  conditions  are 
identified  that  contribute  to  the  occurrence  of  malignant 
ventricular  arrhythmias  in  a large  number  of  patients: 
electrical  instability  of  the  myocardium;  a psychological 
state  stressful  enough  to  burden  daily  life;  a psychological 
triggering  event;  the  presence  of  potassium  deficiency,  hy- 
pokalemia. 

Future  therapeutic  directions  include  neuropharmacol- 
ogy to  reveal  psychobiological  relations  in  humans.  Atten- 
tion to  neurotransmitters  such  as  serotonin  and  modifica- 
tion by  dietary  means  may  be  important  since  serotonin 
affects  ventricular  fibrillation.  Lown  also  talks  about  the 
use  of  tryptophan,  phenelzine  and  carbidopa  relative  to 
ventricular  fibrillation.  “Recent  advances  in  neurochem- 
istry and  neurophysiology,  as  well  as  the  advances  of  com- 
puters, make  decisive  leaps  possible  in  an  area  which  has 
been  limited  by  the  complexity  of  the  terrain.” 

A section  on  cancer  opens  with  a molecular  biology 
analysis  of  oncogenes  and  tumor  suppressor  genes  by  Dr 
Robert  A.  Weinberg.  Oncogenes  are  “specific  genes  with- 
in cells  that  force  normal  cells  to  assume  the  traits  of  ma- 
lignancy. These  genes  often  acquire  the  ability  to  induce 
malignant  traits  after  suffering  damage  at  the  hands  of 
carcinogenic  agents.”  Recombinant  DNA  procedures  al- 
lowed for  the  isolation  and  study  of  oncogenes.  Data  indi- 
cate that  oncogenes  are  of  indigenous  origin,  being  altered 
states  of  normal  cell  genes — often  termed  proto- 
oncogenes. Oncogenes  may  be  created  by  a distinct 
genetic  change  in  nucleotide,  by  transformation  of  chro- 
mosome, or  by  simple  amplification  in  the  gene  copy  num- 
ber of  a proto-oncogene.  H-ras  oncogene  is  identical  to  the 
bladder  carcinoma  oncogene;  myc  oncogene  participated 
in  the  chromosomal  translocation  of  Burkitt’s  lymphoma; 
and  the  erb  B oncogene  was  found  to  undergo  amplifica- 
tion in  the  human  A43 1 epidermoid  carcinoma  cell  line. 

Manipulation  of  the  gene  using  anti-oncogenes  as  sup- 
pressors to  inhibit  tumor  formation  appears  to  be  the  next 


step.  Restoration  of  an  entire  human  chromosome  1 1 to 
Wilm’s  tumor  cells  causes  them  to  lose  their  tumorigenic 
abilities.  “If  retinoblastoma  tumor  cells  are  tumorigenic 
because  of  the  absence  of  functional  copies  of  the  Rb  gene, 
then  tumorigenicity  may  be  lost  when  functional  versions 
are  reintroduced  into  these  cells.”  Anti-oncogenes  like  Rb 
“seem  to  exercise  their  normalizing  effect  by  coupling  a 
cell  with  an  environmental  signal  regulating  growth.” 

Combining  the  knowledge  of  genetic  engineering  and 
biochemistry,  data  on  the  interactions  of  genes  in  balance 
and  unbalance  will  accumulate.  Information  on  malig- 
nancy formation  can  produce  new  insights  to  battle  cancer 
and  to  devise  cures. 

Drs  Bruce  A.  Chabner  and  Marcia  J.  Browne  of  the 
National  Cancer  Institute  detail  the  prospects  for  the 
drug  treatment  of  cancer.  These  researchers  discuss  the 
new  concepts  of  “polyresistant”  cells,  biological  response 
modifiers,  protein  kinase  C,  manipulation  of  the  immune 
system  through  immunotherapy  and  monoclonal  antibod- 
ies, and  antimetabolites  and  antifolates.  However,  a sen- 
tence about  the  bottom  line  impact  is  not  comforting. 
“Despite  these  major  advances,  the  number  of  patients  ac- 
tually cured  by  chemotherapy  remains  less  than  10%  of 
the  total  cancer  population;  and  most  patients  who  suc- 
cumb to  cancer  do  so  after  failing  to  respond  to  chemo- 
therapy.” 

In  an  analysis  of  risk  factors  and  mortality.  Dr  Philip 
Cole  makes  a strong  declaration  on  cancer  prevention. 
“Virtually  half  of  all  malignancies  in  this  country  today 
are  of  known  etiology,  and  the  etiologic  factors  are  envi- 
ronmental and  thus  susceptible  to  favorable  manipula- 
tion.” Tobacco  is  a major  target  for  control,  followed  by 
diet  (excess  fat,  fiber  deficiency,  caloric  excess)  and  occu- 
pational exposures  to  chemicals  and  other  risks.  Treat- 
ment success  also  continues  to  move  upward  from  a 39% 
survival  rate  in  1960  to  a 50%  rate  in  1980. 

With  life  expectancy  increasing  rapidly,  with  preven- 
tion strategies  improving  moderately,  with  detection  and 
treatment  improving  slowly,  cancer  rates  are  stable  or  de- 
clining slowly  and  disability  increasing  moderately.  Dr 
Cole  predicts  that  “By  1998  it  [cancer]  will  be  the  major 
cause  of  mortality  and,  perhaps,  of  morbidity.” 

Dr  Edward  J.  Sondick  reviews  the  progress  in  cancer 
prevention  and  control  and  concludes:  “ . . . the  age-ad- 
justed mortality  statistics  over  the  last  50  years  for  many 
of  the  major  cancer  sites  have  experienced  relatively  little 
change.”  Three  exceptions  are  noted:  lung  cancer  rose 
precipitously;  stomach  cancer  had  a great  decline;  and 
cervical  cancer  mortality  also  declined.  Prevention  activi- 
ties involve  chemoprevention,  diet  and  nutrition,  and 
smoking  and  tobacco  use  cessation.  Cancer  management 
programs  include  screening  and  detection,  community  on- 
cology, rehabilitation,  and  continuing  care.  Resources  de- 
velopment includes  training,  cancer  centers,  construction, 
and  organ  system  research.  As  others  have  done,  Sondick 
emphasizes  the  fact  that  the  toll  of  cancer  can  be  reduced 
with  the  information  already  on  hand.  Estimates  from  the 
National  Cancer  Institute  claim  that  “anywhere  from  25 
to  50%  of  cancer  mortality  can  be  reduced  by  the  year 
2000  if  our  full  measure  of  knowledge  is  applied  as  effec- 
tively as  possible.” 

Opening  the  section  on  trauma,  Susan  P.  Baker  calls 
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injuries  in  America  a national  disaster.  “Trauma  is  the 
number  one  cause  of  death  in  this  country  in  individuals 
between  one  and  44  years  of  age.”  Trauma  risk  is  distrib- 
uted unevenly  among  the  population  and  may  vary  by 
race,  age,  income,  geographic  location,  and  other  factors. 
Furthermore,  specific  risks  seem  to  impact  differently 
such  as  homicide,  suicide,  falls,  fires,  motor  vehicle  acci- 
dents, poisoning  and  so  on.  However,  it  appears  that  pre- 
dictable risks  may  be  acceptable  to  society.  Suicide  and 
homicide  among  certain  population  groups  do  not  engen- 
der societal  reactions.  On  the  other  hand  the  randomness 
of  risk  may  arouse  public  emotions.  When  foods  or  drugs 
are  tampered  with,  anybody  could  be  affected. 

Automatic  protection  such  as  passive  seat  belts,  fuses, 
and  design  safeguards  on  machinery  provide  sure  and 
swift  reductions  in  trauma.  Yet,  Baker  feels  that  the  Unit- 
ed States  tolerates  conditions  that  amount  to  a national 
disgrace  in  many  areas.  We  tolerate  scalding  hot  water  in 
residential  facilities  for  the  elderly;  we  tolerate  children’s 
play  equipment  high  enough  to  cause  serious  injury  in  a 
fall;  poorly  designed  trucks  and  autos  almost  guaranteed 
to  inflict  injury  in  a frontal  collision;  we  tolerate  glamor- 
ous public  areas  designed  without  regard  for  safety;  and 
we  tolerate  flammable  materials  in  the  home  capable  of 
being  ignited.  Raising  more  questions  than  answers.  Bak- 
er poses  a nagging  question:  “Can  a national  campaign 
against  trauma  be  this  far  behind?” 

Dr  Mark  L.  Rosenberg  states  that  violence  is  a public 
health  problem.  Risk  variables  include  sex  and  race  in  one 
telling  example.  “The  lifetime  probability  of  homicide  vic- 
timization for  a baby  born  in  the  United  States  in  1981 
was  1:450  for  a white  female  baby,  and  1:28  for  a black 
male.”  For  white  males,  the  probability  was  1:164.  In 
terms  of  years  of  potential  life  lost  (YPLL),  homicide  and 
suicide  rank  fourth  and  fifth,  respectively.  In  economic 
terms,  suicides  in  the  1 5-24  year  age  group  in  direct  costs 
and  lost  earnings  was  about  $2.3  billion  in  1980.  Paradoxi- 
cally, intentional  injuries  are  a large  part  of  the  problem 
but  receive  a disproportionately  small  part  of  injury  re- 
sources and  research  attention.  What  are  the  biochemical- 
neurophysiological  bases  of  violence  and  aggression? 

Homicide  and  suicide  prevention  programs  have  re- 
ceived a great  deal  of  attention  but  there  are  significant 
barriers  to  overcome.  A beginning  behavioral  inhibitor  re- 
quires measures  to  decrease  the  cultural  acceptance  of  vi- 
olence as  normal.  “Spare  the  rod  and  spoil  the  child”  is  an 
example  of  cultural  acceptance  of  spanking.  There  is  a 
long  history  of  aborted  efforts  to  institute  gun  control  leg- 
islation in  this  nation  over  the  traditional  cries  for  the  citi- 
zen’s right  to  bear  arms. 

Finally,  Dr  G.  Tom  Shires  discusses  the  organizational 
and  physiological  considerations  in  the  care  of  the  injured 
in  America.  Data  are  presented  on  the  physiology  of  trau- 
ma, hemorrhagic  shock,  and  septic  shock.  Of  interest,  a 
Center  for  Injury  Control  (CIC)  has  been  established  in 
the  Centers  for  Disease  Control  initially.  However,  the 
start-up  budget  was  only  $10  million  when  Shires  esti- 
mates $100  million  was  needed. 

Less  than  2%  of  the  National  Institutes  of  Health  bud- 
get ($34  million  out  of  $6.2  billion)  is  spent  on  injury  con- 
trol research.  “Injury  thus  remains  a neglected  disease  of 
modern  society,  an  epidemic  that  we  are  not  adequately 


addressing.”  As  an  example  Shires  notes  that  only  three 
nonmilitarily-funded  burn  centers  exist  in  the  entire  Unit- 
ed States. 

In  concluding  views.  Dr  Alvin  R.  Tarlov  delves  into  the 
spectrum  of  health  and  the  matching  of  medical  education 
to  medical  realities.  He  raises  three  questions  for  discus- 
sion: 

• What  is  health? 

• What  are  the  determinants  of  health? 

• What  are  the  points  of  intervention  in  health  most 
appropriate  for  tomorrow’s  physicians? 

After  noting  that  there  is  a continuous  spectrum  from  per- 
fect health  to  ill  health,  Tarlov  divides  determinants  into 
health  care,  individual  behavior,  and  surrounding  influ- 
ences. Impacting  on  the  determinants  are  statistics  show- 
ing that  tobacco  use,  alcohol  abuse,  motor  vehicle  crashes 
and  other  injuries,  and  substance  abuse  together  account 
for  52%  of  the  economic  costs  of  illness.  A high  proportion 
of  the  remaining  48%  is  accounted  for  by  dietary  factors, 
lack  of  physical  fitness,  and  unattended  hypertension. 

In  view  of  the  above,  what  are  the  medical  intervention 
points?  Starting  at  the  bottom  of  Tarlov’s  intervention 
pyramid,  the  list  includes  cultural  beliefs,  laws  and  regu- 
lations, commercial  practices,  social  norms  including  fads 
and  customs,  behavioral  risk  factors,  physiological  risk 
factors,  and  finally  ill  health.  Tarlov  comments  that  the 
physician  intervenes  primarily  at  the  top  of  the  pyramid 
when  ill  health  is  evident.  He  calls  for  physicians  to  broad- 
en their  understanding  and  to  start  in  medical  education. 
“By  itself,  however,  biology  as  a basis  for  medical  practice 
is  insufficient . . . We  need  to  understand  health  in  socio- 
cultural and  behavioral,  as  well  as  biological,  terms,  and 
to  join  biological  concepts  with  those  stemming  from  so- 
cial, economic,  governmental,  and  cultural  phenomena.” 

In  the  final  article  in  this  book.  Dr  Paul  D.  Stolley  pre- 
sents the  epidemiologist’s  perspective  looking  toward  the 
21st  century.  He  identifies  the  three  leading  causes  of 
death  in  American  as  heart  disease,  cancer,  and  stroke. 
Cigarette  smoking,  alcohol  addiction,  substance  abuse, 
homicide,  and  AIDS  are  linked  to  behavior  disastrous  to 
the  health  of  Americans.  Environmental  threats  include 
water  supply  contamination,  ozone  layer  depletion,  acid 
rain,  and  disturbances  in  ecology.  “The  greatest  single  ac- 
tion Americans  can  take  to  improve  the  nation’s  health 
would  be  to  stop  smoking  cigarettes.” 

Some  38  “Health  for  All”  targets  include  attention  to 
providing  health,  to  life  styles,  to  environmental  changes, 
to  health  care  systems,  and  to  support  for  health  develop- 
ment. However,  Stolley  echoes  earlier  views:  “The  prom- 
ise of  high  technology  applied  to  the  medical  field  will  not 
have  a large  effect  on  the  three  major  killers  over  the  next 
decades . . . Understanding  the  necessary  health  strategies 
for  the  next  century  will  require  not  just  a knowledge  of 
medicine  but  famiharity  with  history,  ecology,  and  economics.” 

What  is  evident  from  all  13  articles  in  this  book  on  “un- 
natural causes”  of  death  is  that  physicians  must  expand 
their  scope  of  concern.  Most  of  the  major  killers  in  Ameri- 
ca are  not  caused  by  a specific  microbe  or  virus.  Life  style, 
patterns  of  behavior,  and  environmental  factors  are  the 
evident  culprits.  Beginning  in  medical  school  and  other 
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health  care  educational  centers,  providers  have  to  inte- 
grate their  scientific  learning  within  a broader  base  of  in- 
formation that  can  help  their  patients  to  help  themselves 
to  better  health.  Both  Tarlov  and  Stolley  agree  on  that  in 
their  summary  comments. 

This  book  provides  a mixture  of  philosophy,  scholarly 
scientific  updates,  generally  useful  statistical  data,  hope 
for  the  future,  pessimism  about  the  impact  of  technology, 
and  crystal  ball  gazing  into  the  future.  While  an  often  un- 
comforting mixture  of  concepts  and  ideas,  this  book  is  rec- 


ommended for  those  who  wish  to  find  out  what  is  happen- 
ing as  well  as  for  those  who  want  to  influence  what  is 
about  to  happen. 

ALLEN  D.  SPIEGEL,  PhD 
Department  of  Preventive  Medicine 
and  Community  Health 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
450  Clarkson  Ave 
Brooklyn,  NY  11203 


FROM  THE  LIBRARY 


DO  YOUR  PATIENTS  REALLY  LIKE  YOU? 

Nothing  is  a safer  topic  for  conversation  than  doctors  and  the  medical  profession.  A group  of  people 
may  have  had  violent  disagreements,  but  when  the  discussion  is  shifted  to  doctors,  most  of  the  people 
present  will  probably  agree.  Unfortunately,  in  most  cases  they  will  agree  on  negative  facts  about  the 
medical  profession.  Even  those  people  whom  you  would  not  consider  capable  of  unfairness  and  subjec- 
tive attitudes  will  join  in  gleefully  to  report  incidents  from  their  own  experience  where  doctors  were 
wrong,  overcharged,  drove  around  in  Cadillacs  after  only  one  year  in  practice,  split  fees,  and  a long  list 
of  comparable  horror  tales. 

From  a public  relations  viewpoint  and  to  the  researcher  in  human  motivations,  a big  question  mark 
poses  itself.  How  come?  Why,  from  among  all  the  various  possible  scapegoats  in  modern  human  society, 
are  doctors  picked,  and  what  can  be  done  about  it?  How  can  we  make  patients  like  their  doctors 
more?  ...  I have  conducted  a number  of  . . . experimental  studies  to  determine  in  what  ways  the  doctor- 
patient  relationship  can  be  improved. 

...  In  summarizing  our  findings,  it  was  shown  that  what  had  happened  was  that  while  the  world  was 
changing  and  changing  very  rapidly;  while  the  patient  in  this  world  was  changing  at  least  at  the  same 
pace;  while  all  the  medical  equipment,  medical  knowledge,  and  drugs  were  developing  at  an  ever- 
increasing  rate,  the  human  aspect  in  the  doctor-patient  relationship  had  fallen  behind.  A psychologic 
lag  had  taken  place.  We  discovered  that  most  doctors  choose  their  profession  for  idealistic  reasons. 
Although  a good  income  is  usually  expected,  and  this  factor  does  enter  into  the  picture,  the  idea  of 
helping  humanity  and  doing  something  worth-while,  uncommercial,  and  out  of  the  doldrums  of  every- 
day life,  of  devoting  oneself  to  helping  others  is  very  strongly  accented.  Something  vital  and  very  impor- 
tant happens  to  the  young  doctor  during  the  course  of  his  major  studies  and  particularly  during  his 
internship.  The  young  doctor  discovers  the  harsh  realities  of  life.  These  realities  very  quickly  clash  with 
his  initial,  highly  exaggerated  idealism. 

The  patient,  as  well  as  the  doctor,  becomes  aware  of  this  conflict.  The  doctor  often  exaggerates  his 
idealism  to  overcompensate  for  the  recognition  that  in  many  ways  he  really  has  to  behave  like  a busi- 
nessman. The  patient,  on  the  other  hand,  is  asked  and  expected  to  pay  respect  comparable  to  the  kind  of 
reverence  that  one  pays  to  a saint,  and  then  a few  days  later  he  receives  a bill;  again  a conflict  is  the 
result.  A further  difficulty  stems  from  the  fact  that  while  the  modern  patient  is  catered  to  by  most  other 
businesses  and  professionals  and  even  large  corporations,  the  medical  profession  as  a whole  has  failed  to 
acknowledge  that  this  patient  has  been  growing  up,  is  insistent  on  his  right  to  be  treated  as  an  equal,  and 
spoken  to  in  clear  understandable  language.  . . . 

I think  that  the  answer  to  improved  public  relations  will  not  lie  in  insistence  on  rugged  individualism 
and  absolute  freedom  nor  in  federalization  and  socialization  of  medical  care.  The  answer  will  lie  in  a 
new  democratic  form  of  cooperation  where  the  individual  gives  up  some  of  his  prerogatives,  accepts  the 
responsibility  of  the  health  of  the  community,  recognizes  the  right  of  his  patients,  and  learns  to  cooper- 
ate with  them.  The  answer  to  how  to  make  your  patients  like  you  more  lies  in  recognizing  the  fact  that 
this  world  is  a changing  one,  that  the  patients  are  changing,  and  that  you  too  must  learn  to  change. 

ERNEST  DICHTER,  PhD 

{NY  State  J Med  1954;  54:222—226) 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  July  1990  issue  of  Epidemiology 
Notes  {Vol.  5,  No.  7),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


AIDS  morbidity  and  mortality 

The  rate  of  increase  in  new  AIDS  cases  has  slowed  in 
New  York  State,  not  only  among  cases  attributed  to  ho- 
mosexual/bisexual activity,  but  also  among  cases  linked 
with  intravenous  drug  use.  When  all  case  reports  are  filed, 
the  1989  AIDS  case  total  is  expected  to  increase  by  only 
3%  above  the  1988  total  to  slightly  over  6,700  cases. 

The  reasons  for  this  slowing  of  AIDS  incidence  are  un- 
der review,  and  may  include  decreased  rates  of  HIV  infec- 
tion in  prior  years,  reduced  numbers  of  infected  people 
developing  full-blown  AIDS  because  of  improved  thera- 
pies and  changes  in  reporting  patterns. 

New  York  continues  to  have  the  highest  cumulative 
number  of  AIDS  cases  in  the  nation,  accounting  for  23% 
of  the  US  case  total.  Compared  with  the  rest  of  the  coun- 
try, New  York  has  a higher  proportion  of  cases  among 
intravenous  drug  users  (IVDUs),  minorities,  women  and 
children. 

Geographic  Distribution 

Of  all  AIDS  cases  reported  in  New  York  State  (exclud- 
ing cases  diagnosed  among  state  prison  inmates),  87% 
were  residents  of  New  York  City.  Of  the  cases  elsewhere 
in  the  state,  90%  were  residents  of  counties  in  the  New 
York  City  vicinity,  mid-Hudson  Valley  and  upstate  urban 
centers. 

While  AIDS  cases  are  highly  geographically  clustered, 
cases  have  been  reported  from  nearly  every  county  in  the 
state.  In  New  York  City,  cumulative  incidence  rates  per 
100,000  population  ranged  from  101.7  on  Staten  Island  to 
738.3  in  Manhattan.  Outside  of  the  city,  the  cumulative 
rates  ranged  from  0 to  72.4  per  100,000  population. 

Risk  Factors 

Since  1988,  AIDS  cases  diagnosed  among  intravenous 
drug  users  have  exceeded  the  number  of  new  cases  diag- 
nosed among  gay  and  bisexual  men  in  New  York  State. 
The  proportion  of  AIDS  cases  among  homosexual/bisex- 
ual men  has  decreased  from  60.0%  of  all  cases  prior  to 
1986  to  44.8%  as  of  December  31,  1989.  They  accounted 
for  37.0%  of  cases  reported  in  1989. 

Male  and  female  IVDUs  now  account  for  38.3%  of  New 
York  AIDS  cases  compared  with  20.6%  in  the  US.  The 
percentage  of  AIDS  cases  among  IVDUs  has  risen  in  the 
state  from  29.3%  prior  to  1986.  Over  half  (61.6%)  of  all 
women  with  AIDS  in  New  York  State  reported  intrave- 
nous drug  use.  Of  the  613  pediatric  AIDS  cases,  77.7% 
were  born  to  mothers  who  were  IVDUs  or  sexual  partners 
of  IVDUs. 


Of  all  AIDS  cases  in  New  York  State,  3.4%  were  attrib- 
utable to  heterosexual  contact.  Of  these,  95.6%  were  fe- 
male sexual  partners  of  people  at  risk  for  HIV  infection. 
Of  all  heterosexual  contact  cases,  84.0%  of  the  at-risk 
partners  were  IVDUs. 

The  percent  of  AIDS  cases  in  other  risk  groups  include 
hemophiliacs  (0.2%),  foreign  born — NIR  (no  other  iden- 
tified risks)  (1.9%),  transfusion  (1.0%)  and  pediatric 
(2.2%).  Nearly  4%  of  AIDS  cases  have  undetermined  risk. 

Age/Race/Ethnicity 

So  far  in  New  York  State,  88%  of  AIDS  cases  have 
been  reported  in  young  and  middle-aged  adults  between 
the  ages  of  20  and  49.  However,  the  recognized  long  incu- 
bation period  between  infection  and  serious  illness  may 
indicate  that  many  of  these  people  became  HIV  infected 
in  their  late  teens  or  early  twenties. 

Minorities  are  carrying  a disproportionate  burden  of 
the  AIDS  epidemic  in  New  York  State.  Of  residents  diag- 
nosed with  AIDS  through  the  end  of  1989,  34%  were 
black  and  26%  were  Hispanic.  Only  38%  of  cases  were 
among  whites,  who  comprise  75%  of  the  state’s  popula- 
tion. Most  women  and  children  with  AIDS  are  minorities. 
Of  all  female  cases,  52%  are  black,  30%  Hispanic  and  1 7% 
white.  Pediatric  AIDS  cases  are  55%  black,  34%  Hispanic 
and  10%  white. 

Mortality 

Overall,  65%  of  people  reported  with  AIDS  in  New 
York  State  are  known  to  have  died  since  diagnosis.  The 
death  rate,  which  increases  with  time  since  diagnosis, 
ranged  from  more  than  95%  for  people  diagnosed  through 
1983  to  13%  for  those  diagnosed  in  the  second  half  of 
1989. 

In  New  York  City,  AIDS  is  the  leading  cause  of  death 
among  30-49-year-old  males  and  20-39-year-old  females 
(Table  1).  It  is  the  second  leading  cause  of  death  among 
New  York  City  children  aged  1-9  years.  In  the  rest  of  the 
state,  AIDS  is  among  the  top  five  causes  of  death  in  20- 
49-year-old  males  and  30-39-year-old  females.  AIDS  is 
the  leading  cause  of  death  among  state  prison  inmates  in 
New  York  State. 

While  the  death  rate  remains  high,  survivorship  ap- 
pears to  be  improving  slightly.  The  percentage  of  homo- 
sexual/bisexual AIDS  patients  who  have  survived  one 
year  or  more  from  date  of  diagnosis  has  increased  from 
43.4%  of  cases  diagnosed  in  1984  to  58.4%  of  cases  diag- 
nosed in  1987.  This  gain  may  be  due  to  earlier  diagnosis  of 
AIDS  and  new,  more  effective  treatment  methods. 

HIV  Seroprevalence 

Since  late  1987,  the  State  Department  of  Health  has 
tested  more  than  620,000  anonymous  blood  samples  for 
HIV  antibodies,  representing  the  most  comprehensive  ef- 
fort by  any  state  to  identify  HIV  infection  rates  and  to  use 
such  data  to  design  and  target  prevention  activities. 
Groups  from  which  blood  specimens  are  being  tested 
blindly  include:  newborns  (women  giving  birth),  family 
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TABLE  I.  Ranking  of  AIDS  Among  the  Five  Leading  Causes  of  Death  by  Population  Group  and  Age,  New  York  State,  1988 


Age 

<1 

1-9 

10-19 

20-29 

30-39 

40-49 

50-59 

New  York  City  Males 

Total 

4 

2 

2 

1 

1 

3 

White 

4 

5* 

1 

1 

1 

3 

Black 

3* 

2 

2 

1 

1 

3 

Hispanic 

New  York  City  Females 

4 

2* 

2 

1 

1 

3 

Total 

2 

1 

1 

3 

White 

3* 

3 

2 

5* 

Black 

5* 

2 

1 

1 

3 

Hispanic 

Rest  of  State  Males 

2 

1 

1 

3 

Total 

4 

3 

4 

White 

4 

5 

5 

Black 

2* 

3 

1 

3 

Hispanic 

Rest  of  State  Females 

1 

2 

1 

1 

4 

Total 

5 

White 

5 

Black 

Hispanic 

4* 

5 

4 

1 

4 

* Tie  with  another  cause  of  death. 


planning  clinic  clients,  sexually  transmitted  disease  clinic 
clients,  people  in  drug  treatment,  state  prison  entrants  and 
homeless  youth  (Table  II).  The  department  also  monitors 
HIV-infection  rates  among  blood  donors,  hemophiliacs, 
military  recruits  and  people  who  voluntarily  seek  HIV 
antibody  testing  through  anonymous  test  sites,  medical 
clinics  and  private  physicians’  offices  (Table  III). 

Rates  of  HIV  infection  within  the  groups  tested  blindly 
vary  significantly,  from  26%,  or  one  in  four  drug  treat- 
ment clients  in  New  York  City,  to  0.5%,  or  one  in  200 
clients  in  family  planning  clinics.  Overall,  the  data  con- 
firm the  higher  risk  of  infection  among  people  who  reside 


in  economically  impoverished  urban  neighborhoods  where 
drug  use  is  prevalent.  Rates  of  HIV  infection  are  also  ele- 
vated among  men  and  women  who  are  being  treated  for 
other  sexually  transmitted  diseases.  In  general,  HIV  in- 
fection rates  are  consistently  higher  among  residents  of 
New  York  City  compared  with  the  rest  of  the  state;  in 
people  between  the  ages  of  20  and  39;  and  among  blacks 
and  Hispanics. 

AIDS  Case  Projections 

The  Department  of  Health  updates  its  AIDS  case  pro- 
jections annually  based  on  the  most  current  and  relevant 


TABLE  II.  HIV  Antibody  Seroprevalence  Among  All  Groups  Tested  in  Blind  Seroprevalence  Studies,  New  York  State,  through 


December  1989 

Tested  Through  December  1988 

Tested  During  1989 

Number 

Positive 

Number 

Tested 

Percent 

Positive 

Number 

Positive 

Number 

Tested 

Percent 

Positive 

Newborn  Infants 

1,964 

298,392 

0.66 

1,822 

283,213 

0.64 

New  York  City 

1,671 

133,603 

1.25 

1,537 

127,415 

1.21 

Rest  of  State 

262 

158,996 

0.16 

260 

150,699 

0.17 

Family  Planning 

65 

12,840 

0.5 

55 

11,570 

0.5 

Clinic  Clients 

New  York  City 

54 

6,476 

0.8 

40 

5,350 

0.8 

Rest  of  State 

11 

6,364 

0.2 

15 

6,220 

0.2 

STD  Clinic  Clients' 

90 

4,039 

2.2 

93 

4,132 

2.3 

Drug  Treatment  Clients^ 

268 

708 

37.9 

443 

1,674 

26.5 

Male  Prison  Entrants 

86 

493 

17.4 

— 

— 

— 

New  York  City 

69 

341 

20.2 

— 

— 

— 

Rest  of  State 

17 

152 

11.2 

— 

— 

— 

Female  Prison  Entrants 

84 

448 

18.8 

— 

— 

— 

New  York  City 

79 

334 

23.7 

— 

— 

— 

Rest  of  State 

4 

97 

4.1 

— 

— 

— 

Homeless  Youth^ 

86 

1,351 

6.4 

51 

1,091 

4.7 

' All  participating  STD  clinics  are  outside  of  New  York  City.  Data  is  for  4th  quarter  only  of  1 988  and  1 989. 

^ All  participating  drug  treatment  clinics  are  in  New  York  City.  Data  from  1988  overrepresent  high  seroprevalence  programs  and  are  not  directly  comparable  to  1989  data. 
^ All  homeless  youth  tested  are  in  New  York  City. 
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TABLE  III.  HIV  Antibody  Seroprevalence  Among  Groups  Tested  With  Their  Knowledge,  New  York  State,  through 

December  1989 


Tested  Through  December  1988 

Tested  During  1989 

Number 

Positive 

Number 

Tested 

Percent 

Positive 

Number 

Positive 

Number 

Tested 

Percent 

Positive 

First  Time  Blood  Donors 

127 

161,768 

0.08 

92 

107,470 

0.09 

Downstate' 

115 

81,519 

0.14 

82 

52,765 

0.16 

Upstate^ 

12 

80,231 

0.01 

10 

54,705 

0.02 

Military  Recruits^ 

393 

111,775 

0.35 

91 

30,525 

0.30 

New  York  City 

304 

35,613 

0.85 

73 

9,993 

0.73 

Rest  of  State 

89 

76,162 

0.12 

18 

20,532 

0.09 

Anonymous  Test  Site  Clients 

6,022 

57,272 

10.5 

4,112 

35,330 

11.6 

New  York  City 

3,991 

26,736 

14.9 

3,564 

23,924 

14.9 

Rest  of  State 

2,031 

30,536 

6.7 

548 

11,406 

4.8 

Medical  Practice 

33,007 

165,572 

19.9 

17,600 

122,022 

14.4 

New  York  City 

24,296 

93,366 

26.0 

11,520 

52,020 

22.2 

Rest  of  State 

8,711 

72,206 

12.1 

6,080 

70,002 

8.4 

Sexually  Transmitted  Disease 

1,050 

8,934 

11.8 

1,265 

13,099 

9.7 

Clinic  Clients 

New  York  City 

880 

4,349 

20.2 

1,032 

5,472 

18.9 

Rest  of  State 

170 

4,585 

3.7 

233 

7,627 

3.1 

Hemophiliacs 

281 

431 

65.2 

' New  York  City,  Long  Island  and  Hudson  Valley  Blood  Services. 

^ Albany,  Syracuse,  Rochester  and  Buffalo  American  Red  Cross  Blood  Services. 

^ An  additional  1 49  recruits  who  tested  negative  are  not  included  due  to  missing  county  of  residence. 

Notes:  Categories  are  not  mutually  exclusive,  some  HIV-infected  individuals  may  be  represented  in  more  than  one  group. 
Sources:  New  York  State  Department  of  Health,  New  York  City  Department  of  Health,  U.S.  Centers  for  Disease  Control. 
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' One  homosexuaitbisexual  and  one  IVDU  are  noi  included  due  to  missing  year  ol  diagnosis 
’’Data  for  1989  are  incomplete. 

'Includes  people  who  have  had  h^erosexual  contact  with  a person  with  AIDS  or  at  risk  for  AIDS  and  people  without  other 
identified  risks  who  were  born  in  countries  in  which  hetersexual  transmission  is  believed  to  play  a major  role 

FIGURE  1.  Adult  AIDS  cases  by  risk  factor,  New  York  State,  December 
31,  1989. 


information  available.  Given  the  uncertainties  of  predict- 
ing the  future  course  of  the  AIDS  epidemic,  the  depart- 
ment has  developed  two  sets  of  five  year  projections,  using 
two  different  approaches  and  modeling  techniques.  One 
set  of  projections,  based  on  historic  trends,  predicts  that 
cumulative  AIDS  cases  will  approximate  77,500  by  the 
end  of  1995.  An  alternative  approach,  which  assumes  that 
female  sexual  partners  of  intravenous  drug  users  may  be- 
come a leading  risk  group  over  the  next  five  years,  projects 
a cumulative  AIDS  case  total  of  100,600  cases  by 
1995. 

This  article  was  adapted  from  AIDS  In  New  York  State 
1989.  For  copies  of  this  report,  call  (518)474-5422,  or 
write  New  York  State  Department  of  Health,  Public  Af- 
fairs Group,  Room  1455,  Corning  Tower,  Empire  State 
Plaza,  Albany,  NY  12237. 


Safe  use  of  capillary  blood  sampling 
devices 

Health  care  workers  should  be  aware  of  a potential  risk 
of  hepatitis  B transmission  associated  with  improper  use 
of  spring-loaded  lancet  devices  in  obtaining  capillary 
blood  samples.  While  the  Department  of  Health  has  not 
received  reports  of  cases  of  hepatitis  B or  other  blood- 
borne  diseases  associated  with  misuse  of  such  devices  in 
New  York  State,  recent  reports  in  the  medical  literature 
underscore  the  importance  of  avoiding  cross  contamina- 
tion when  using  these  units. 

One  such  report  described  an  outbreak  of  16  cases  of 
hepatitis  B associated  with  improper  use  of  a spring-load- 
ed lancet.  Investigation  revealed  that  health  care  person- 
nel were  replacing  the  hemolance,  but  not  the  platform 
after  each  use  which  resulted  in  the  patient’s  exposure  to 
the  previous  patient’s  blood.’ 

When  used  correctly  spring-loaded  lancet  devices  are 
effective  and  safe.  Capillary  blood  samples  are  obtained 
by  finger  or  heel  sticks  using  hand-held  single-use  lancets 
or  automatic  spring-loaded  devices.  These  devices  are  in 
widespread  use  in  hospitals,  clinics  and  private  physicians’ 
offices.  Spring-loaded  devices  typically  have  two  dispos- 
able parts:  the  lancet,  used  to  puncture  the  skin,  and  the 
platform  or  endcap,  used  to  control  the  depth  of  the  punc- 
ture. Health  care  workers  are  generally  aware  of  the  ne- 
cessity to  replace  the  lancet  after  each  use,  but  may  fail  to 
replace  the  platform  or  endcap,  which  may  become  con- 
taminated with  the  patient’s  blood. 

Health  care  workers  using  spring-loaded  lancets  should 
be  instructed  to: 

• replace  the  lancet  and  the  platform  or  endcap  after 
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each  use; 

• always  order  an  equal  number  of  platforms  or  end- 
caps  when  reordering; 

• dispose  of  both  lancets  and  platforms  in  an  appro- 
priate sharps  container; 

• not  use  spring-loaded  lancets  that  do  not  have  re- 
placeable platforms. 

Should  you  become  aware  of  hepatitis  B virus  transmis- 


sion in  association  with  such  capillary  blood  sampling 
units  or  any  medical  device,  please  immediately  report  the 
circumstances  to  the  local  health  department  and  to  the 
Bureau  of  Communicable  Disease  Control,  New  York 
State  Department  of  Health,  at  (518)  474-3186. 
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BOOK  REVIEWS 


THE  WORK  AND  PLAY  OF  WINNICOTT 

By  Simon  Grolnick,  MD.  232  pp.  North- 
vale,  NJ,  Jason  Aronson,  Inc,  1990. 
$25.00  (hardcover) 

Simon  Grolnick,  MD,  offers  us  a trib- 
ute to  D.  W.  Winnicott,  and  a synopsis 
of  his  major  contributions.  Well-versed 
in  contemporary  psychoanalysis  and 
deeply  committed  to  the  study  of  Win- 
nicott’s  ideas.  Dr  Grolnick  brings  an 
impressive  combination  of  rigor  and 
passion  to  his  book.  After  a brief  de- 
scription of  the  cultural  and  analytic 
climate  in  which  Winnicott  worked,  we 
are  taken  on  a tour  of  Winnicottean 
principles,  given  a chapter  describing 
the  mother-and-child  dyad,  and  intro- 
duced to  Winnicott’s  developmental 
lines.  This  is  followed  by  further  de- 
scription of  what  Winnicott  called  “the 
intermediate  world,”  several  chapters 
on  reading  Winnicott  and  applying  his 
ideas  to  clinical  practice,  and  closing 
comments  about  the  future  of  Winni- 
cottean therapy. 

The  Work  and  Play  of  Winnicott 
confronts  the  challenge  inevitable  to  all 
works  of  tribute.  How  does  Dr  Grol- 
nick, the  student,  convey  his  enormous 
respect  without  idealizing  or  reifying 
Winnicott  the  teacher?  Dr  Grolnick 
veers  repeatedly  toward  idealization, 
and  at  one  point  he  even  presents  us 
with  the  paradox  that  “Winnicott  was 
not  always  Winnicott”  (page  174).  Al- 
though this  may  be  an  example  of  the 
author’s  playfulness,  it  also  demon- 
strates a split  between  an  idealized  man 
who  personifies  certain  abstractions, 
and  a beloved  but  imperfect  man.  Nev- 
ertheless, it  is  hard  not  to  admire  Win- 
nicott, whose  compassion  and  wisdom 
are  so  poignantly  captured  in  any  num- 
ber of  quotes  and  vignettes.  Thus,  it  was 
relatively  easy  for  me  to  overlook  Dr 
Grolnick’s  lapses  toward  idealization. 

Throughout  the  book,  we  are  im- 
mersed in  the  concepts  of  play  and 
spontaneity,  as  well  as  the  need  for  a di- 
alectical perspective  which  can  provide 
comfort  and  nurture  our  creativity  in 
the  “intermediate”  realms — between 
reality  and  fantasy,  between  drive  the- 
ory and  self-psychology,  between  the 
unilateral  nature  of  the  therapeutic  re- 
lationship and  the  necessity  for  some 
degree  of  mutuality.  Perhaps  it  is  with 
conscious  attention  to  parallel  process 
that  Dr  Grolnick  creates  a collage  of 


Winnicott’s  ideas,  forcing  the  reader 
away  from  an  obsessive,  intellectual  re- 
lationship with  his  principles  or  devel- 
opmental lines,  and  into  a personal  dia- 
logue with  these  interwoven  concepts. 
This  way  of  presenting  his  material  is  at 
the  same  time  a strength — teaching  by 
example — and  a limitation.  The  reader 
is  not  offered  a critical  analysis  of  each 
of  Winnicott’s  ideas,  nor  is  there  an 
overall  map  which  organizes  the  inter- 
relationships of  these  developmental 
lines. 

The  book  came  together  for  me  in 
chapter  9,  devoted  to  the  practice  of 
therapy.  It  is  as  though  Dr  Grolnick  is, 
in  the  very  structure  of  his  book,  show- 
ing us  again  that  ideas  crystalize  not  in 
the  abstract,  but  in  the  living  interac- 
tion of  therapist  and  patient.  Dr  Grol- 
nick’s writing  takes  on  a particular  clar- 
ity and  poetry  as  he  describes  his  work 
with  patients,  and  it  becomes  quite 
clear  how  the  principles  presented  in  his 
earlier  collage  shape  clinical  interven- 
tions of  great  sensitivity  and  power. 

This  is  an  ideal  book  for  students  of 
theory  and  therapy  who  are  interested 
in  getting  to  know  Winnicott  and  his 
ideas.  It  is  readable,  inviting,  and  pro- 
vides an  excellent  introduction.  More 
generally,  the  book  should  be  useful 
and  interesting  to  all  of  us  who  are  con- 
cerned about  the  interplay  of  early  de- 
velopment and  later  healing,  theory  and 
practice,  patient  and  therapist. 

ERIC  D.  LISTER.  MD 
President,  Exeter  Mental  Health 
Associates 
19  Hampton  Rd 
Exeter,  NH  03833 


BRIEF  THERAPY  APPROACHES  TO 
TREATING  ANXIETY  AND  DEPRESSION 

Edited  by  Michael  D.  Yapko,  PhD.  384 
pp,  illustrated.  New  York,  Brunner/ 
Mazel  Publishers,  1989.  $39.95  (hard- 
cover) 

This  book  consists  of  1 7 chapters  that 
represent  papers  presented  at  the  Mil- 
ton  H.  Erickson  Institute  Conference  at 
San  Diego,  California,  in  the  winter  of 
1988.  The  chapters  were  written  by 
some  of  this  country’s  leading  experts 
on  the  Ericksonian  approach  to  psycho- 
therapy, which  looks  to  hypnosis  and 
other  brief  therapies  to  treat  mental 
disorders. 


Dr  Martin  E.  P.  Seligman,  Professor 
of  Psychology  at  the  University  of 
Pennsylvania,  and  the  “originator”  of 
the  “learned  helplessness”  model  of  de- 
pression, has  written  a concise  and  in- 
teresting chapter  on  predicting  depres- 
sion. Ernest  L.  Rossi,  PhD,  is  the  author 
or  editor  of  14  books  on  various  psycho- 
logical topics.  His  chapter  on  “Con- 
ciousness  . . . .and  the  Mind  Gene  Con- 
nection” attempts  to  add  knowledge  to 
the  field  of  psychobiology.  Russell  A. 
Bourne,  Jr,  PhD,  is  Director  of  the 
Counseling  Center  at  Randolph  Macon 
College,  and  his  chapter  on  treatment 
of  anxiety  and  panic  disorders  clearly 
goes  over  the  Ericksonian  viewpoint.  Dr 
Michael  D.  Yapko,  the  book’s  editor 
and  the  Director  of  the  Milton  H. 
Erickson  Institute  of  San  Diego,  has 
written  a brief  but  interesting  chapter 
on  a seldom  used  treatment  for  depres- 
sion involving  future  orientation.  Rob- 
ert Schwartz,  PsyD,  Director  of  the  In- 
stitute for  Advanced  Clinical  Training 
in  Philadelphia,  discusses  the  treatment 
of  anxiety  and  depression  in  pain  states. 

Generally  the  chapters  are  presented 
in  an  interesting  and  understandable 
fashion.  Enough  background  is  given 
for  the  novice  reader  to  understand  and 
appreciate  the  subject  matter. 

This  type  of  book  gives  a reader  a 
chance  to  enhance  knowledge  in  an  area 
of  psychotherapy  that  is  often  not  fully 
understood.  Those  readers  who  are  in- 
terested in  expanding  their  expertise 
will  probably  find  this  to  be  an  engag- 
ing and  educational  book. 

ALLEN  HERTZ.  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
450  Clarkson  Ave 
Brooklyn,  NY  1 1203 


CHILD  PSYCHIATRY:  A PRIMER  FOR 
THOSE  WHO  WORK  CLOSELY  W ITH 
CHILDREN 

By  R.  Dean  Coddington,  MD,  and  Mol- 
lie  M.  Wallick,  PhD.  254  pp,  illustrated. 
St  Louis,  Mo,  Warren  H.  Green,  Inc, 
1990.  $37.50  (paperback) 

This  book  is  designed,  as  its  senior 
author  states,  to  “aid  the  counselors, 
teachers  and  other  front-line  soldiers” 
(ie,  those  who  work  with  children)  in 
understanding  children  and  their  beha- 
viors. It  is  not  written  for  child  psychia- 
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trists,  highly  trained  psychologists,  or 
social  workers.  Thus  the  authors  have  a 
dilemma — how  to  present  complex  ma- 
terial in  sufficient  authoritative  detail 
and  yet  maintain  the  simplicity  needed 
in  a book  for  relatively  untrained  peo- 
ple. The  dilemma  unfortunately  is  not 
solved.  There  is  a superficial  quality  to 
this  book,  a tendency  for  dogmatic 
statements,  a simplicity  which  in  fact 
may  lead  to  erroneous  concepts. 

R.  Dean  Coddington  is  an  eminent 
child  psychiatrist  who  for  many  years 
was  director  of  child  psychiatry  at  Ohio 
State  University  at  Columbus  and  pro- 
fessor emeritus  of  psychiatry  at  Louisi- 
ana State  University  at  New  Orleans. 
For  this  book  he  has  the  help  of  Mollie 
Wallick,  who  holds  a PhD  degree  in  spe- 
cial education.  Together  the  authors 
have  edited  chapters  by  pediatricians, 
child  psychiatrists,  and  social  workers. 
The  major  portion  of  the  book,  howev- 
er, is  written  by  Dr  Coddington. 

This  primer  is  divided  into  three  sec- 
tions, the  first  an  overview  of  normal 
child  development  from  infancy  and 
early  childhood  to  adolescence.  A chap- 
ter on  families  (William  Sze)  completes 
the  first  section.  The  second  section  of 
this  book  is  designed  to  teach  the  reader 
what  to  look  for  when  assessing  a child, 
and  how  to  recognize  anxiety,  depres- 
sion and  internal  conflict.  Coddington 
believes  that  anxiety  and  depression  are 
key  symptoms  in  childhood.  He  makes 
a clear  distinction  between  depression 
as  a symptom  of  an  adjustment  process 
and  depression  as  an  endogenous  bio- 
logical state.  This  is  an  important  dis- 
tinction, one  with  which  child  psychia- 
trists daily  grapple  and  which  has 
implications  for  reducing  the  reflex  pre- 
scription of  antidepressant  drugs  in 
childhood.  Unfortunately,  the  difficul- 
ty in  making  the  distinction  is  not 
stressed,  resulting  in  an  unrealistic  ex- 
pectation on  the  part  of  child  care  work- 
ers. Coddington  also  rightly  describes 
individual  coping  mechanisms  in  re- 
sponse to  stress  and  he  attempts  to 
quantify  stress  with  a “life-events  scale.” 
The  themes  presented  in  this  section  are 
worthy  of  more  than  a superficial  pre- 
sentation. 

The  final  section  of  the  book  is  a clin- 
ical one,  describing  a spectrum  of  spe- 
cific psychological  disorders  of  child- 
hood, including  mental  retardation, 
attention  deficit  hyperactivity  disorder 
(ADHD)/learning  disability,  conduct 
disorders,  psychophysiological  disor- 
ders, eating  disorders,  developmental 
disorders,  stereotyped  movement  disor- 
ders, pervasive  developmental  disorders 


and  autism,  schizophrenia,  and  sub- 
stance abuse.  This  section  is  a mixed 
one.  Recognizing  the  difficulty  of  pre- 
senting clinical  material  to  a relatively 
untrained  audience,  the  authors  try  to 
do  too  much,  squeezing  complex  con- 
cepts into  a few  pages,  using  dogmatic, 
and  in  some  instances,  such  as  equating 
ADHD  with  learning  disability,  incor- 
rect concepts.  Rather  than  attempting 
to  cover  all  childhood  pathology,  the 
authors  would  have  made  a better  con- 
tribution if  they  restricted  their  materi- 
al to  the  first  two  portions  of  this  book, 
to  normal  development,  to  the  genesis 
of  key  symptoms  such  as  anxiety  and 
depression,  and  to  the  ways  in  which 
children  cope  with  their  experiences. 

ARCHIE  A.  SILVER,  MD 
Department  of  Psychiatry  & Behavioral 

Medicine 
University  of  South  Florida 
Tampa,  FL  33614 

COMPUTER  APPLICATIONS  IN 
PSYCHIATRY  AND  PSYCHOLOGY 

Edited  by  David  Baskin,  PhD.  192  pp, 
illustrated.  New  York,  Brunner/Ma- 
zel,  1990.  $23.95  (hardcover) 

As  the  forenote  to  this  book  states, 
“Psychiatry  is  in  a state  of  flux.”  So, 
too,  is  the  computer  industry,  which 
makes  it  a risky  venture  at  best  to  write 
books  about  the  interface  of  these  two 
rapidly  changing  worlds.  Nevertheless, 
this  book  is  a good  place  to  start  for  the 
novitiate  in  computers  as  well  as  for  the 
clinician  who,  like  this  reviewer,  might 
be  conversant  with  computer  applica- 
tions per  se  but  not  well  versed  in  the 
clinical  applications  of  these  machines 
that  are  so  changing  our  world.  The 
book  is  generally  well-written  and  easy 
to  read.  The  fact  that  each  chapter  ex- 
ists independently  makes  it  a book  that 
can  be  read  in  fits  and  starts  with  no  loss 
of  continuity. 

The  book  deals  with  two  broad  top- 
ics: clinical  applications  of  computers 
and  mental  health  information  systems. 
As  such,  it  should  be  of  interest  to  clini- 
cians as  well  as  to  administrators  who 
have  to  deal  with  large  amounts  of  data 
and  detailed  reporting  requirements. 

I found  the  sections  dealing  with  the 
clinical  use  of  computers  to  be  a useful 
“broad  brush”  introduction  to  what  can 
prove  to  be  a useful  tool.  There  were 
discussions  of  many  aspects  of  the  use 
of  computers  in  the  clinical  setting.  One 
question  that  is  frequently  asked  is 
“how  do  patients  accept  the  use  of  a 
computer  in  the  clinical  setting?”  Hav- 


ing written  and  used  a large  relational 
database  application  that  comprised 
the  entire  clinical  record  for  about  100 
patients  making  multiple  visits  over  a 
period  of  two  years,  I was  interested  to 
find  that  my  experience  was  also  repli- 
cated by  others  in  the  finding  that  there 
was  little  resistance  to  the  use  of  a com- 
puter during  the  interview  process. 

As  one  who  has  started  using  com- 
puter-based test  interpretations  within 
the  past  six  months  (MMPI-2  and 
MCMI-II  through  NCS),  I was  espe- 
cially interested  in  the  material  dealing 
with  this  topic.  Having  personally 
found  these  tests  clinically  useful  (with 
no  special  training  in  psychology),  I 
thought  some  of  the  caveats  a little 
overdone.  However,  the  material  is  pre- 
sented in  a clear,  relevant,  and  clinical- 
ly useful  manner,  and  is  certainly 
worthwhile  reading  for  anyone  even 
considering  the  use  of  these  tests.  The 
tests  are  easily  administered  in  an  office 
or  hospital  setting,  and  can  be  scored  by 
mail  without  ever  touching  a computer, 
or  in  just  a few  minutes  by  phone  with 
the  use  of  a modem  attached  to  a com- 
puter. They  offer  a quick,  inexpensive, 
and  I believe  effective  aid  in  diagnosis 
and  can  help  in  formulating  a treatment 
approach.  I do  not  think  they  are  a sub- 
stitute for  a thorough  psychological 
evaluation  done  by  a competent  psy- 
chologist, and  they  should  not  be 
viewed  as  such. 

The  material  on  computers  as  pa- 
tients and  computers  as  psychothera- 
pists was  interesting.  The  discussion  of 
computer-generated  patient  histories, 
wherein  a patient  sits  at  a computer 
alone  or  with  an  aide,  and  answers  ques- 
tions as  they  appear  on  the  screen,  with 
the  computer  then  generating  a history, 
was  thought  provoking. 

I was  less  satisfied  with  the  portions 
of  the  book  dealing  with  information 
management.  It  would  seem  that  any- 
one with  information  to  manage  seems 
to  believe  that  their  information  is  spe- 
cial and  unique  and  therefore  needs  to 
be  dealt  with  uniquely.  This  invariably 
leads  to  specialized  applications  and 
confusion.  In  my  view,  the  most  effec- 
tive way  to  set  up  and  use  information 
management  systems  and  more  specifi- 
cally, relational  database  systems,  is  to 
start  to  think  of  data  in  terms  of  fields, 
records,  and  files.  Once  these  concepts 
are  absorbed  and  integrated,  the  rest 
follows  easily.  One  of  the  best  ways  to 
absorb  these  concepts  is  to  read  exam- 
ples of  what  others  in  similar  circum- 
stances have  done  to  implement  com- 
puterized handling  of  their  data.  There 
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are  several  good  examples  in  the  book 
of  systems  that  others  have  set  up.  They 
alone  would  justify  reading  the  book 
and  should  prove  worthwhile  to  anyone 
implementing  or  thinking  of  imple- 
menting a computerized  information 
management  system. 

What  the  book  includes,  it  handles 
well.  There  are  some  obvious  omissions 
and  they  are  in  areas  that  portend  much 
change  for  all  of  medicine.  I would  have 
liked  to  see  discussions  of  artificial  in- 
telligence, especially  in  the  areas  of  di- 
agnosis, and  possibly  for  emergency  de- 
partment screenings,  etc.  Compact  disk 
read  only  memory  (CD-ROM),  anoth- 
er new  technology  just  starting  to  have 
an  impact,  holds  the  promise  of  making 
vast  amounts  of  information  instantly 
available.  The  disks  are  similar  to  audio 
CDs,  and  can  contain  about  550  mega- 
bytes each  (about  275,000  typewritten 
pages  on  a single  CD)  at  a manufactur- 
ing cost  of  less  than  $5  each.  At  present 
it  is  possible  to  instantly  access  the  en- 
tire PDR  in  the  office  in  seconds  via 
CD-ROM.  On-line  searching  is  anoth- 
er current  technology  that  makes  it  pos- 
sible to  use  any  computer  to  search  da- 
tabases such  as  the  National  Library  of 
Medicine  via  a modem  and  an  ordinary 
telephone  line.  These  services  are  gen- 
erally not  cheap  to  use  but  offer  consid- 
erable savings  of  time  once  they  are 
mastered. 

Implications  of  computer  usage 
might  have  been  dealt  with  more.  For 
example,  while  I am  an  enthusiastic 
computer  user,  and  see  the  machines  as 
offering  ways  to  do  many  things  to  the 
benefit  of  both  users  and  patients,  there 
are  reasons  to  be  concerned  and  uneasy. 
Medicine  is  becoming  more  and  more 
“cookbook”  every  day,  and  the  burden 
of  proof  in  the  clinical  setting  is  contin- 
ually being  placed  on  the  clinician  to 
justify  any  deviation  from  that  cook- 
book. What  also  is  of  concern  is  that 
once  the  leap  to  electronic  record  keep- 
ing or  even  to  typewritten  records  is  ac- 
complished (effective  optical  character 
recognition  is  not  far  off),  it  becomes  a 
trivial  exercise  for  Big  Brother  to  moni- 
tor clinicians  much  more  closely.  Every 
record  could  be  screened  by  machine 
for  compliance.  The  implications  are 
mind-boggling.  (There  is  a certain  safe- 
ty in  handwritten  records!  Machine 
reading  of  handwriting  appears  to  be  a 
long  way  off  at  this  time.) 

There  will  unquestionably  be  a sig- 
nificant role  for  computers  in  the  future 
of  medicine,  which  includes  psychiatry 
and  psychology,  and  it  is  coming  wheth- 
er or  not  we  are  ready,  and  whether  or 


not  we  like  it  or  want  it.  We  can  only 
hope  that  computers  can  become  useful 
tools  for  clinicians  who  are  trying  to 
help  patients,  and  that  their  use  to  en- 
force cookbook  medicine  can  be  limit- 
ed. Which  way  things  will  go,  if  indeed 
it  is  an  either/or  situation,  is  not  clear 
at  this  time.  What  is  clearer  is  that  very 
significant  directions  will  be  estab- 
lished in  the  not  too  distant  future,  and 
these  paths  will  determine  what  eventu- 
ally happens.  It  will  be  largely  up  to  the 
current  generation  of  clinicians  to  de- 
termine how  that  future  is  shaped.  This 
book  provides  a start. 

ROBERT  SACKS,  MD 
North  Shore  University  Hospital 
300  Community  Dr 
Manhasset,  NY  1 1030 


STRESS  MANAGEMENT:  AN 
INTEGRATED  APPROACH  TO  THERAPY 

By  Dorothy  H.  G.  Cotton,  PhD,  288  pp, 
illustrated.  New  York,  Brunner/Mazel 
Publishers,  1990.  $30.00  (hardcover) 

The  purpose  of  this  book  is  “to  help 
clinicians  from  all  disciplines  to  concep- 
tualize and  control  stress  in  patients 
seen  in  a clinical  setting.”  Dr  Cotton 
has  attempted  to  present  an  integrated 
approach  to  stress  management  as  a 
therapeutic  modality,  with  portions  of 
the  book  describing  this  integrative  ap- 
proach and  suggesting  methods  of 
charting  problems  and  treatment  op- 
tions. In  addition,  the  book  addresses 
stress  issues  particularly  as  they  relate 
to  gender,  with  recommendations  re- 
garding women’s  concerns. 

Dr  Cotton  is  cited  as  having  extensive 
clinical  and  consultative  experience 
and,  based  upon  the  comments  by  the 
series  editor  and  the  editorial  board 
which  is  involved  in  the  book  review 
process,  she  is  a very  well  qualified  au- 
thor. Her  integrated  paradigm  for  as- 
sessing and  treating  stress  is  based  upon 
this  clinical  expertise,  and  is  supported 
by  various  aspects  of  research  in  the 
area.  She  has  written  a general,  read- 
able text  that  offers  practical  informa- 
tion to  the  therapist.  She  includes  crite- 
ria whereby  physicians  might  refer 
patients  for  stress  management  and  of- 
fers insights  to  the  physician  as  to  how 
stress  might  be  affecting  various  as- 
pects of  a patient’s  behavior.  The  au- 
thor also  carefully  outlines  various 
treatments  for  stress  including  physio- 
logic, cognitive,  and  behavioral  ap- 
proaches. Case  studies  offer  a systemat- 
ic presentation  of  three  patients  (two 


females  and  one  male)  included  at  the 
conclusion  of  each  chapter.  These  case 
studies  provide  a means  of  further  dem- 
onstrating the  actions  of  the  therapist 
within  the  context  of  the  author’s  inte- 
grated approach  to  stress  management. 

Easily  readable  and  clinically  appli- 
cable books  on  the  subject  of  stress 
management  are  very  important  to  the 
medical  community.  Stress  manage- 
ment books  frequently  delve  into  exten- 
sive detail  for  more  research-oriented 
practitioners  who  are  experts  in  stress 
management  and  treatment  of  stress- 
related  disorders.  They  are  therefore 
written  at  a level  of  detail  that  is  more 
than  is  required  by  therapists  with  a 
more  clinical  focus,  or  physicians  and 
other  health  professionals  interested  in 
learning  how  stress  may  affect  various 
aspects  of  their  client’s  care.  While  this 
is  a strength  of  the  book,  it  may  also  re- 
quire that  one  seek  other  sources  for 
more  detailed  information. 

The  author  begins  the  book  with  a 
general  overview  of  stress  management 
and  continues  with  definitions  of  stress. 
She  carefully  cites  various  authors  in 
the  field,  offering  their  perspectives. 
She  then  discusses  the  physiologic  as- 
pects of  the  stress  response,  relating 
them  to  cognitive  as  well  as  physiologic 
changes.  The  next  section  addresses 
stressor  related  illness  from  the  per- 
spective of  various  paradigms  (eg,  psy- 
chosomatic) with  particular  emphasis 
on  the  medical  model.  Specific  illnesses 
associated  with  stress  such  as  tension 
headaches  and  arthritis  are  discussed. 
Chapter  4 lists  measurement  approach- 
es from  the  perspective  of  measures  of 
stress,  the  stress  process,  and  means  of 
assessing  physiologic,  cognitive,  and  be- 
havioral responses  to  stress. 

Chapter  5 covers  a major  perspective 
of  the  author’s  regarding  interventions 
for  stress  management.  The  author  re- 
views a cognitive-behavioral  approach 
to  stress  management  with  treatment 
focusing  on  developing  coping  skills 
rather  than  working  only  to  eliminate 
stressors.  Given  that  one  coping  skill 
may  relieve  many  stressors,  or  one 
stressor  may  require  many  coping 
skills.  Dr  Cotton  suggests  a planning 
grid  which  can  be  utilized  to  categorize 
stressors  and  plan  specific  treatment 
strategies.  The  final  four  chapters  of 
the  book  are  concerned  with  actual 
stress  management  therapies  including 
relaxation  therapies;  life  style  manage- 
ment, including  smoking  cessation  and 
alcohol  issues;  and  cognitive  and  behav- 
ioral strategies.  In  each  of  these  chap- 
ters, Dr  Cotton  has  highlighted  major 
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therapies  within  the  field  and  addressed 
them  from  an  overview  perspective.  The 
reader  is  thus  aware  of  the  therapies, 
has  some  perspective  as  to  their  use,  but 
may  not  always  be  privy  to  the  details 
whereby  they  might  be  carried  out. 

The  content  of  the  book  is  accurate, 
with  references  provided  for  each  chap- 
ter. In  some  cases,  further  discussion 
and/or  referencing  of  material,  eg, 
smoking  cessation  literature,  would  be 
helpful  to  readers  interested  in  details 
regarding  particular  strategies  and 
available  resources. 

This  is  a clinically  oriented  book 
written  in  a clear  manner.  The  author 
begins  with  careful  discussion  of  defini- 
tions of  terms  and  paradigms  address- 
ing particular  clinical  interventions, 
making  this  an  appropriate  text  for  the 
physician  with  expertise  in  areas  other 
than  stress  management. 

As  previously  noted,  many  of  the  oth- 
er texts  regarding  stress  management 
are  written  more  from  a research  per- 
spective. Dr  Cotton’s  approach  is  re- 
spectful of  what  research  has  identified 
as  important  to  management,  and  is  fo- 
cused on  clinically  applicable  aspects  of 
care.  The  author  meets  her  stated  ob- 
jective of  aiding  the  therapist  to  recog- 
nize problems  of  stress  and  proposing  a 
model  of  stress  management. 

DEBRA-HAIRE-JOSHU.  PhD 
Washington  University  School  of  Medicine 
33  South  Euclid 
St  Louis,  MO  63108 


TRAUMA  AND  THE  VIETNAM  WAR 
GENERATION:  REPORT  OF  FINDINGS 
FROM  THE  NATIONAL  VIETNAM 
VETERANS  READJUSTMENT  STUDY 

By  Richard  A.  Kulka,  PhD,  William  E. 
Schlenger,  PhD,  John  A.  Fairbank,  PhD, 
Richard  L.  Hough,  PhD,  B.  Kathleen 
Jordan,  PhD,  Charles  R.  Marmar,  MD, 
and  Daniel  S.  Weiss,  PhD.  352  pp.  New 
York,  Brunner/Mazel  Publishers, 
1990.  $19.95  (hardcover) 

This  book  is  valuable  for  the  practi- 
tioner wishing  a better  understanding 
about  post-traumatic  stress  disorders  in 
Vietnam  veterans.  In  1983,  the  United 
States  Congress  mandated  that  a study 
be  conducted  to  examine  the  ongoing 
effects  of  the  Vietnam  war  on  its  veter- 
ans. In  response  to  this  directive,  the 
National  Vietnam  Veterans  Readjust- 
ment Study  (NVVRS)  was  undertak- 
en. This  volume  presents  the  results  of 
the  study.  It  provides  overwhelming  ev- 
idence for  the  existence  and  prevalence 


of  post-traumatic  stress  disorders 
among  Vietnam  veterans.  More  so  than 
any  other  book  published  about  Viet- 
nam veterans  and  post-traumatic  stress 
disorders,  this  one  brings  together  a 
number  of  consultants,  collaborators, 
and  colleagues  who  are  noted  experts 
and  authorities  in  the  field  of  post-trau- 
matic stress  as  it  applies  to  Vietnam 
veterans. 

This  is  an  excellent  publication  for  all 
individuals  who  have  a need  to  know 
more  about  the  effects  of  post-traumat- 
ic stress  disorders.  Mental  health  pro- 
fessionals, physicians,  nurses,  and  even 
lawyers  (who  are  involved  with  legal 
problems)  will  gain  insight  into  the 
problems  experienced  by  this  popula- 
tion. Additionally,  this  publication  pro- 
vides an  excellent  overview  of  those  who 
served  during  the  Vietnam  war,  their 
stress  reaction  symptoms  during  the 
war,  clear  guidelines  for  treating  post- 
traumatic  stress  disorders,  a historical 
insight  into  the  development  of  post- 
traumatic  stress  disorders,  and  differ- 
ential diagnoses  regarding  post-trau- 
matic stress  disorders.  It  also  addresses 
readjustment  problems  that  many  vet- 
erans have  gone  through  during  the  last 
20  years,  including  physical  problems 
that  might  present  to  a health  practi- 
tioner. This  book  also  looks  toward  the 
future  with  some  insights  as  to  where 
we  will  go  with  the  population  that  sur- 
vived the  Vietnam  conflict,  family 
members,  and  children  of  the  survivors 
of  the  Vietnam  war  generation.  Re- 
search that  follows  this  study  should 
address  racial  and  ethnic  differences  in 
postwar  adjustment  and  the  impact  on 
family  systems. 

Perhaps  one  of  the  best  chapters  in 
this  whole  interesting  publication  is  the 
epilogue  offered  in  the  last  chapter.  Dr 
David  Grady,  a decorated  and  twice 
wounded  Vietnam  marine  rifleman,  of- 
fers this  chapter  as  a self-help  guide.  Dr 
Grady  has  done  extensive  professional 
mental  health  work  with  the  Vietnam 
veteran  population  regarding  readjust- 
ment problems.  He  discusses  how  most 
Vietnam  veterans  have  successfully  re- 
adjusted after  their  wartime  experi- 
ence, reviewing  symptomatology  and 
intrusive  thoughts.  He  goes  on  to  dis- 
cuss, in  probably  the  most  comprehen- 
sive manner  ever  presented  in  a publica- 
tion of  this  kind,  treatment  resources 
for  outpatient  clinics,  mental  health 
clinics,  day  hospitals,  and  day  treat- 
ment centers  available  through  the  Vet- 
erans Administration,  the  Disabled 
American  Veterans,  and  the  Paralyzed 
Veterans  Association.  He  also  discusses 


in  detail  the  veteran  centers  that  are 
currently  available  and  provides  much 
detail  such  as  addresses,  names  of  con- 
tact individuals,  and  their  phone  num- 
bers. 

This  publication  brings  together  the 
long-awaited  results  of  a study  that  pro- 
vides an  excellent  view  of  the  Vietnam 
war  generation  and  the  effects  of  post- 
traumatic  stress  disorders  among  them. 
It  is  a concise  and  clear  guide  for  men- 
tal health  professionals  and/or  medical 
professionals  requiring  further  under- 
standing of  the  trauma  of  the  Vietnam 
war. 

KENNETH  R.  HARBERT,  MHA 
Director,  Physician  Extender  Services 
Geisinger  Medical  Center 
Danville,  PA  17822 


STRANGERS  AT  HOME:  VIETNAM 
VETERANS  SINCE  THE  WAR 

Edited  by  Charles  R.  Figley,  PhD,  and 
Seymour  Leventman,  PhD.  416  pp.  New 
York,  Brunner/Mazel  Publishers, 
1990.  $26.95  (paperback) 

This  book  brings  together  a multidis- 
ciplinary collection  of  18  essays  and 
studies  that  provide  a remarkable  ex- 
amination of  the  psychological,  social, 
and  economic  aspects  of  Vietnam  veter- 
ans. First  published  in  1980  and  now 
back  in  print.  Strangers  at  Home  con- 
tinues to  provide  observations,  findings, 
and  predictions  that  hold  true  even  to- 
day. 

In  1980,  the  third  revision  of  the  Di- 
agnostic and  Statistic  Manual  of  Men- 
tal Disorders  was  published  by  the 
American  Psychiatric  Association.  In- 
cluded for  the  first  time  in  this  manual 
was  a concept  entitled  “Post-traumatic 
stress  disorder,”  which  was  defined  as  a 
collection  of  stress  reaction  symptoms 
linked  to  some  extraordinary,  highly 
stressful  event,  and  which  was  seen 
most  commonly  in  returning  Vietnam 
veterans.  After  the  first  edition  of 
Strangers  at  Home  was  published,  a 
number  of  historical  events  occurred 
that  brought  together  Vietnam  veter- 
ans for  the  first  time  in  the  five  years 
since  the  war  had  ended.  It  was  the 
same  year  that  the  Veterans  Adminis- 
tration made  “post-traumatic  stress 
disorder”  a compensable  medical  con- 
dition, and  additionally  opened  up  a na- 
tionwide system  of  centers  to  counsel 
Vietnam  veterans.  Other  developments 
closely  followed,  including  the  passage 
of  federal  laws  to  ensure  that  Vietnam 
veterans’  rights  in  critical  services  were 
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protected  and  extended. 

This  book  contains  a priceless 
amount  of  knowledge  regarding  the 
war  and  the  Vietnam  veteran.  It  in- 
cludes, for  example,  oral  history  by 
Clark  Smith  describing  the  stress  and 
the  day-to-day  living  conditions  of  the 
Vietnam  veteran.  It  also  reviews  how 
other  war  veterans  have  been  treated 
since  the  beginning  of  time  in  a chapter 
called  “The  Victors  and  the  Van- 
quished” by  Willard  Waller.  It  goes  on 
to  talk  about  how  veterans  become  im- 
migrants in  their  own  native  land  after 
returning  home  from  fighting  in  foreign 
countries.  Other  excellent  chapters  in- 
clude John  Wilson’s  chapter,  “Conflict 
Stress  and  Growth;  The  Effects  of  War 
on  Psychosocial  Development  Among 
Vietnam  Veterans,”  which  describes 
the  Forgotten  Warrier  project  which 
was  funded  by  the  Disabled  American 
Veterans  and  started  Dr  John  Wilson 
on  a ten-year  research  data  base  on 
Vietnam  veterans  and  the  effects  of  the 
war  among  Vietnam  veterans.  The  last 
two  chapters  of  this  vital  and  important 
book  were  written  by  Dean  Philips,  a 
long-time  advocate  for  veterans’  rights, 
and  himself  a decorated  combat  Viet- 
nam veteran.  It  is  ironic,  perhaps,  that 
Dean  is  no  longer  with  us,  having 
passed  away  in  1985  from  a non-Hodg- 
kin’s  lymphoma  which  many  believe 
was  linked  to  Agent  Orange  to  which  he 
was  exposed  in  Vietnam.  Dean  Philips 
was  a major  force  behind  the  scenes 
within  the  Veterans  Administration. 
His  work  resulted  in  several  major  pro- 
grams for  Vietnam  veterans.  It  seems 
only  fitting  that  Dr  Charles  Figley  and 
Dr  Seymour  Leventman  have  dedicat- 
ed this  second  edition  of  Strangers  At 
Home  to  Dean  K.  Philips. 

This  text  is  an  important  and  valu- 
able analysis  of  governmental  and  insti- 
tutional responses  to  the  returning  vet- 
erans and  their  psychosocial,  economic, 
political,  and  ideologic  perspectives,  not 
only  in  the  war  but  also,  more  impor- 
tantly, when  they  returned  home.  It 
provides  a powerful  look  at  the  psycho- 
logical complexity  and  brutality  of  the 
Vietnam  war  as  it  is  seen  through  the 
eyes  of  its  participants. 

This  text  is  an  absolute  must  for  any 
health  practitioner,  social  worker,  and/ 
or  other  allied  health  individuals  who 
may  be  working  with  Vietnam  veterans, 
particularly  with  Vietnam  veterans  in 


therapy.  It  also  will  allow  the  practi- 
tioner to  have  a clear  understanding  of 
how  to  deal  with  history  gathering,  psy- 
chosocial assessment,  and  understand- 
ing the  veteran’s  perspective  of  what  it 
felt  like  to  live  through  the  Vietnam 
war.  This  text  has  become  the  classic  of 
the  Brunner/Mazel  Psychosocial 
Stress  Series  and  should  be  thought  of 
as  a must  for  any  practitioner  dealing 
with  Vietnam  veterans. 

KENNETH  R HARBERT,  MHA 
Director 

Physician  Extender  Services 
Geisinger  Medical  Center 
Danville,  PA  17822 

HEALING  AND  RESTORING:  HEALTH 
AND  MEDICINE  IN  THE  WORLD’S 
RELIGIOUS  TRADITIONS 

Edited  by  Lawrence  E.  Sullivan.  468 
pp.  New  York,  Macmillan  Publishing 
Co,  1989.  $35.00  (hardcover) 

Medicine  reflects  the  culture  of  the 
people  among  which  it  evolves.  Tradi- 
tions of  medical  care  vary  with  the  be- 
liefs and  cultural  assumptions  of  the 
people.  Religious  customs  and  beliefs 
are  intimately  linked  with  the  evolution 
of  models  of  health  care.  With  ethnic 
minorities  becoming  more  prominent  in 
the  population  demographics  of  the 
United  States,  physicians  will  certainly 
encounter  more  patients  with  different 
religious  convictions.  Dr  Sullivan  has 
compiled  an  excellent  text  that  will  aid 
medical  practitioners  in  learning  about 
the  religious  aspects  of  culturally  di- 
verse people.  His  text  is  also  a scholarly 
resource  for  students  of  religion. 

Healing  and  Restoring  is  a series  of 
1 5 essays,  each  authored  by  an  academ- 
ic expert,  prefaced  by  an  insightful  in- 
troduction by  the  editor.  Dr  Sullivan 
clearly  states  that  the  subject  matter 
cannot  be  comprehensively  covered  in 
any  single  volume.  Instead,  the  editor 
builds  a mosaic  from  the  contributing 
authors,  linking  history,  creed,  and  cus- 
tom under  the  theme  of  health  and  well- 
being. Case  presentations,  including  a 
psychiatric  assessment  of  an  anxious 
Hindu  woman,  the  use  of  public  tem- 
ples of  Japan  as  a resource  for  pregnant 
Shinto  women,  the  interface  of  depres- 
sion, meditation,  and  possession  in  Sri 
Lanka,  provide  clinical  relevance.  The 
chapters  cover  several  broad  areas: 


Buddhism  as  it  relates  to  traditions  of 
life  cycle  in  China  and  of  contemporary 
health  care  in  Japan;  Hinduism  and 
Ayurvedic  health  care  in  India  and  Sri 
Lanka;  the  historic  and  living  traditions 
of  Islam;  religion  and  healing  in  Ghana 
and  South-Central  Africa;  religious 
cultures  in  the  islands  of  Haiti  and  Ha- 
waii; and  Native  American  traditions  in 
North,  Central,  and  South  America. 
The  interface  of  religion  with  varieties 
of  life  experiences,  such  as  birth,  death 
and  life  passages,  sexuality,  pain,  illness 
and  suffering,  mental  health,  dignity 
and  self-esteem,  is  covered  in  a purpose- 
ful style. 

This  book  is  a sophisticated  text,  re- 
quiring thoughtful  attention  and  care- 
ful reading;  it  is  not  for  the  cursory 
reader  who  might  be  looking  for  an  in- 
troductory anthology.  The  writing  is 
clear  and  concise,  but  often  technical. 
Each  chapter  is  extensively  referenced, 
and  a concise  guide  to  further  reading 
complements  each  chapter  at  the  end  of 
the  text.  In  balancing  brevity  with 
depth,  some  omissions  are  to  be  expect- 
ed. The  religion  and  health  practices  of 
Sikhs  are  not  covered,  nor  are  the  reli- 
gious health  customs  of  the  Jews;  Jain- 
ism is  only  mentioned. 

This  text  is  suitable  for  upper  level 
courses  in  anthropology,  religion,  medi- 
cine, and  nursing;  health  care  providers 
with  humanistic  concerns  for  under- 
standing the  depths  of  the  human  con- 
dition will  surely  benefit  from  reading 
it.  Overall,  it  is  a ready  reference  for  the 
religious  aspects  of  the  biopsychosocial 
model  in  clinical  settings.  It  extends  our 
awareness  beyond  current  medical  in- 
terventions to  an  understanding  of  the 
positive  attributes  of  well-being  and 
healing,  the  psycho-spiritual  aspects  of 
symbol  and  faith,  and  the  cosmologic 
dimensions  of  belief.  This  book  is  well 
suited  for  the  task  of  overcoming  the 
ethnocentric  and  medicocentric  bias  of 
health  care  providers.  It  is  an  aid  to 
melding  the  tenets  of  science  and  medi- 
cine with  the  disparate  beliefs  of  diverse 
people  seeking  health  care.  As  such,  it  is 
a thoughtful,  person-oriented  guide- 
book which  complements  the  techno- 
logic approach  of  modern  medicine. 

R PRASAAD  STEINER.  MD.  MPH 
Associate  Professor 
Department  of  Family  Practice 
University  of  Louisville 
Louisville,  KY  40292 
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AIDS  and  cytomegalovirus-related  appendicitis 

Among  patients  with  AIDS,  an  estimated  90%  will  be- 
come infected  with  cytomegalovirus  (CMV).  AIDS-asso- 
ciated opportunistic  infections  with  CMV  have  been 
shown  to  involve  almost  every  organ  in  the  body.  Lin  et  al 
describe  an  AIDS  patient  who  presented  with  acute,  right- 
sided abdominal  pain,  which  was  diagnosed  as  appendici- 
tis on  laparotomy  {Am  J Med  1990;  89:377-379). 

Microscopic  evaluation  of  the  appendiceal  tissue  was 
remarkable  for  a “striking  proliferation  of  endothelial 
cells,  many  of  which  were  enlarged.”  Intranuclear  and  in- 
tracytoplasmic  inclusion  bodies  characteristic  of  CMV  in- 
fection were  present;  these  stained  positive  for  CMV  on  in 
situ  DNA  hybridization  using  a DNA  probe.  Although  no 
blood  or  appendiceal  cultures  grew  CMV,  a urine  culture 
was  positive.  The  diagnosis  of  CMV  was  further  con- 
firmed by  the  serum  CMV  titer — 1:256  after  removal  of 
the  appendix,  compared  to  a baseline  of  1:8  one  month 
previously. 

Number  of  AIDS  patients  on  Medicaid  is  increasing 

The  “Medicaidization  of  AIDS”  is  a phrase  coined  by 
Green  and  Arno  to  describe  the  trend  of  shifting  payer 
distribution  for  patients  with  AIDS  away  from  private  in- 
surance and  toward  Medicaid  {JAMA  1990;  264: 1261- 
1266).  “The  Medicaidization  of  AIDS  implies  a shift  of 
financial  liability  to  the  public  sector  at  a time  when  re- 
sources are  severely  strained,”  they  conclude. 

The  authors  evaluated  the  financing  of  AIDS-related 
care  in  New  York,  San  Francisco,  and  Los  Angeles  for  the 
period  1983-1988.  There  was  a significant  (p  < 0.001)  in- 
crease in  the  proportion  of  hospital  costs  for  AIDS  pa- 
tients financed  by  Medicaid  and  dramatic  reductions  in 
the  amounts  paid  by  private  insurance.  For  example,  in 
San  Francisco,  the  proportion  of  hospital  costs  for  AIDS 
financed  by  private  insurance  in  1987  was  nearly  half  of 
that  paid  in  1983.  In  all  three  cities,  blacks  and  Hispanics 
were  significantly  {p  < 0.00 1 ) more  likely  to  receive  Med- 
icaid than  whites.  Yet  the  “Medicaidization”  trend  is 
equally  evident  for  all  racial  groups. 

These  findings  raise  the  question  of  access  to  care  for 
AIDS  patients.  As  Medicaid  rates  to  physicians  are  sub- 
stantially lower  than  those  of  private  insurance,  private 
physicians  are  far  less  likely  to  accept  the  lower  rates  and 
thereby  may  be  less,  willing  to  include  AIDS  patients  in 
their  practices.  Green  and  Arno  found  that  AIDS  patients 
on  Medicaid  were  more  likely  to  enter  a hospital  via  the 
emergency  room,  rather  than  via  admission  by  a private 
physician.  In  addition,  Medicaid  recipients  are  more  like- 
ly to  stay  in  public  hospitals.  “In  fact,  the  differences  [in 
admission  to  public  versus  private  hospitals]  are  so  large 
(fivefold  in  New  York;  nearly  60-fold  in  Los  Angeles),” 
state  the  authors,  “as  to  suggest  nearly  distinct  systems  of 
care  depending  on  the  type  of  insurance.” 

Estimates  of  the  lifetime  medical  care  costs  of  treating 
patients  with  AIDS  average  $40,000-$75,000.  Whereas 
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Medicaid  pays  for  nearly  1 1%  of  total  health  care  costs  in 
the  United  States,  it  pays  for  an  estimated  25%  of  the  costs 
of  caring  for  AIDS  patients.  This  creates  an  enormous 
strain  on  the  Medicaid  system. 

Increasing  Medicaid  reimbursements  to  physicians 
could  help  stifle  the  trend  toward  a two-tiered  system  of 
care  in  which  Medicaid  recipients  may  not  have  access  to 
the  quality  of  care  and  the  new  and  experimental  treat- 
ments for  AIDS  that  would  be  available  through  an  of- 
fice-based private  physician. 

Another  contributing  factor  to  the  “Medicaidization” 
problem  is  that  the  debilitating  effects  of  AIDS  frequently 
force  patients  to  give  up  their  employment  and  thus  lose 
access  to  private  insurance.  The  authors  propose  that 
“Policies  designed  to  prevent  the  loss  of  employment- 
based  private  insurance  would  slow  or  reverse  the  trend  to 
public  financing.” 

WHO  embarks  on  vaccination  campaign 

At  the  Children’s  Summit  in  New  York  City  in  Septem- 
ber, the  World  Health  Organization  (WHO)  introduced 
the  Children’s  Vaccine  Initiative,  a program  for  achieving 
vaccination  of  children  worldwide  against  such  deadly  dis- 
eases as  polio,  measles,  and  tetanus  {Nature 
1990;  347:218).  Joined  in  its  efforts  by  the  United  Na- 
tions Development  Programme  and  the  United  Nations 
Children’s  Fund,  WHO  has  established  a minimum  goal 
of  $15  million  per  year  for  ten  years.  The  funds  would 
promote  vaccine  research  and  development. 

The  initiative’s  primary  goals  include  making  existing 
vaccines,  such  as  the  polio  vaccine,  more  heat-stable  and 
affordable,  thereby  making  them  more  readily  available 
to  Third  World  countries.  Other  goals  range  from  devel- 
oping combination,  single-dose  vaccines  that  would  re- 
duce the  number  of  necessary  immunizations,  to  the  de- 
velopment of  new  vaccines  against  diseases  such  as 
diarrhea  and  acute  respiratory  infections. 

Gene  therapy  ushers  in  an  era  of  hope 

There  are  many  diseases,  such  as  diabetes,  Parkinson’s 
disease,  hemophilia,  and  certain  types  of  cancer,  for  which 
gene  therapy  holds  promise  as  a cure,  rather  than  simply  a 
short  term  treatment  that  must  be  repeated  over  and  over 
again  with  uncertain  effectiveness.  The  dream  of  gene 
therapy — replacing  defective  genes  with  normal  replace- 
ment genes  which  can  correctly  control  protein  synthe- 
sis— is  now  a reality. 

The  first  patient,  a four-year-old  girl  suffering  from 
adenosine  deaminase  (ADA)  deficiency,  underwent  gene 
therapy  in  late  September  {Time,  September  24, 1990,  pp 
74-76).  She  received  an  intravenous  infusion  of  cells  con- 
taining healthy  genes  for  ADA,  the  lack  of  which  leaves 
the  body’s  immune  system  vulnerable  to  destruction  by 
toxic  compounds  in  the  bloodstream.  Children  with  ADA 
deficiency,  like  the  famous  “boy  in  the  bubble,”  have  vir- 
tually no  natural  defenses  against  disease,  and  they  usual- 
ly die  in  early  childhood. 

A successful  outcome  of  this  first  trial  with  gene  thera- 
py could  open  the  door  for  further  testing  of  this  experi- 
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mental  mode  of  treatment.  Numerous  obstacles  still  face 
gene  therapy  researchers,  such  as  how  to  ensure  that  the 
genes  are  incorporated  into  the  correct  cells  and  into  the 
right  sites  within  the  genetic  material  of  those  cells,  how  to 
control  the  activity  of  the  replacement  genes  so  they  nei- 
ther overproduce  nor  underproduce  the  target  protein, 
and  how  to  prevent  the  new  genes  from  disrupting  other 
gene  functioning  and  from  activating  cancer-causing  ge- 
netic segments.  The  risks  are  many,  but  the  rewards  could 
be  dramatic.  The  next  proposed  application  of  gene  thera- 
py, now  awaiting  final  approval  by  the  US  Food  and  Drug 
Administration  (FDA),  is  aimed  at  treating  patients  with 
advanced  cases  of  melanoma. 

Warning;  Rapid  strep  A tests  may  not  be  reiiabie 

Rapid  tests  for  diagnosing  group  A beta-hemolytic 
streptococcal  pharyngitis,  although  permitted  on  the  mar- 
ket by  the  Food  and  Drug  Administration  (FDA),  may  be 
“unacceptably  inaccurate”  compared  to  agar  cultures, 
warn  Gerber  et  al  {Pediatrics  1990;  86:457-459).  Most 
such  tests,  which  employ  methods  similar  to  existing,  pre- 
viously approved  technology,  require  only  that  the  manu- 
facturer notify  the  FDA  prior  to  commercial  distribution. 
The  FDA  does  not  evaluate  the  performance  and  accura- 
cy of  these  tests. 

In  1986,  these  authors  evaluated  the  Strep- A-Fluor 
(Bio-Spec  Inc,  Dublin,  Calif)  rapid  diagnostic  test  for 
group  A beta-hemolytic  streptococcal  pharyngitis,  which 
incorporated  a new  enzyme  fluorescence  procedure.  “We 
found  that  the  Strep-A-Fluor  test  was  unacceptably  inac- 
curate when  compared  with  blood  agar  cultures,  and  it 
was  subsequently  removed  from  the  market  as  a test  for 
group  A streptococci,”  the  authors  noted. 

In  this  current  report,  Gerber  and  colleagues  compared 
the  accuracy  of  the  recently  released  Chromagen  (Diver- 
sified Diagnostic  Industries,  Moraga,  Calif)  rapid  test 
with  that  of  blood  agar  plate  cultures.  Chromagen  is  a 
modified  form  of  the  Strep-A-Fluor  test,  using  a colori- 
metric instead  of  fluorometric  end  point. 

Two  swab  samples  were  taken  from  the  posterior  phar- 
nyx  and  tonsils  of  each  of  1 1 1 patients  with  symptoms  sug- 
gestive of  group  A beta-hemolytic  streptococcal  pharyngi- 
tis. One  swab  was  for  the  Chromagen  test,  and  the  second 
swab  was  for  a blood  agar  plate  culture.  The  Chromagen 
test  is  performed  directly  on  the  throat  swab. 

“The  Chromagen  test  had  a sensitivity  of  86%,  specific- 
ity of  27%,  positive  predictive  value  of  70%,  and  negative 
predictive  value  of  50%  when  compared  with  the  blood 
agar  plate  culture.”  The  authors  found  these  results  to  be 
unacceptable,  and  they  caution  physicians  that  the  avail- 
ability of  a rapid  strep  test  does  not  mean  that  the  test  is 
either  FDA  approved  or  accurate. 

Balloon  angioplasty  finds  application  in  gene  therapy 

Balloon  angioplasty,  a technique  used  by  cardiologists 


to  open  elogged  blood  vessels,  is  proving  useful  in  target- 
ing sites  for  gene  therapy  {Science  News  1990;  138:161- 
176).  While  some  cells  containing  healthy  replacement 
genes  can  deliver  their  therapeutic  protein  produets  while 
circulating  in  the  blood  stream,  and  some  cells  can  mi- 
grate on  their  own  to  the  correct  site  of  action,  future  gene 
therapy  procedures  may  require  more  precise  localization 
of  cells  containing  the  replacement  genes. 

Using  balloon  angioplasty  in  pigs,  researchers  inserted 
a catheter  containing  two  uninflated  balloons  into  a blood 
vessel.  Inflation  of  both  balloons  temporarily  blocked  off  a 
short  section  of  the  vessel,  into  which  the  researchers  in- 
jected many  copies  of  an  easily  traced  gene.  The  genes 
entered  the  cells  that  line  the  blood  vessels,  remained  ac- 
tive for  as  many  as  21  weeks,  and  appeared  not  to  travel  to 
other  parts  of  the  body. 

One  example  of  this  procedure’s  potential  utility  would 
be  to  introduce  genes  for  anti-cancer  compounds  into 
blood  vessels  that  feed  tumors.  However,  there  is  skepti- 
cism that  sufficient  gene  activity  is  attainable  in  such  a 
defined  region. 

Cardiac  effects  of  carbon  monoxide  exposure 

High  levels  of  atmospheric  carbon  monoxide  can  pro- 
duce myocardial  ischemia  and  cardiac  dysfunction.  Sheps 
and  colleagues  have  now  demonstrated  that  low  levels  of 
carbon  monoxide  exposure — such  as  experienced  when 
living  in  an  urban  environment,  exercising  in  areas  of  high 
automobile  emissions,  or  working  in  tunnels  or  high  traffic 
areas — can  increase  ventricular  arrhythmias  in  patients 
with  coronary  artery  disease  {Ann  Intern  Med 
1990;  113:343-351). 

This  finding,  based  on  data  collected  from  41  patients 
with  coronary  artery  disease,  mean  age  of  62.8  years,  was 
derived  from  measurement  of  carboxyhemoglobin  in  ve- 
nous blood  and  electrocardiographic  recordings.  Venous 
carboxyhemoglobin  levels  of  4%  and  6%  were  the  target 
levels  for  study.  Signs  of  myocardial  ischemia  have  been 
demonstrated  in  patients  with  coronary  disease  at  carbox- 
yhemoglobin levels  of  2-4%.  In  an  accompanying  editori- 
al, Walden  and  Gottlieb  note  that  pollution  levels  in  New 
York  City  exceed  Environmental  Protection  Agency 
guidelines  about  80  days  per  year  (pp  337-338). 

Sheps  et  al  found  increased  frequency  and  severity  of 
ventricular  premature  depolarization  during  exercise  af- 
ter sufficient  carbon  monoxide  exposure  to  produce  6% 
carboxyhemoglobin  levels.  Four  percent  levels  yielded  no 
increases.  A more  dramatic,  nearly  three-fold  increase  in 
complex  arrhythmias  was  evident.  Cardiac  arrhythmia 
can  result  in  sudden  death,  and  the  relative  risk  for  sudden 
death  is  greatest  during  exercise.  Is  there  a link  between 
carbon  monoxide  exposure,  exercise-related  arrhythmia, 
and  sudden  death?  There  is  as  yet  no  clear  relationship 
between  ventricular  arrhythmias  and  cardiac  mortality. 
Such  a statement,  therefore,  would  require  further  study. 
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Luis  Biempica,  MD,  Bronx.  Died  May 
1990;  age  65.  Dr  Biempica  was  a 1952 
graduate  of  the  Facultad  de  Ciencias 
Medicina  de  la  Universidad  de  Buenos 
Aires,  Buenos  Aires,  Argentina.  He 
was  a Diplomate  of  the  American 
Board  of  Pathology  and  a Fellow  of  the 
American  College  of  Pathologists.  His 
memberships  included  the  New  York 
Pathological  Society,  the  American  As- 
sociation of  Pathologists  & Bacteriolo- 
gists, the  Bronx  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Mortimer  J.  Blumenthal,  MD,  New 

York,  Died  August  5,  1990;  age  69.  Dr 
Blumenthal  was  a 1945  graduate  of  the 
Boston  University  School  of  Medicine, 
Boston,  Massachusetts.  He  was  a Dip- 
lomate of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a Fellow  of 
the  American  Psychiatric  Association. 
His  memberships  included  the  Ameri- 
can Academy  of  Child  & Adolescent 
Psychiatry,  the  American  Psychoana- 
lytic Association,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Laurence  Griffin  Bodkin,  MD.  Larch- 
mont.  Died  July  11,  1990;  age  91.  Dr 
Bodkin  was  a 1924  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Diplomate  of  the  American  Board  of 
Surgery  and  a Diplomate  of  the  Ameri- 
can Board  of  Colon  and  Rectal  Sur- 
gery. He  was  a Fellow  of  the  American 
College  of  Surgeons  and  a Qualified 
Fellow  of  the  International  College  of 
Surgeons.  His  memberships  included 
the  American  Society  of  Colon  and 
Rectal  Surgeons,  the  Medical  Society 
of  the  County  of  Kings,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Arthur  S.  Coriale,  MD,  Utica.  Died  May 
11,1 990;  age  80.  Dr  Coriale  was  a 1 937 
graduate  of  the  University  of  Rochester 
School  of  Medicine-Dentistry,  Roches- 
ter. He  was  a Qualified  Fellow  of  the 
International  College  of  Surgeons.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Medical  So- 
ciety of  the  County  of  Oneida,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Selvan  Davison,  MD,  Bayside.  Died  Au- 
gust 16,  1990;  age  78.  Dr  Selvan  was  a 
1937  graduate  of  the  Faculty  of  Medi- 


cine University  of  Edinburgh,  Edin- 
burgh, Scotland.  He  was  a Diplomate 
of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American 
College  of  Physicians.  His  member- 
ships included  the  New  York  Academy 
of  Medicine,  the  American  Rheuma- 
tism Association,  the  New  York  Coun- 
ty Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Caesar  De  Rostaing,  MD,  Oceanside. 
Died  August  3,  1990;  age  79.  Dr  De 
Rostaing  was  a 1943  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  was  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists.  His 
memberships  included  the  New  York 
Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

William  Engler,  MD.  Miami  Beach, 
Florida.  Died  May  26,  1990;  age  96.  Dr 
Engler  was  a 1926  graduate  of  the 
George  Washington  University  School 
of  Medicine,  Washington,  DC.  His 
memberships  included  the  American 
Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Wilmer  Price  Fitch,  MD,  Mamaroneck. 
Died  August  5,  1990;  age  85.  Dr  Fitch 
was  a 1935  recipient  of  the  Registrable 
Qualification  Granted  By  the  English 
Conjoint  Board.  He  was  a Fellow  of  the 
American  Academy  of  Family  Physi- 
cians. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
Medical  Society  of  the  County  of  West- 
chester, and  the  Medical  Society  of  the 
State  of  New  York. 

Hans  A.  Hartmann,  MD,  New  York. 
Died  August  1 2, 1 990;  age  80.  Dr  Hart- 
mann was  a 1936  graduate  of  the  Medi- 
zinische  Fakultaet  der  Ludwig  Maxi- 
miliams  Universitaet,  Muenchen, 
Bayern,  Germany.  He  was  a member  of 
the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of 
New  York. 

Noemi  G.  Hochman,  MD,  Rochester. 
Died  July  29,  1990;  age  93.  Dr  Hoch- 
man was  a 1925  graduate  of  the  Akade- 
mia  Medyczna  Wydzial  Lekarski, 


Warszawa,  Poland.  She  was  a member 
of  the  Medical  Society  of  the  County  of 
Monroe  and  the  Medical  Society  of  the 
State  of  New  York. 

Saul  P.  Lehv,  .MD,  Delray  Beach,  Flori- 
da. Died  June  24,  1990;  age  82.  Dr 
Lehv  was  a 1930  graduate  of  the  State 
University  of  New  York  Health  Sci- 
ence Center  at  Brooklyn.  He  was  a 
member  of  the  New  York  County  Med- 
ical Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Benjamin  Leighton,  MD,  Phoenix,  Ari- 
zona. Died  April  29,  1990;  age  85.  Dr 
Leighton  was  a 1936  graduate  of  the 
Medizinische  Fakultaet  der  Universi- 
taet Basel,  Basel,  Switzerland.  He  was 
a member  of  the  Nassau  County  Medi- 
cal Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Benjamin  Bernard  Levine,  MD,  New 
York.  Died  August  1,  1990;  age  86.  Dr 
Levine  was  a 1928  graduate  of  the  New 
York  Medical  College,  New  York.  His 
memberships  included  the  New  York 
State  Society  of  Anesthesiologists,  the 
American  Society  of  Anesthesiologists, 
Inc,  the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

Duncan  R.  Me  Cuaig,  MD,  West  Palm 
Beach,  Florida.  Died  July  7,  1990;  age 
87.  Dr  Me  Cuaig  was  a 1926  graduate 
of  the  McGill  University  Faculty  of 
Medicine,  Montreal,  Quebec,  Canada. 
He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Lloyd  Calvin  Peters,  MD,  Binghamton. 
Died  July  29,  1990;  age  67.  Dr  Peters 
was  a 1947  graduate  of  the  McGill  Uni- 
versity Faculty  of  Medicine,  Montreal, 
Quebec,  Canada.  He  was  a Fellow  of 
the  American  College  of  Surgeons.  His 
memberships  included  the  American 
Geriatrics  Society,  the  American  Soci- 
ety of  Abdominal  Surgeons,  the 
Broome  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New 
York. 

Arte  I.  Pierce,  MD,  New  York.  Died 
August  7,  1 990;  age  35.  Dr  Pierce  was  a 
1980  graduate  of  the  University  of 
Michigan  Medical  School,  Ann  Arbor, 
Michigan.  He  was  a member  of  the 
New  York  County  Medical  Society  and 
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the  Medical  Society  of  the  State  of  New 
York. 

Norman  P.  Pleshette,  MD,  New  York. 
Died  July  31,  1990;  age  88.  Dr  Ple- 
shette was  a 1928  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  was  a 
Fellow  of  the  American  College  of  Sur- 
geons and  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
New  York  Obstetrical  Society,  the 
New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Albert  Jay  Ritzmann,  MD,  Brooklyn. 
Died  July  15,  1990;  age  89.  Dr  Ritz- 
mann was  a 1930  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Fellow  of  the  American  College  of 
Surgeons.  His  memberships  included 
the  American  Thyroid  Association,  the 
Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

George  Rose,  MD,  Lake  Worth,  Florida. 
Died  July  18,  1990;  age  85.  Dr  Rose 
was  a 1931  recipient  of  the  Registrable 
Qualification  Granted  by  Scottish  Con- 
joint Board.  His  memberships  included 
the  American  Geriatrics  Society,  the 
American  Academy  of  Family  Physi- 
cians, the  Medical  Society  of  the  Coun- 
ty of  Kings,  and  the  Medical  Society  of 
the  State  of  New  York. 

Patrick  P.  Scarantino,  MD,  Garden 
City.  Died  August  11,1 990;  age  5 1 . Dr 
Scarantino  was  a 1965  graduate  of  the 
State  University  of  New  York  Health 
Science  Center  at  Brooklyn.  He  was  a 
Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology.  He  was  a 
Fellow  of  the  American  College  of  Ob- 
stetricians and  Gynecologists.  His 
memberships  included  the  American 
Fertility  Society,  the  Nassau  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Nathan  Scharf,  MD,  New  City.  Died 
August  6,  1990;  age  75.  Dr  Scharf  was 
a 1940  graduate  of  the  Hahnemann 
Medical  College  of  Philadelphia,  Phila- 
delphia, Pennsylvania.  He  was  a mem- 
ber of  the  Medical  Society  of  the  Coun- 
ty of  Rockland  and  the  Medical  Society 
of  the  State  of  New  York. 


Benjamin  Silberg,  MD,  Lynbrook.  Died 
August  12,  1990;  age  90.  Dr  Silberg 
was  a 1926  graduate  of  the  New  York 
Medical  College,  New  York.  He  was  a 
Diplomate  of  the  American  Board  of 
Pediatrics  and  a Diplomate  of  the 
American  Board  of  Allergy  and  Immu- 
nology. He  was  a Fellow  of  the  Ameri- 
can College  of  Allergists  and  a Fellow 
of  the  American  Academy  of  Pediat- 
rics. His  memberships  included  the 
American  Academy  of  Allergy,  the 
Medical  Society  of  the  County  of 
Queens,  and  the  Medical  Society  of  the 
State  of  New  York. 

John  James  Snodgrass,  MD,  Manhasset. 
Died  August  27, 1 990;  age  70.  Dr  Snod- 
grass was  a 1945  graduate  of  the  Cor- 
nell University  Medical  College,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Radiology  and  a 
Fellow  of  the  American  College  of  Ra- 
diology. His  memberships  included  the 
American  Roentgen  Ray  Society,  the 
Radiological  Society  of  North  Ameri- 
ca, Inc,  the  Nassau  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Joseph  Maurice  Spitzer,  MD,  Scarsdale. 
Died  August  16,  1990;  age  82.  Dr 
Spitzer  was  a 1937  graduate  of  the  Me- 
dizinische  Fakultaet  Rheinischen,  Frie- 
drich Wilhelms  Universitaet,  Bonn, 
Nordrhein  Westfalen,  Germany.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Phy- 
sicians and  a Fellow  of  the  American 
College  of  Chest  Physicians.  His  mem- 
berships included  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Patho- 
logical Society,  the  American  Thoracic 
Society,  the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Samuel  Steigbigel,  MD,  Brooklyn.  Died 
July  24,  1990;  age  91.  Dr  Steigbigel 
was  a 1928  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Kings  and  the  Medical  Society  of  the 
State  of  New  York. 

Francis  C.  Symonds,  MD.  New  York. 
Died  August  9,  1990;  age  64.  Dr  Sy- 
monds was  a 1951  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Diplomate  of  the  American  Board  of 
Surgery  and  a Diplomate  of  the  Ameri- 
can Board  of  Plastic  Surgery.  He  was  a 


Fellow  of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
New  York  Academy  of  Medicine,  the 
American  Society  of  Plastic  & Recon- 
structive Surgery,  the  American  Asso- 
ciation of  Plastic  Surgeons,  the  Ameri- 
can Burn  Association,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Zsolt  Szekely,  MD,  Dunkirk.  Died  Jan- 
uary 1 6, 1 990;  age  46.  Dr  Szekely  was  a 
1969  graduate  of  the  Albert  Einstein 
College  of  Medicine- Yeshiva  Universi- 
ty, Bronx.  He  was  a Diplomate  of  the 
American  Board  of  Radiology.  He  was 
a member  of  the  Medical  Society  of  the 
County  of  Chautauqua  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Joseph  Alan  Tagliamonti,  MD,  Glen 
Cove.  Died  July  26,  1990;  age  50.  Dr 
Tagliamonti  was  a 1 969  graduate  of  the 
Facolta  di  Medicina  e Chirurgia  dell- 
’Universita  di  Bologna,  Bologna,  Italy. 
He  was  a Diplomate  of  the  American 
Board  of  Pathology.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Queens  and  the  Medical  Society  of  the 
State  of  New  York. 

Harvey  Burton  Taterka,  MD,  New  York. 
Died  July  22,  1990;  age  59.  Dr  Taterka 
was  a 1956  graduate  of  the  New  York 
University  School  of  Medicine,  New 
York.  He  was  a Diplomate  of  the  Amer- 
ican Board  of  Ophthalmology  and  a Fel- 
low of  the  American  College  of  Sur- 
geons. His  memberships  included  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York 
County  Medical  Society,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Nathan  Thaler,  MD,  Brooklyn.  Died 
August  12,  1990;  age  88.  Dr  Thaler  was 
a 1928  graduate  of  the  Tufts  University 
School  of  Medicine,  Boston,  Massachu- 
setts. He  was  a Diplomate  of  the  Amer- 
ican Board  of  Otolaryngology  and  a 
Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  American  Academy  of 
Otolaryngology,  the  American  Acade- 
my of  Facial  Plastic  & Reconstructive 
Surgery,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 


— ERRATUM  — 

The  September  1990  issue  of  the 
Journal  incorrectly  reported  the  death 
of  Henry  Greenbaum,  MD,  of  Forest 
Hills,  NY.  The  Journal  regrets  the  error. 
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Don’t  get  “trapped”! 


‘Wo  physician  engage  in  any  dialogue  with  the  PRO 
regarding  quality  issues  or  with  OPMC  with  regard 
to  any  issue  without  the  benefit  of  competent  legal  counsel.  ” 


THE  PHYSICIAN  ADVOCACY  PROGRAM 


is  an  approved  member  benefit  of  the  Medical  Society  of  the  State  of  New  York 


YOUR  MALPRACTICE  INSURANCE  GENERALLY 
DOES  NOT  PROVIDE  THIS  PROTECTION! 


Offered  by 
The  Law  Firm  of 

Kern  Augustine 
Conroy  & Isele,  P.C. 

“ATTORNEYS  TO  THE  HEALTH  PROFESSIONS” 
and 

The  Empire  State 
Medical  Foundation 


FOR  INFORMATION  AND  YOUR 
APPLICATION,  CALL  US,  NOW! 

420  Lakeville  Road 
P.O.  Box  5404 
Lake  Success,  NY  11042 
(516)  326-1880 

8116  Cazenovia  Road 
Manlius,  NY  13104 
(315)  682-6261 


2 PROGRAMS  ARE  OFFERED 


PROGRAM  I - PEER  REVIEW  ORGANIZATION 

Legal  representation  and  medical  expert  case  review  and 
consultation  before  the  PRO. 

PRO  annual  membership  $290.* 

PROGRAM  II  - OFFICE  OF  PROFESSIONAL 
MEDICAL  CONDUCT 

Legal  representation  during  preliminary  investigations 
brought  by  the  New  York  State  Department  of  Health, 
Office  of  Professional  Medical  Conduct. 

OPMC  annual  membership  $55.* 

•Through  8/31/91.  A full  description  of  both  programs  is  on  file  with  the  Medical  Society  of 
the  State  of  New  York,  its  terms  and  limitations  govern 


An  approved  member  benefit  of  the 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 
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PREMARIN* 
is  the  only 
estrogen  proven 
to  prevent 
osteoporosis 
and  r^uce 
fractures 


Relative  risk* 


PREMARIN* 

prevents  postmenopausal 
osteoporosis  and  reduces 
the  risk  of  hip  and  wrist 
fractures  by  as  much  as  62%' 

start  early  and  continue  long-term 
for  maximum  osteoporosis  benefits 


Relative  risk  of  hip  and  wrist  fractures  in  postmenopausal 
women  according  to  duration  of  estrogen  therapy 


0 

0 1-2  3-5  6-9 

Years  of  estrogen  use* 

•Standardized  for  age  group  (50  to  59.  60  to  69.  and  70  to  74  years), 
history  of  hysterectomy,  and  current  use  versus  past  use  of  estrogens 
^Includes  women  using  estrogen  less  than  1 year 
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Adapted  from  Weiss  et  ah 


PREMARIN’ 

(conjugated  estrogens  tablets) 


OSTEOPOROSIS 

The  only  cure  is  prevention 

Estrogens  have  been  reported  to  increase  the  risk  of  endometrial 
carcinoma  in  postmenopausal  women.  Estrogens  should  not  be  used 
in  women  (or  men)  with  any  of  the  following  conditions;  known  or 
suspected  1)  pregnancy,  2)  breast  cancer,  3)  estrogen-dependent 
neoplasia,  4)  undiagnosed  abnormal  genital  bleeding,  5)  active  throm- 
bophlebitis or  thromboembolic  disorders. 

Please  see  brief  summary  of  prescribing  information  on  next  page. 


62%  reduction  in  risk 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 


PREMARIN- 

PREMARIN- 


Brand  of  conjugated  estrogens  tablets.  USP 

Brand  ol  conjugated  estrogens  Vaginal  Cream,  in  a nonliquetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Close  clinical  surveillance  ol  all  women  taking  estrogens  is  important  Adequate  diagnostic  measures 
including  endometrial  sampling  when  indicated  should  be  undertaken  to  rule  out  matignancy  in  all  cases 

01  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding.  There  is  currently  no  evidence  that 
■'natural''  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

Estrogen  therapy  during  pregnancy  is  associated  with  an  increased  risk  ol  congenital  delects  in  the 
reproductive  organs  ol  the  male  and  lemale  ietus,  an  increased  risk  ol  vaginal  adenosis,  squamous-cell 
dysplasia  ol  the  uterine  cervix,  and  vaginal  cancer  in  the  lemale  later  in  lile.  The  1985  DES  Task  Force 
concluded  that  women  who  used  DES  during  their  pregnancies  may  subsequently  experience  an 
increased  risk  ol  breast  cancer  However,  a causal  relationship  is  still  unproven,  and  the  observed  level  ol 
risk  is  similar  to  that  lor  a number  ol  olber  breast  cancer  risk  lactors. 

There  is  no  indication  lor  estrogen  therapy  during  pregnancy  Estrogens  are  inellective  lor  the 
prevention  or  treatment  ol  threatened  or  habitual  abortion 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  ex- 
clusively Irom  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  Irom 
pregnant  mares'  urine  It  contains  estrone,  equilin,  and 
17a-dihydroequilin,  together  with  smaller  amounts  ol 
17a-eslradiol,  equilenin,  and  17a-dihydroequilenin  as 
salts  ol  their  sullate  esters.  Tablets  are  available  in  0 3 mg, 

0 625  mg,  0 9 mg,  1 25  mg,  and  2 5 mg  strengths  ol 
coniugated  estrogens  Cream  is  available  as  0.625  mg 
conjugated  estrogens  per  gram 
INDICATIONS  AND  USAGE:  Moderate-lo-severe  vaso- 
motor symptoms  associated  with  the  menopause  (There 
IS  no  evidence  that  estrogehs  are  ellective  lor  hervous 
symptoms  or  depression  which  might  occur  during 
menopause  and  they  should  not  be  used  to  treat  these 
conditions ) Prevention  and  management  ol  osteoporosis 
(abnormally  low  bone  mass).  Atrophic  vaginilis.  Atrophic 
urethritis  Hypoestrogenism  due  to  hypogonadism,  cas- 
tration or  primary  ovarian  lailure 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is 
indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE 
FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS  USE 
MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED 
WARNING) 

CONTRAINDICATIONS:  Esirogens  should  not  be  used 
in  women  (or  men)  with  any  ol  Ihe  lollowing  conditions 

1 Known  or  suspected  pregnancy  (see  Boxed  Warning), 

2 Known  or  suspected  cancer  ol  Ihe  breast  except  in 
appropriately  selected  patients  being  treated  lor  meta- 
slalic  disease  3 Known  or  suspected  estrogen-depen- 
dent  neoplasia  4 Undiagnosed  abnormal  genital 
bleeding  5 Active  thrombophlebitis  or  thromboembolic 
disorders  6 Estrogen  replacement  therapy  has  not  been 
reported  to  increase  the  risk  ol  thrombophlebitis  and/or 
thromboembolic  disease  However,  there  is  insullicient 
inlormation  regarding  women  who  have  had  previous 
thromboembolic  disease 

PREMARIN  Tablets  and  Vaginal  Cream  should  not  be 
used  m patients  hypersensitive  to  their  ingrediehts 

WARNINGS:  Some  studies  suggest  a possible  increased  incidence  ol  breasi  cancer  in  women  taking  higher 
doses  ol  estrogen  tor  prolonged  lime  periods  The  majority  ol  studies  have  not  shown  an  association  with 
usual  estrogen  replacement  doses  Endometrial  cancer  risk  among  estrogen  users  was  about  4-lold  or  greater 
than  in  non-users,  and  appears  dependent  on  treatment  duration  and  estrogen  dose.  In  patients  on  combined 
estrogen-progestin  therapy,  this  risk  appears  to  be  decreased  (See  PRECAUTtONS  below.) 

Estrogen  therapy  during  pregnancy  is  associated  with  an  increased  risk  ol  letal  congenital  reproductive  tract 
disorders 

A 2 5-told  increase  in  the  risk  ol  surgically  conlirmed  gall  bladder  disease  m womeh  receivihg 
postmenopausal  estrogens  has  been  reported. 

Large  doses  ol  estrogen  such  as  those  used  to  treat  prostate  and  breast  cancer  have  been  shown  to  increase 
the  risk  ol  non-latal  myocardial  ihlarction.  pulmonary  embolism,  and  thrombophlebitis  in  men  This  cannot 
necessarily  be  extrapolated  to  women  However,  to  avoid  theoretical  cardiovascular  risk  caused  by  high 
estrogen  doses,  the  doses  tor  estrogen  replacement  therapy  should  not  exceed  the  recommended  dose 

Blood  pressure  should  be  monitored  with  estrogen  use,  especially  il  high  doses  are  used 

Estrogens  may  tead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metaslases 
PRECAUTIDNS:  The  addition  ol  a progestin  lor  7 or  more  days  ol  a cycle  ol  estrogen  administration 
reportedly  lowers  the  incidence  ol  endometrial  hyperplasia  Studies  ol  endometrium  suggest  that  10  to  13  days 
ol  progestin  are  needed  to  provide  maximal  endometrial  maturation  and  elimination  ol  hyperplastic  changes 
Additionat  risks,  such  as  adverse  ellects  on  carbohydrate  and  lipid  metabolism,  may  be  associated  with  the 
inclusion  ol  progestin  in  estrogen  replacement  regimens.  The  choice  ol  progestin  and  dosage  may  be 
important  in  minimizing  these  adverse  ellects 

Physical  examination  and  a complete  medicat  and  lamily  history  should  be  taken  prior  to  the  initiation  ol 


PREMARIN 

(conjugated  estrogens  tablets) 


The  appearance  of  this  tablet  is  a registered 
trademark  of  Wyeth-Ayerst  Laboratories. 


OSTEOPOROSIS 
The  only  cure  is  prevention 


any  estrogen  therapy  with  special  relerence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  and 
should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than  one 
year  without  another  physical  examination  being  perlormed.  Conditions  inlluenced  by  fluid  retention,  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manileslations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding 
and  mastodynia  Pre-existing  uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  Estrogens  should 
be  used  with  care  in  patients  with  impaired  liver  function,  renal  insufficiency,  or  metabolic  bone  diseases 
associated  witb  hypercalcemia 

The  lollowihg  drug/laboratory  lest  interactions  have  been  reported,  some  only  with  estrogeh-progestin 
combinations  (oral  contraceptives). 

1 Increased  prothrombin  and  lactors  VII,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

2.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  T4  levels  determined  by  column  or  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased, 
reflecting  the  elevated  TBG,  tree  Tj  cohcentration  is  unaltered, 

3.  Impaired  glucose  tolerance 

4 Reduced  response  to  metyrapone  test 

5 Reduced  serum  folate  concentration 

MUTAGENESIS  AND  CARCINOGENESIS:  Long-term,  continuous  administration  of  natural  and  synthetic 
estrogens  in  certain  animal  species  increases  Ihe  frequency  of  carcinomas  of  the  breasi.  cervix,  vagina,  and 
liver 

PREGNANCY  CATEGORY  X:  Estrogens  should  not  be  used  during  pregnancy  See  CONTRAINDICATIONS 

and  Boxed  Warning 

NURSING  MOTHERS:  As  a general  principle,  the  ad- 
ministration of  any  drug  to  nursing  mothers  should  be 
done  only  when  clearly  necessary  since  many  drugs  are 
excreted  in  human  milk 

ADVERSE  REACTIONS:  The  lollowing  have  been  re- 
ported with  estrogenic  therapy:  changes  in  vaginal  bleed- 
ing pattern  and  abnormal  withdrawal  bleedihg  or  flow, 
breakthrough  bleeding,  spotting,  increase  in  size  ol  uter- 
ine libromyomata,  vaginal  candidiasis,  change  In  amount 
ol  cervical  secretion;  tenderness  or  enlargement  of 
breasis.  nausea,  vomiting,  abdominal  cramps,  bloating, 
cholestatic  jaundice;  chloasma  or  melasma  that  may  per- 
sist wheh  drug  is  discontmued,  erythema  multilorme, 
erythema  hodosum.  hemorrhagic  eruption,  loss  ol  scalp 
hair,  hirsutism,  sleepehing  of  corneal  curvature,  intol- 
erance to  contact  lenses,  headache,  migraine,  dizziness, 
mental  depression,  chorea;  ihcrease  or  decrease  in 
weight;  reduced  carbohydrate  lolerahce,  aggravation  of 
porphyria,  edema;  changes  in  libido. 

ACUTE  OVERDOSAGE:  May  cause  nausea  and 
vomiting 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN’  Brand  ol  conjugated  estrogens  tab- 
lets, USP 

1 Grven  cyclically  lor  shorl-lerm  use  only.  For  treatment 
of  moderate-lo-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  atrophic  urethritis  associated  with  the  meno- 
pause (0,3  mg  to  1 25  mg  or  more  daily).  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medica- 
tion should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and 
one  week  oil)  Altempts  to  discontinue  or  taper  medication 
should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically:  Hypoestrogenism  Osteoporosis. 

Hypoestrogenism  due  to;  Female  hypogonadism — 2.5 

mg  to  75  mg  daily  in  divided  doses  lor  20  days  followed 
by  10  day  rest  period,  if  bleeding  does  not  occur  by  tbe 
end  ol  this  period,  the  same  dosage  schedule  is  repeated  Female  castration  or  primary  ovarian  failure — 1.25 
mg  daily,  cyclically.  Adjust  upward  or  downward  according  to  response  ol  the  patient.  For  maintenance,  adjust 
dosage  to  lowest  level  that  will  provide  ellective  control. 

Osteoporosis — 0.625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil). 
PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  shorl-lerm  use  only  For  treatment  of  atrophic  vaginilis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  to  six-month  intervals 

Usual  dosage  range  2 g to  4 g daily,  intravaginally,  depending  on  the  severity  of  Ihe  condilion 

Palienis  with  an  inlaci  uterus  who  are  treated  with  either  PREMARIN  Tablets  or  Vaginal  Cream  should  be 
monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures  taken  to  rule  out  malignancy  in  the  event 
ol  persistent  or  recurring  abnormal  vaginal  bleeding 

Revised  August  21. 1989 


Reference: 

1.  Weiss  NS,  Ure  CL,  Ballard  JH,  el  al  Decreased  risk  of  fractures  ol  the  hip  and  lower  forearm  with 
postmenopausal  use  of  estrogen  A/fng/UMed  1980;303;1195-1198 


W WYETH-AYERST  wyeth-ayerst: 

LABORATORIES  a worldwide  leader 

Philadelphia,  PA  19101  IN  FEMALE  HEALTHCARE  © 1990  Wyeth-Ayerst  Laboratories 
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Are  You  Ready  For  Mandated 
Medicare  Claims  Processing? 

We  Are!  Let  Us  Help  You  Prepare  For  the  90’s! 

Execu-Flow  Systems^  Inc 

Your  Area’s  #1  Medical  Computer  Vendor  Just  Announced 
New  Starter  Systems  For  Under  $300.00  per  month! 

Let  Us  Help  Your  Practice  Prepare  for  the  90’s! 

201-287-9191 

WW  SYSTEMS  INC. 


{continued  from  p 3A) 

its.  New  York  Hilton.  Contact:  Ann  J. 
Boehme,  CMP,  Associate  Director  for 
Continuing  Education,  Long  Island 
Jewish  Medical  Center,  New  Hyde 
Park,  NY  1 1042.  Tel:  (718)  470-8650. 

Dec  6-7.  Update  in  Gastroenterology 
and  Hepatology.  College  of  Physicians 
& Surgeons  of  Columbia  University. 
Contact:  Office  of  Continuing  Educa- 
tion, College  of  Physicians  & Surgeons, 
630  West  168th  St,  New  York,  NY 
10032.  Tel:  (212)  305-3682. 

Dec  13-15.  Operative  Gynecologic  En- 
doscopy. 16  Cat  I Credits.  New  York. 
Contact:  American  College  of  Obstetri- 
cians and  Gynecologists,  409  12th  St, 
SW,  Washington,  DC  20024.  Tel: 
(202)  638-5577. 

AROUND  THE  NATION 


CALIFORNIA 

Dec  6-9.  American  Back  Society  Fall 


Symposium  on  Back  Pain.  I8V2  Cat  I 
Credits.  San  Francisco  Marriott  Hotel. 
Contact:  Aubrey  A.  Swartz,  MD,  Exec- 
utive Director,  American  Back  Society, 
2647  East  14th  St,  Suite  401,  Oakland, 
CA  94601.  Tel:  (415)  536-9929. 

Dec  7-9.  Advanced  Seminars  in  Diag- 
nostic Imaging.  18  Cat  I Credits.  Ritz- 
Carlton  Resort  Hotel,  Laguna  Niguel. 
Contact:  Dawne  Ryals,  Ryals  & Asso- 
ciates, PO  Box  1925,  Roswell,  GA 
30077.  Tel:  (404)  641-9773. 

Dec  8-9.  Stabilization  & Management 
of  the  Critically  111  Child.  8'/2  Cat  I 
Credits.  Hyatt  Regency  Hotel,  San 
Francisco.  Dec  13-14.  New  Ideas  on 
Common  Retinal  Disorders.  Grand  Hy- 
att on  Union  Square,  San  Francisco. 
Contact:  Extended  Programs  in  Medi- 
cal Education,  Room  C-124,  University 
of  California,  San  Francisco,  CA 
94143.  Tel:  (415)  476-4251. 

COLORADO 

Dec  15-22.  Current  Issues  in  Medicine. 
Lionsquare  Lodge,  Vail.  Contact:  Pro- 


fessional Seminars,  Inc,  PO  Box 
012318,  Miami,  FL  33101.  Tel:  (305) 
547-6411. 


AROUND  THE  WORLD 


ISRAEL 

Dec  16-20.  Third  International  Sympo- 
sium on  Noninvasive  Cardiology.  Tel 
Aviv.  Contact:  Third  International 
Symposium  on  Noninvasive  Cardiolo- 
gy, PO  Box  50006,  Tel  Aviv  61500,  Is- 
rael. Tel:  (03)  654571. 

ST  MAARTEN 

Dec  4-9.  20th  Annual  Pediatric  Post- 
graduate Course,  Pediatric  Update 
1990.  15  Cat  I Credits.  Mullet  Bay  Re- 
sort & Casino,  St  Maarten,  Nether- 
lands, Antilles.  Contact:  Ann  J. 
Boehme,  CMP.  Associate  Director  for 
Continuing  Education,  Schneider  Chil- 
dren’s Hospital  of  LIJ,  New  Hyde 
Park,  NY  1 1042.  Tel:  (718)  470-8650.  □ 
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EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  - Internal  Medicine  — Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for  Service  Income  Potential 
Professional  Liability  Insurance -Excellent  Health, 

Life  and  Disability  Insurance  for  Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 
Glenn  W Fanner  Catherine  M.  Dawson 

Director  Assistant  Director 

1-800-527-2145 

EGSl  • 1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 214/761-9200 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED  to  perform  physical  ex- 
aminations in  no  fault,  worker's  compensation, 
tort  and  liability  cases.  Must  be  N.Y.S.  licensed 
and  board  certified.  Orthopedists,  Neurolo- 
gists and  all  other  specialties.  Upstate  and 
downstafe  doctors  needed.  Send  reply  with  re- 
sume to  Dept.  495  c/o  NYSJM,  will  respond. 

GYNECOLOGIST  wishing  to  slow  down  and  asso- 
ciate with  gynecologist.  No  abortions  or  ob- 
stetrics. Excellent  guaranteed  income.  Con- 
trolled busy  gynecological  practice  with 
exchange  time  off.  Surgery  optional.  Water- 
town,  NY.  Credentials  and  qualifications  nec- 
essary. Reply  Dept.  496  c/o  NYSJM. 


POSITIONS  WANTED 


PHYSICIAN-EPIDEMIOLOGIST,  MPH,  Board  Cer- 
tified, years  Primary  Care  practice,  publica- 
tions, 30s;  seeks  position  devoting  75%  or 
more  time  to  research  activities.  Reply  Box 
535,  Lanham,  Maryland  20706. 


PRACTICES  AVAILABLE 


ACTIVE  UROLOGICAL  PRACTICE  in  lower  West- 
chester available  for  sale.  Send  inquiries  to: 
S.  Tech,  405  Tarrytown  Road,  Suite  407,  White 
Plains,  NY  10607. 

FOR  SALE:  Lucrative  Park  Avenue,  N.Y.C.  Pediat- 
ric Practice.  Fligh  annual  gross.  Suitable  for 
two.  Patient  list,  good  will,  office  lease,  equip- 
ment, furnishings.  Reply  Dept.  497  c/o  NYSJM. 

FOR  SALE:  Completely  furnished  and  equipped 
medical  practice  in  Upstate  New  York,  four  sea- 
sons, excellent  recreation  facilities,  excellent 
schools.  Will  sell  building  and  all  equipment 
and  turn  over  files.  Will  introduce.  Terms  to 
suit.  Harold  J.  Luria  Collect  518-792-7171. 


EQUIPMENT 


BENNETT  MAMMOGRAPHY— 3 years  old,  Model 
M-3000DCF,  300  MA  generator,  Microfine 
Tube  11^  years  old,  mags.  Biopsy  Localizer, 
Spot  Compression  Cup,  excellent  condition! 
Asking  $11  K,  (516)  758-1800. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  East  73rd  St.. 
N.Y.C.  Lexington  Professional  Center,  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service;  receptionist.  Mail  service; 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 

MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  for  sale.  (516)  868-4070. 

PROFESSIONAL  OFFICE  TO  SHARE,  Prime  Lo- 
cation. Luxurious  spacious  and  fully  equipped 
office  in  new  professional  building,  suitable 
for  medical  or  surgical  specialist.  Located  in 
Cedarhurst,  New  York,  one  of  the  prestigious 
Five  T owns  of  Long  Island’s  South  Shore.  Con- 
tact Office  Manager  at  (516)  791-1900. 

VALLEY  STREAM,  LONG  ISLAND,  South  Shore, 
Nassau  County:  Home/Office,  large  New  En- 
glander, 9 room  cornerplot  with  attached  4 
room  professional  suite.  Ideal  location  for 
both  family  living  and  medical  practice.  Beau- 
tiful residential  neighborhood.  Convenient  to 
Nassau  County,  Queens/ Brooklyn  hospitals. 
$240,000.  Call  (516)  379-6189. 

PROFESSIONAL  HOME/OFFICE  COMBINATION, 

Monroe,  NY.  4,000  sq.  ft.,  1.2  acres,  1/2  mile 
from  center  of  town.  Oak  floors,  completely  re- 
furbished kitchen,  redwood  exterior,  new  large 
deck,  custom  built  fireplace,  2 full  baths,  3 half 
baths,  central  air.  Asking  $274,000,  call  (914) 
783-0473  leave  message. 

EXCELLENT  BUILDING  FOR  SALE  in  Locust  Val- 
ley, Long  Island.  NY.  Suitable  for  four  doctors 
or  two  doctors.  Off  street  parking,  leases  are 
running  out.  Listed  with  R.  E.  brokers  for 
$750,000.  Will  listen  to  offers.  Call  (516)  671- 
6312  or  write  Michael  Schiraldi,  6 Ryefield 
Road,  Locust  Valley,  NY  11560. 

MANHATTAN  OFFICE  TO  SHARE.  Sublease, 
own  consultant  and  exam  room  in  beautifully 
renovated  Murray  Hill  office.  Lobby  entrance, 
doorman,  dale.  Prefer  primary  care  physi- 
cian, 3 to  5 sessions  per  week.  Available 
November  1 st.  Call  Doctor  Baron  at  (2 1 2)  48 1 - 
0781  or  (212)  420-1805. 


SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


FOR  RENT:  Large,  elegant  psychotherapy  office 

available  immediately.  Prime  location  (68th  and 
Madison),  doorman  building,  spacious  waiting 
room,  low  rent.  Call  (212)  757-2933. 


SMITHTOWN  MEDICAL  BUILDING  for  sale  by 
owner.  Ideal  for  M.D.,  free  standing,  parking. 
85  X 118,  newly  renovated,  handicapped  ac- 
cessible, prime  professional  location.  Priced 
below  market,  a relocation  sale.  Best  offer  over 
$289,000  accepted.  Call  (516)  232-0052. 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S 
Asher,  J.D.,  M.P.A.,  in  health,  former  Director 
Professional  Conduct,  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure.  Narcotic 
Control.  Medicaid,  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. , Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 


TIE  RACK  CORPORATE  GIFT  SERVICE— The 

world’s  leading  neckwear  retailer,  with  over  247 
stores  worldwide,  is  offering  an  effortless,  one 
stop,  holiday  shopping  service.  No  sizes  or 
long  lines  to  worry  about.  Extra-special  per- 
sonalized attention  while  choosing  from  our 
tremendous  variety  of  ties,  scarves,  wraps  and 
accessories.  All  purchases  beautifully  gift 
wrapped  at  no  extra  cost.  Inquire  about  our 
corporate  discount.  Call  1 -800-882-Ties. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid/medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician’s  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C.,  Attorneys  at  Law, 
One  Madison  Avenue.  New  York,  N Y.  10010. 
212-213-8484. 
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MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  reiating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS's  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 


MEDICAL  TRANSCRIPTION — Nassau  County. 
25  years’  experience.  Thorough  knowledge  of 
medical  terminology  including  following  special- 
ties: Cardiology,  Endocrinology,  Neurology, 

Cphthalmology,  Crthopedics,  Pathology,  Radi- 
ology, Rheumatology.  IBM  Wordprocessing. 
Patient  chart  notes,  in-office  tests,  consultation 
letters.  Phone-in  dictation  available.  Call 
Wordbusters  (516)  333-3040. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General’s  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours.  (212)  621-7776-24  hours. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice.  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avenue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  212-661-8070. 


POLATSEK  AND  SCLAFANI— Specializing  in 
Professional  Misconduct  Proceedings,  Initial  Li- 
censure Applications,  Medicare  and  Medicaid 
Proceedings,  Narcotics  Control  Litigation  and 
Hospital  Privilege  issues.  Neal  S.  Simon  of  the 
firm  is  a former  prosecutor  with  the  New  York 
State  Office  of  Professional  Discipline  and  Med- 
ical School  General  Counsel.  Leonard  A.  Scla- 
fani  of  the  firm  is  former  Deputy  Chief  of  the 
United  States  Attorney’s  Office  for  the  Eastern 
District  of  New  York.  For  a consultation,  please 
contact  Neal  S.  Simon  at:  275  Madison  Ave- 
nue, Suite  903,  New  York,  New  York  10016, 
(212)  696-9880. 


MEDICAL  DIRECTOR 


The  O’Connor  Division  of  the  Mary  Imogene  Bas- 
sett Hospital,  located  in  Delhi,  New  York  is  seeking 
a Medical  Director.  TTiis  Physician  will  provide  leader- 
ship and  administrative  support  to  the  Medical  Staff 
of  the  28  bed  hospital  and  maintain  his  or  her  own 
Clinical  responsibilities  in  a busy  practice  setting.  The 
successful  candidate  will  be  an  experienced  clinician 
with  significant  administrative  background. 

The  Mary  Imogene  Bassett  Hospital  located  in 
Cooperstown,  New  York  is  a major  teaching  affiliate 
of  Columbia  University  and  is  a multi-  specialty  group 
practice  which  provides  primary  and  tertiary  care  to 
a 10  county,  predominantly  rural  region  of  upstate 
New  York,  including  our  own  network  of  16  commu- 
nity practices  and  the  C’Connor  Division  in  Delhi. 
We  offer  a competitive  base  salary,  a liberal  fringe 
benefits  package  and  academic  appointment.  Please 
send  C.V.  and  correspondence  to; 


John  E.  Fraser 
Medical  Staff  Recruiter 
Mary  Imogene 
Bassett  Hospital 
1 Atwell  Road 
Cooperstown,  NY  13326 
(607)  547-3527 
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MISCELLANEOUS— CONT’D 


MISCELLANEOUS— CONT’D 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD’s  for  over  10  years.  Toll-free  (800) 
241-6905. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings.  Hospital  Privileges, 
Malpractice  Defense,  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720, 

PORTABLE  RADIOLOGY  SERVICE:  abdominal 
+ pelvic  ultrasound,  cardiac  echos  including  2D 
-F  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 

SHAPIRO  & BYRNE,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedings  and 
other  matters  affecting  the  professional  life  of 
physicians.  55  Mineola  Blvd.,  Mineola,  N.Y. 
(212)  514-5755,  (516)  877-1055. 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  1 1021 
(516)  773-3322. 


LEGAL  MEDICAL  PROBLEMS.  We  represent 
medical  providers  in  the  defense  of  medical  alle- 
gations such  as  overbilling,  suspension,  Article 
78  proceedings  and  all  related  matters  dealing 
with  NYS  Dept,  of  Social  Services,  Medicaid. 
Reasonable  fees,  free  consultation.  Bushin 
and  Rosman,  Esqs.,  3472  Broadway,  New 
York,  NY  10031.  (212)  368-0002. 


COUNSEL  FOR  OFFICE  OF  PROFESSIONAL 
MEDICAL  CONDUCT  MATTERS— Advocacy 
in  most  professional  conduct  matters  requires 
an  understanding  of  medicine  and  the  nuances 
of  the  daily  practice  of  medicine.  Don’t  rely 
upon  a lawyer  friend  or  an  attorney  handling 
your  general  business,  real  estate  or  tax  mat- 
ters. We  regularly  defend  physicians  in  medical 
malpractice  actions  at  the  request  of  three  of 
the  largest  medical  malpractice  insurance  com- 
panies in  New  York.  Feldman  & Kleidman, 
Esqs.,  153  Main  Street,  Fishkill,  New  York 
12524  (914)  897-5199. 
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MISCELLANEOUS— CONT’D 


CERTIFIED  PUBLIC  ACCOUNTANT  Specializing 
in  Medical  Practices,  Tax  planning  and  prepa- 
ration; complete  accounting  services.  Darlene 
Mason,  C.P.A.,  M.S.T.,  350  Theodore  Fremd 
Ave..  Rye,  NY  10580.  Cali  (914)  925-2657. 

COLLECTIONS:  Avoid  collection  agencies. 

Deal  directly  with  experienced,  qualified  collec- 
tion attorneys  sensitive  to  the  needs  of  health 
care  providers.  Discreet,  effective,  profes- 
sional service.  Levenberg  & Badner,  114  Old 
Country  Road,  Mineola,  NY  11501,  (516)  248- 
8900. 

GOLDBERG  & INGBER,  P.C.,  ATTORNEYS  AT 
LAW.  Currently  expanding  its  tax.  probate, 
pension  plan  and  collection  litigation  practice  to 
include  medical  collections.  Senior  partner  has 
written  and  lectured  extensively  for  the  legal, 
accounting  and  medical  profession.  666  Old 
Country  Road,  Suite  306,  Garden  City,  New 
York  11530,  (516)  222-0422. 

GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals,  Professional 
Corporation  set-ups  and  dissolutions,  legal 
representation  on  practice  transfers,  employ- 
ment and  partnership  agreements.  Manhattan 
and  Nassau  offices.  (212)  967-1404  & (516) 
565-6260. 
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Doctor . . 

Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 
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For  the  brain/bowel  conflict  of  IBS* 


Specify 

Adjunctive 


Antianxiety 

Antisecretoiy 

Antispasmodic 


Each  capsule  contains  5 mg  chlordiazepoxide  HCl  and  2.5  mg 
clidiniixm  bromide. 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 
"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCl  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants,  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating 
machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Withdrawal  symptoms  of  the  barbiturate  type  have  occurred 
after  discontinuation  of  benzodiazepines  (see  Drug  Abuse  and 
Dependence) . 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  ataxia,  oversedation,  confusion  (no 
more  than  2 capsules/day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if  combination 
therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such 


as  MAO  inhibitors,  phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ  usual  precautions 
in  treating  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagulation  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established.  Inform  patients  to  consult  physician 
before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When  chlordi- 
azepoxide HCl  is  used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated;  avoidable  in  most  cases 
by  proper  dosage  adjustment,  but  also  occasionally  observed  at 
lower  dosage  ranges.  S3mcope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  patterns 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occa- 
sionally with  chlordiazepoxide  HCl,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  typical  of  antichoUnergic 
agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy, 
constipation.  Constipation  has  occurred  most  often  when  Librax 
therapy  is  combined  with  other  spasmolytics  and/or  low  residue 
diets. 

Drug  Abuse  and  Dependence:  Withdrawal  S3miptoms  similar  to 
those  noted  with  barbiturates  and  alcohol  have  occurred  following 
abrupt  discontinuance  of  chlordiazepoxide;  more  severe  seen  after 
excessive  doses  over  extended  periods;  milder  after  taking  contin- 
uously at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully 
supervise  addiction-prone  individuals  because  of  predisposition  to 
habituation  and  dependence. 

PI  0288 


Roche  Products 


Roche  Products  Inc. 
Manatl,  Puerto  Rico  00701 


In  IBS/  when  it's  brain  versus  bowel, 


NY 

Tb  insist  on 
the  brand, 
be  sure  to 
initial 
“d.a.w." 
in  the  box 
on  your 
prescription. 


IT'S  TIME 
FOR  THE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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POTT’S  DISEASE  IN  URBAN 
POPULATIONS 

VIOLENT  PATIENTS  IN  A 
GENERAL  HOSPITAL 

MULTIPLE  ADDICTIONS:  CO- 
SYNCHRONOUS  USE  OF 
ALCOHOL  AND  DRUGS 

CENTRAL  NERVOUS  SYSTEM 
MALIGNANCIES  IN  CHILDREN 


DISSEMINATED  INFECTION 
CAUSED  BY  FUSARIUM 
SOLAN! 

LUNG  CARCINOMA 
PRESENTING  WITH 
SPONTANEOUS 
PNEUMOTHORAX 

UPPER  AIRWAY 
OBSTRUCTION  DUE  TO 
KAPOSI’S  SARCOMA  IN  AIDS 


‘Recent  research 
has  delineated  ^ ^ ^ 
early,  more  subtle 
changes  in  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection 

Am  fam  Phys  1987;36:133-140 


Pulvutes*’; 
250  mg  ’ 


cefaclor 


£ Established  therapy 

y for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptibie  strains  of  indicated  organisms 


Brief  Sammary. 

CoflSBlt  Hie  package  literature  for  prescriliuig  iuformatlofl. 
Indication:  Lower  respifatory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemopfiilus  influenzae,  and  Streptococcus  pyogenes 
(group  A g-hemolytic  streptococci). 

Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS 
PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYUOdS. 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  coiilis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  In  the  event  of  allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointesbnal 
disease,  particularly  coiibs. 

• Safety  and  effectiveness  have  not  been  determined  in 
pregnancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother  s milk.  Exercise  caution 
in  prescribing  for  these  patients 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacbons  have  been  reported  in  about 
15%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs' 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serun-sickness-ltke  reactions  have  been  reported 
with  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  lymphadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  Hie  reaction.  While 
further  investigation  is  ongoing,  serum-sickness-fike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor  Such  reactions  have  been 
reported  more  frequemiy  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy:  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization  = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  dre  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  repwed. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patiems  with  a history  of 
penicillin  allergy 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibiotic  treatment. 

• As  wiHi  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepatitis  and  cholestatic  jaundice 
have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophilia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  reversible 
interstitial  nephritis. 

Atoormalities  in  lat^tory  results  of  uncertain  etioloQy. 


• Slight  derations  in  hepatic  enzymes. 

•Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increased  prothrombin  time  with  or 
without  clinical  bleeding  in  patients  receiving  Ceclor 
and  Coumadin  concomitantly 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creafinine 

• Posibve  direct  Coombs'  test. 

• False^positive  tests  for  urinary  glucose  with  Benedict's 
or  FehlingS  solution  and  Clinitest*^  tablets  but  not  with 
Tes-Tape^  (glucose  enzymatic  test  strip.  Lilly). 
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APPitionai  information  available  to  the  profession 
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MEDICAL  PROFILE  NO. 8 


MARIO  E.  BERTONI,  M.D. 

Chief  of  Radiology,  Angleton-Danbury  General 
Hospital,  Angleton,  Texas 
Chief  of  Staff,  Angleton-Danbury  General 
Hospital,  Angleton,  Texas 
Lieutenant  Colonel,  U.S.  Army  Reserv-e 

MEDICAL  SCHOOL 

Bologna  University,  Bologna,  Italy 

RESIDENCY 

Long  Island  College  Hospital,  Brooklyn,  New  York 
Brooke  Army  Hospital,  San  Antonio,  Texas 

MILITARY  EXPERIENCE 

Battalion  Surgeon,  Giessen,  Germany 
General  Medical  Officer,  Tirrenia,  Italy 
Chief  Resident,  Diagnostic  Radiology, 

Brooke  Army  Hospital,  San  Antonio,  Texas 

PROFESSIONAL  ORGANIZATIONS 

Houston  Radiological  Society;  Chairman  of  the 
Board  of  Directors,  Angleton-Danbury  Volunteer 
Ambulance  Corps;  Texas  Radiological  Society; 
American  College  of  Radiology;  Texas  Medical 
Society;  Brazoria  Medical  Society;  Lions  Club. 

My  solo  practice  does  not  offer  me  the 
chance  to  interact  with  other  radiologists. 
However,  the  Army  Reserve  allows  me  the 
opportunity  to  meet  other  physicians  in  my 
specialty.  I can  exchange  medical  knowledge 
and  discuss  cases  and  new  techniques.  The 
wealth  of  information  I receive  makes  serving 
in  the  Reserve  a stimulating  and  rewarding 
experience. 

“Once  a month  I serve  in  my  Reserve 
unit  with  other  physicians.  The  varied  wealth 
of  medical  specialties  represented  would  be 
hard  to  duplicate  in  a weekend  gathering.  The 
time  commitment  is  a small  price  to  pay  for  the 
benefits  I receive  as  an  Army  Reserve  doctor. 

“I  have  the  opportunity  to  serv^e  my  two 
weeks’  Annual  Training  in  a way  which  best 
fits  my  schedule.  I might  spend  one  week 
working  in  my  specialty  at  one  of  the  Army’s 
hospitals  or  medical  centers  and  the  other 
week  attending  a radiological  conference  of 
my  choice,  which  is  funded  by  the  Army. 

“I  am  extremely  proud  to  be  a Reservist, 
and  I encourage  young  radiologists  to  consider 
the  benefits  of  serving  in  the  Army  Reserve.  ## 
Find  out  more  about  the  variety  of 
medical  opportunities  in  the  Army  Reserve. 
CaUtoU-free  1-800-USA-ARxMY. 

ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE.’ 
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PO  Box  1925,  Roswell,  GA  30077.  Tel: 
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Dyspnea . . . chronic  productive  cough ...  or  wheezing  in 
patients  too  young  for  smoker’s  emphysema  or  chronic 
bronchitis  could  be  due  to  an  inherited  deficiency  of 
alpha^ -antitrypsin  (AAT).^  Associated  with  panacinar 
emphysema,  AAT  deficiency  may  be  fatal. 

An  estimated  40,000  Americans  have  AAT  deficiency.^ 
Smoking  hastens  the  progress  of  the  disease. 

AAT  deficiency  is  easy  to  diagnose.  A simple  blood  test 
can  show  serum  concentrations  of  AAT  <35%  of 
expected  values. 

Do  you  have  patients  with  AAT  deficiency  in  your 
practice?  For  more  information  about  specific  therapy  for 
emphysema  caused  by  AAT  deficiency,  please  call 

1-800-CUTTER-l. 


1.  Brantly  ML.  Paul  LD,  Miller  BH,  el  al:  Clinical  features  and  history  of  the  destructive  lung 
disease  associated  with  alpha-1 -antitrypsin  deficiency  of  adults  with  pulmonary  symptoms. 
fi.m  Rev  RespirDis  1988;138:327-336. 

2.  Wewers  MD,  Casolaro  MA.  Sellers  SE,  et  al:  Replacement  therapy  for  alpha, -antitrypsin 

©1990  Miles  Inc  deficiency  associated  with  emphysema.  N EnglJ  Med  1987;316:1055-1062. 


Miles  Inc. 

Cutter  Biological 
400  Morgan  Lane 
West  Haven.  CT  06516 

Cutter  I 
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Rochester  Park  JVIedical  Corporation,  P.C. 


is  recruiting  Board  Certified  or  Board  Eligible  E.D. 

Physicians  to  work  at  Park  Ridge  Hospital,  a 259-bed 
communin'  hospital  in  a suburb  of  RtK'hester,  New  York. 

This  desirable  Upstate  New'  York  area  offers  excellent 
oppoitunities  tor  cultural,  educational  and  professional  growth. 

We  offer  an  excellent  compensation  package  featunng  inno\'ati\e  benefits. 


Please  fbn\ard  c.v.  to  D.D.  Stout,  M.D.,  Rochester  Park  Medical 
Corporation,  P.C.,  P.O.  Box  18076,  Rochester,  New'  York  14618. 

An  ci.]u.il  opporTunits  cmplinor 


Classified 

Advertising 


PHYSICIANS  WANTED 

JONAS  PHYSICIANS  SEARCH— Small  enough  to 
care,  big  enough  to  produce.  Jonas  Health 
Care,  Dick  Wells,  321  Main  Street,  New  Hol- 
land, Pennsylvania  17557. 


PITTSBURGH  AREA;  New  fee  for  service  ED 
group  at  The  Medical  Center  in  Beaver,  Penn- 
sylvania is  seeking  an  Associate  Director,  full- 
time and  part-time  emergency  physicians  for 
this  475  bed  Level  II  center.  Double  and  triple 
coverage  during  peak  periods  provides  reason- 
able patient  load.  New  fast  track  area,  excel- 
lent medical  staff  back-up,  CEN  certified  ED 
nurses,  and  full  administrative  support.  Out- 
standing compensation  and  paid  maipractice 
insurance.  Benefit  package  available  to  full- 
time staff.  Board  eligibility  or  certification  in 
emergency  medicine  or  primary  care  specialty, 
and  ACLS  required.  Contact:  Karen  Remai, 
Emergency  Consultants,  Inc.,  2240  S.  Airport 
Rd.,  Room  42,  Traverse  City,  Ml  49684;  1-800- 
253-1795. 


PHYSICIANS  WANTED— CONT’D 


NEW  YORK,  WESTERN— Seeking  primary  care 
trained  physicians  for  full-time  Emergency  De- 
partment positions.  Moderate  volume.  At- 
tractive hourly  compensation,  plus  malpractice 
insurance.  Benefit  package  available  to  full- 
time physicians.  Director  position  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  42,  Traverse  City,  Ml 
49684:  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


EXCELLENT  PRACTICE  OPPORTUNITY  for  Inter- 
nist or  Infectious  Disease  Specialist.  Large 
successful  Internal  Medicine  and  HIV  practice  in 
New  York  City.  High  yearly  gross  income. 
Available  early  in  1991.  Reasonable  terms. 
Contact  Dona  Hey  wood  at  212-779-351 1. 


ADIRONDACK  FOOTHILLS  OPPORTUNITY! 

Modern  124-bed  hospital  is  offering  a generous 
financial  package  for  internists,  family  practitio- 
ners. pediatricians,  and  clinic  physicians. 
Guaranteed  income,  start-up  funds,  cash  flow 
assistance.  Medical  staff  provides  excellent 
coverage.  Located  in  a family-oriented  commu- 
nity with  year-round  recreation,  excellent 
schools,  beautiful  surroundings.  Contact  Lyn  I. 
Kucij,  Director  of  Marketing  and  Development, 
Nathan  Littauer  Hospital,  99  East  State  Street, 
Gloversville,  NY  12078,  (518)  773-5504. 
Please  call  collect. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST/GP/FP — BE/  BC  sought  to  join  rapid- 
ly expanding  Long  Island  practice  oriented 
to  disease  prevention  and  health  promotion. 
Practice  specializes  in  general,  nutritional,  im- 
munological and  addiction  medicine.  Opportu- 
nity to  provide  quality  medical  care  in  an  in- 
tellectually stimulating  environment.  CV  to: 
Physician,  P.O.  Box  598,  Amityville,  NY  11701. 


POSITIONS  WANTED 


CHIEF  SURGICAL  RESIDENT  seeking  partner- 
ship or  group  practice  opportunity  in  General 
Surgery.  Board  eligible  in  1991.  Bachelor  of 
Science  Brown  University,  M.D.  Stonybrook 
University,  Residency  Huron  Road  Hospital. 
C.V.  will  be  sent  on  request.  Female.  Please 
call  (216)  943-0758. 


EXPERIENCED,  BOARD-CERTIFIED,  ORTHOPE- 
DIC PHYSICIAN  ASSISTANT  seeks  position 
with  hospital  based  group,  private/group  prac- 
tice. Prefer  Queens,  Nassau,  will  consider 
Bronx,  lower  Westchester.  Excellent  C.V. /ref- 
erences. Please  call  Iris  at  (914)  576-3043, 
leave  message,  will  return  ASAP  to  exchange 
information. 
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Consistency 


stable  rates,  respensive 
seryice,  excellence  In 
loss  control...and  the 
predictability  that 
makes  our  valued 
Insureds  feel  confident. 


Wat’s... 


■ ■ >•/••  y-. 


MED  PRO 


Medical  Professional  Liability 
Agency,  Ltd. 

120  Kisco  Awe.  Ml.  Kisco,  NY  10549 

Call  lor  a oaote  on  your 
moillcal  malpractico  Insuranco: 

800-822-8260 


Exclusive  Agent  For... 


INSURANCE  CO. 


A.M.  Best  Rated  B-f- 


Attention  New  Doctors:  Sign  Up  With  MED  PRO  And  Receive  A 50%  Discount!!! 


Residents/Fellows: 


A $500  AWARD  is  presented  annually  by  the  Medical  Society  of  the  State 
of  New  York  to  the  intern,  resident  or  fellow  who  submits  the  best  paper  on 
a clinical  subject  for  the  Society’s  1991  Merit  H.  Cash  Competition. 

Entrants  need  not  be  members  of  the  MSSNY  but  must  be  in  training  at  a 
hospital  within  the  State  of  New  York. 

Entries  should  be  “sponsored”  by  a faculty  member,  and  all  papers  submit- 
ted should  be  of  sufficient  quality  to  be  considered  for  original  publication 
in  the  New  York  State  Journal  of  Medicine. 

The  deadline  for  receipt  of  entries  is  February  1, 1991,  and  the  prize  for  the 
winning  paper  will  be  awarded  at  the  MSSNY’s  House  of  Delegates  meet- 
ing in  May  9-12,  1991. 

Address  all  entries  to:  Division  of  Scientific  & Educational  Activities 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

P.O.  Box  5404 

Lake  Sucess,  NY  11042 

Questions?  Please  contact  the  Division  of  Scientific  & Educational  Activi- 
ties at  (516)  488-6100,  EXT.  243. 
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Mycobacterium  tuberculosis:  A disease  of  growing 
importance  in  urban  population  groups 


Over  a year  ago,  I wrote  an  editorial'  in  the  Journal  about 
the  enigma  of  extrapulmonary  Mycobacterium  tubercu- 
losis (MTB).  My  editorial  accompanied  two  reports  de- 
scribing patients  with  abdominal  MTB^  and  mammary 
MTB,^  respectively.  In  this  issue  of  the  Journal  there  is  a 
report  summarizing  the  observations  of  a municipal  hospi- 
tal in  the  New  York  City  area  of  MTB  infection  of  the 
spine. 

Prior  to  the  onset  of  the  human  immunodeficiency  virus 
(HIV)  epidemic,  the  most  important  epidemiologic  fac- 
tors assisting  physicians  in  identifying  patients  at  risk  for 
MTB  infection  included  foreign  birth,  underlying  debili- 
tating diseases,  and  a history  of  exposure  to  patients  with 
active  MTB.^  Today,  with  a growing  percentage  of  HIV 
infected  patients  needing  medical  care,  it  is  important  to 
realize  that  these  patients  as  well  as  patients  engaged  in 
high  risk  activity  for  HIV  infection  (such  as  promiscuity 
and  intravenous  (IV)  drug  abuse)  are  at  increased  risk  for 
MTB  infection.  The  recent  increase  in  the  percentage  of 
MTB  infected  patients  in  urban  areas  may  be  explained 
by  increased  numbers  of  the  gay  population,  IV  drug 
abusers,  and  immigrants  living  in  larger  cities.  Not  sur- 
prisingly, there  are  increasing  reports  of  extrapulmonary 
MTB  disease,  particularly  in  urban  hospitals. 

In  a paper  in  this  issue  of  the  Journal,  Ellinas  and 
Rosner"'  present  their  observations  of  five  patients  with 
skeletal  MTB,  all  of  whom  had  important  epidemiologic 
risks  for  MTB:  Three  had  HIV  disease  and  a history  of  IV 
drug  abuse,  the  other  two  patients’  risk  factors  were 
chronic  ethanolism  and  recent  immigration  from  an  en- 
demic region  for  TB  disease,  respectively.  So  their  obser- 
vations correspond  with  current  known  epidemiologic  risk 
factors  for  MTB  disease."* 

Prior  descriptions  of  extrapulmonary  organ  system  in- 
volvement with  MTB  demonstrated  that  infections  of  the 
genitourinary  system,  lymphatic  system,  and  respiratory 
system,  other  than  the  lung,  made  up  the  majority  of 
cases. ^ However,  these  earlier  observations  may  change 
with  the  increased  prevalence  of  the  newest  epidemiologic 


risk  factor  for  MTB,  HIV  infection,  which  eventually 
leads  to  overwhelming  immune  system  dysfunction.  Al- 
though skeletal  MTB  is  an  uncommon  form  of  extrapul- 
monary disease,  it  may  become  a more  prominent  obser- 
vation in  patients  with  HIV  disease.  Although  skeletal 
MTB  is  more  commonly  seen  in  older  patients,  this  may 
change  as  younger  patients  become  infected  with  HIV. 
The  major  problem  with  skeletal  MTB  is  that  delays  in 
diagnosis  are  frequent,  and  consequently  the  disease  is 
usually  far  advanced  at  the  time  of  diagnosis.  Bone  in- 
volvement is  usually  by  hematogenous  spread.  However,  it 
may  also  occur  through  lymphatic  or  local  extension. 
Skeletal  involvement  of  the  spine  is  not  uncommon  be- 
cause the  vertebral  bodies  and  weight  bearing  joints  are 
most  commonly  involved.  This  may  be  related  to  the  pro- 
clivity of  MTB  bone  infections  to  occur  in  areas  of  prior 
trauma. 

Clinically,  patients  with  extrapulmonary  MTB  may  or 
may  not  have  constitutional  symptoms  depending  upon 
how  early  their  disease  is  diagnosed.  In  the  report  by  El- 
linas and  Rosner,"*  all  of  the  patients  complained  of  weight 
loss  and  weakness,  and  all  had  either  back  pain,  leg  weak- 
ness, or  some  other  form  of  neurologic  dysfunction.  The 
diagnosis  in  these  patients  was  made  by  radiographs  of  the 
affected  area  or  by  biopsy.  Chest  radiographs  and  tuber- 
culin testing  may  not  always  be  helpful  in  patients  with 
extrapulmonary  MTB  and  this  is  evident  in  the  Ellinas 
and  Rosner  report,  where  only  two  of  the  five  patients  had 
a positive  PPD,  and  three  of  the  patients  had  no  chest  X- 
ray  abnormalities.''  Consequently,  a high  index  of  suspi- 
cion is  essential  in  making  the  diagnosis.  The  risk  of  devel- 
oping progressive  neurologic  damage  is  quite  high  with 
vertebral  body  involvement,  especially  if  the  patients  are 
already  complaining  of  neurologic  dysfunction. 

Thus,  the  observations  of  Ellinas  and  Rosner"*  serve  as 
an  important  reminder  to  clinicians  practicing  in  an  urban 
hospital  setting  where  a sizable  proportion  of  patients 
have  a greater  epidemiologic  risk  for  tuberculous  infec- 
tion, that  any  mass  lesion  or  chronic  infectious  disease 
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process  associated  with  constitutional  symptoms  or  focal 
neurological  findings  might  be  a tuberculous  infection.  As 
explained  by  Ellinas  and  Rosner,**  if  these  symptoms  are 
associated  with  leg  weakness,  one  should  be  suspicious 
that  there  could  be  a tuberculous  abscess  of  the  spine  lead- 
ing to  nerve  compression.  Because  drug  resistant  MTB  is 
also  more  common  in  immigrants  and  population  groups 
of  lower  socioeconomic  status  as  well  as  patients  with  ex- 
trapulmonary  MTB,  usually  two  or  more  anti-tuberculous 
drugs  should  be  used  to  treat  these  patients.^  Thus,  the 
diagnosis  and  treatment  of  extrapulmonary  MTB,  partic- 
ularly in  urban  population  groups,  will  continue  to  be  a 
problem.  The  earlier  therapy  can  be  started,  the  greater 
the  likelihood  that  a satisfactory  outcome  can  be  achieved. 
One  future  concern  about  MTB  disease  in  urban  popula- 
tions is  that  the  surge  in  prevalence  of  HIV  infection  may 
lead  to  an  expansion  in  the  reservoir  of  latent  MTB  infec- 


tion in  both  non-HIV  infected  as  well  as  HIV  infected 
men  and  women. 
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Fusarium  and  the  immunocompromised  host:  Liaisons 

dangeureuses 


Invasive  fungal  infections  present  a formidable  problem  in 
immunocompromised  patients.  While  most  infections  are 
still  due  to  Candida  species  and  Aspergillus  species, 
newer  fungi  have  now  emerged  as  significant  pathogens 
and  are  associated  with  a high  mortality.'  In  this  issue  of 
the  Journal  El-Ani^  reports  on  yet  another  emerging  fun- 
gal species,  Fusarium  solani,  as  a cause  of  fatal  fungal 
infection. 

Infection  with  Fusarium  species  tends  to  occur  in  pa- 
tients with  hematologic  disorders,  particularly  those  un- 
dergoing intensive  chemotherapy  and/or  bone  marrow 
transplantation.  In  this  patient  population,  fusarial  infec- 
tion is  associated  with  a poor  outcome,  with  death  occur- 
ring in  nearly  all  reported  cases. 

Fusarium  species  are  known  plant  pathogens  and  com- 
mon soil  fungi.  During  World  War  II,  one  million  people 
were  poisoned  by  eating  grain  infected  with  Fusarium 
spp.  The  ensuing  illness,  alimentary  toxic  aleukia,  is  the 
result  of  a mycotoxin  and  presents  with  gastrointestinal 
symptoms  and  weakness  and  may  progress  to  aplastic  ane- 
mia and  death. ^ Infection  with  fusaria,  as  in  the  case  re- 
ported in  this  issue  by  El-Ani,^  is  not  known  to  be  associat- 
ed with  toxin  production. 

Very  little  is  known  about  the  pathogenesis  and  man- 
agement of  invasive  fusarial  hyalohyphomycosis.  Two 
modes  of  acquisition  of  the  infection  seem  likely:  respira- 
tory, following  inhalation  of  aerosolized  conidia  as  evi- 
denced by  the  frequent  sino-pulmonary  involvement  in 
these  patients;^’"*  and  cutaneous,  as  in  burn  patients,  in 
cases  of  catheter  related  infections,  or  following  finger  or 
toe  cellulitis. The  prevalence  of  Fusarium  species  in 
grains  and  the  involvement  of  the  gastrointestinal  tract  in 
some  cases  raise  the  possibility  of  a gastrointestinal  route 
of  infection. 3 

Based  on  clinical  observations  of  several  patients  cared 


for  at  our  institution  and  at  others,  it  appears  that  neutro- 
penia and  adrenalcorticosteroid  therapy  are  the  two  major 
risk  factors  for  the  development  of  systemic  fusarial  hya- 
lohyphomycosis.In  a murine  model  of  systemic  infec- 
tion developed  in  our  laboratory,  neutropenic  mice  and 
mice  treated  with  corticosteroids  were  more  susceptible  to 
infection  with  F solani  than  normal  untreated  mice."*  The 
occurrence  of  fusarial  hyalohyphomycosis  in  a patient 
with  chronic  granulomatous  disease  also  highlights  the 
importance  of  neutrophils  in  fighting  these  fungi."  The 
interaction  of  cellular  and  humoral  immunity  with  the 
various  morphogenetic  forms  of  the  organism  is  being  cur- 
rently investigated  in  the  laboratory  of  one  of  the  authors. 
In  addition,  the  protective  role  of  intact  skin  is  evidenced 
by  the  occurrence  of  serious  fusarial  infections  in  patients 
with  extensive  burns. ^ 

The  clinical  spectrum  of  infection  in  the  immunocom- 
promised host  has  been  previously  described  and  consists 
of  limited  soft  tissue  infection,  catheter-related  fungemia 
without  organ  involvement,  and  disseminated  multiorgan 
disease.^  The  clinical  characteristics  of  patients  with  dis- 
seminated fusarial  hyalohyphomycoses  are  similar  in 
many  respects  to  those  with  disseminated  aspergillosis. 
The  two  mycoses  share  in  common  the  occurrence  of  nod- 
ular erythematous  skin  lesions  with  central  necrosis,  the 
frequent  sino-pulmonary  involvement,  and  the  propensity 
for  vascular  invasion  and  thrombosis  resulting  in  tissue 
infarction. However,  we  made  the  observation  that  fu- 
sarial infections  are  associated  with  a significantly  higher 
incidence  of  skin  and  subcutaneous  lesions  and  a much 
higher  yield  of  the  organisms  in  blood  culture  specimens 
than  infections  with  Aspergillus  species.^  These  observa- 
tions were  subsequently  confirmed  by  others."'-^  Further- 
more, we  have  now  developed  a rabbit  model  of  systemic 
fusarial  hyalohyphomycosis  in  which  F solani  can  be  reg- 
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ularly  isolated  from  the  bloodstream.'^  In  a similar  ani- 
mal model  of  systemic  aspergillosis,  blood  cultures  consis- 
tently fail  to  yield  the  organism  (T.  Patterson,  personal 
communication.  May  1990).  The  animal  model  of  fusarial 
hyalohyphomycosis  may  be  of  great  help  in  understanding 
the  pathogenesis  of  angioinvasion  with  Fusarium  spp.  As 
with  aspergillosis,  infection  caused  by  Fusarium  species  is 
characterized  by  vascular  invasion  and  infarction  of  sur- 
rounding tissues.  The  organism  appears  in  tissue  as  acute 
branching,  septate  hyphae.  Because  of  these  similarities  in 
the  clinical  and  pathologic  features  between  aspergilli  and 
fusaria,  fungal  cultures  are  essential  for  establishing  the 
diagnosis.  Recently,  immunohistologic  staining  has  been 
used  successfully  for  tissue  diagnosis  and  represents  a 
most  encouraging  trend  in  diagnostic  mycology.'^ 

The  outcome  of  disseminated  fusarial  hyalohyphomy- 
cosis has  been  almost  universally  fatal.  Even  when  treated 
with  large  doses  of  amphotericin  B,  most  patients  have 
ultimately  died  from  their  infection. Additionally,  pro- 
phylaxis with  amphotericin  B has  failed  to  prevent  the  in- 
fection.'"* On  the  other  hand,  induction  of  remission  of  the 
underlying  disease,  and  reversal  of  chemotherapy-in- 
duced marrow  suppression  have  been  associated  with  a 
positive  clinical  response.*  In  our  model  of  murine  system- 
ic fusarial  infection,  amphotericin  B at  a dose  of  1 mg/kg 
per  day  was  unable  to  prolong  survival  even  when  treat- 
ment was  commenced  as  early  as  one  hour  after  inocula- 
tion of  a clinical  isolate  of  F solani.  In  contrast,  newer 
triazole  antifungals  SCH  39304  and  fluconazole  ap- 
peared to  prolong  survival  of  infected  mice.  Additional 
studies  with  a larger  number  of  strains  are  needed  to  con- 
firm these  encouraging  preliminary  findings  with  the 
newer  triazoles.  A clinical  trial  of  SCH  39304  in  Fusar- 
ium infections  is  currently  underway  to  clarify  the  role  of 
this  agent  in  patients  with  this  infection. 

In  summary,  Fusarium  spp  have  emerged  as  significant 
pathogens  in  immunosuppressed  patients.  These  infec- 
tions are  difficult  to  manage  and  frequently  fatal.  The  ac- 
tivity of  amphotericin  B in  human  and  experimental  fu- 
sarial hyalohyphomycosis  is  inconsistent.  It  is  hoped  that 
the  advent  of  newer  antifungal  agents  and  biologic  re- 
sponse modifiers  may  result  in  a significant  improvement 


in  the  prevention  and  treatment  of  these  life  threatening 
opportunistic  infections. 
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Pott’s  disease  in  urban  populations 

A report  of  five  cases  and  a review  of  the  literature 

Panayiotis  a.  Ellinas,  Fred  Rosner,  md 


ABSTRACT.  Five  patients  were  treated  at  the  Queens  Hos- 
pitai  Center  between  1987  and  1989  for  tubercuiosis  of  the 
spine.  Aii  were  members  of  iow  socioeconomic  status  minor- 
ity groups:  four  were  biack  and  one  was  Asian.  Three  were 
intravenous  drug  abusers  and  were  positive  for  human  immu- 
nodeficiency virus  (HIV),  one  was  homeless  and  suffering 
from  alcoholism,  and  one  had  Just  arrived  In  the  United  States 
from  a region  In  Asia  endemic  for  tuberculosis.  All  three  HIV 
positive  patients  had  negative  tuberculin  skin  test  results, 
had  no  radiographic  signs  of  pulmonary  Involvement,  and 
were  anemic  on  presentation;  one  of  them  had  a bone  mar- 
row biopsy  that  was  positive  for  acid-fast  bacilli.  Since  there 
may  be  a prolonged  delay  without  significant  radiographic 
findings,  a high  Index  of  suspicion  is  necessary  to  make  the 
diagnosis  of  tuberculosis  of  the  spine. 

(NY  State  J Med  1990;  90:588-591) 

Tuberculosis  due  to  Mycobacterium  tuberculosis  has 
plagued  mankind  since  ancient  times  and  continues  to  be  a 
major  health  problem  in  most  Third  World  countries.  My- 
cobacteria have  been  detected  in  Egyptian  mummies.' 
Tuberculosis  of  the  spine  was  first  described  in  1779  by 
Percival  Pott.^  Skeletal  involvement  is  found  in  only  1%  of 
patients  with  tuberculosis,  of  whom  about  7 5%  have  spinal 
tuberculosis,  with  neural  involvement  occurring  in  10- 
47%  of  these  patients.^  In  the  United  States,  paraplegia 
may  be  the  first  sign  of  Pott’s  disease  in  7-10%  of  pa- 
tients.Approximately  50%  of  the  patients  with  skeletal 
tuberculosis  have  no  demonstrable  concomitant  pulmo- 
nary tuberculosis.^ 

The  proportion  of  tuberculosis  occurring  among  non- 
whites in  the  United  States  increased  from  23%  in  1953  to 
48%  in  1985.^  There  is  an  excess  morbidity  from  tubercu- 
losis in  minority  populations.^  Forty-eight  percent  of  all 
cases  of  tuberculosis  in  the  United  States  in  1985  occurred 
in  minorities  (blacks,  Asians/Pacific  Islanders,  and 
American  Indians/Alaskan  Natives).  The  25-44-year 
age  group  is  particularly  involved.  Many  among  minority 
populations  in  the  United  States  today  are  immigrants  or 
refugees  from  areas  with  a high  prevalence  of  tuberculo- 
sis.^ 
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The  incidence  of  tuberculosis  in  large  urban  popula- 
tions such  as  New  York  City  is  increasing  in  association 
with  a growing  homeless  population  often  affected  by 
drug-resistant  tubercle  bacilli,  heroin  addiction,  alcohol- 
ism, and  cellular  immunosuppression  caused  by  human 
immunodeficiency  virus. Tuberculosis  alone  was  the 
cause  of  death  in  2.1%  of  addicts  in  New  York  City.*  Tu- 
berculosis and  its  extrapulmonary  manifestations  are  no 
longer  on  the  decline  in  the  United  States.^  This  report 
describes  five  patients  with  Pott’s  disease  treated  at  a New 
York  City  municipal  hospital  over  a two-year  period. 

Patients  and  Methods 

The  records  of  patients  with  a diagnosis  of  tuberculosis  of  the 
spine  (Pott’s  disease)  treated  at  the  Queens  Hospital  Center  be- 
tween 1987  and  1989  were  reviewed.  The  following  information 
was  obtained  from  each  medical  record:  age,  sex,  race,  primary 
diagnosis,  risk  factors  for  tuberculosis  infection  (intravenous 
drug  abuse,  human  immunodeficiency  virus  infection,  alcohol- 
ism, homelessness,  and  travel  to  a region  endemic  for  tuberculo- 
sis), hospital  course,  presenting  symptoms,  chest  radiograph,  spi- 
nal radiograph,  and  computerized  axial  tomography  (CAT)  scan 
findings,  purified  protein  derivative  (PPD)  skin  test  status,  histo- 
pathology  of  biopsied  tissue,  tissue  culture  and  smear  results,  ce- 
rebrospinal fluid  (CSF)  culture  results,  and  myelogram  reports. 

Pott’s  disease  was  diagnosed  on  the  basis  of  the  patients’  clini- 
cal presentation  and  symptomatology,  associated  risk  factors,  ra- 
diographic and  CAT  scan  findings,  magnetic  resonance  imaging 
(MRI),  and  myelogram  investigations,  and  based  on  the  tuber- 
culin skin  test  status,  cultures  for  acid-fast  bacilli  (with  identifi- 
cation by  biochemical  characteristics  and,  where  necessary,  by 
genetic  probes),  and  histologic  tissue  investigations  where  rele- 
vant. A definite  diagnosis  of  Pott’s  disease  was  made  in  the  pres- 
ence of  a destructive  spine  lesion,  paravertebral  mass,  and  posi- 
tive culture  evidence  of  Mycobacterium  tuberculosis,  and 
improvement  following  anti-tuberculosis  therapy  (Cases  2 and 
5).  A presumptive  diagnosis  was  made  in  the  absence  of  a positive 
culture  (Case  4)  or  the  absence  of  a destructive  spine  lesion 
(Case  3).  One  patient  (Case  1)  was  classified  as  possible  Pott’s 
disease  because  of  back  pain,  positive  PPD,  and  improvement  of 
back  pain  following  anti-tuberculosis  therapy. 

Results 

The  patients  ranged  in  age  from  35  to  76  years;  two  were  women 
and  three  were  men.  Four  of  the  patients  were  black  and  the  fifth 
was  Asian.  The  primary  diagnoses,  risk  factors,  and  hospital  courses 
are  listed  in  Table  I.  One  of  the  patients  died  while  in  the  hospital, 
and  the  remainder  were  discharged  and  maintained  on  anti-tubercu- 
lous treatment.  Three  black  patients  were  intravenous  (IV)  drug 
abusers  and  HIV  positive,  one  black  patient  was  homeless  and  suf- 
fering from  alcoholism,  while  the  fifth  patient  was  an  elderly  Tai- 
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TABLE  i.  Clinical  Data  in  Five  Patients  with  Pott’s  Disease 


Patient  # 

Age  (yrs) 

Sex 

Race* 

Primary  Diagnosis 

Risk  Factors 

Hospital  Course^ 

Outcome 

1 

38 

M 

B 

AIDS  and  possible 
vertebral  tuberculosis 

IVDA,  HIV-F, 
alcoholism* 

Improved 

Discharged 

2 

76 

F 

A 

Definite  vertebral 
tuberculosis  and 
urinary  tract  infection 

Immigrant  from 
TB-endemic 
region 

Improved 

Discharged 

3 

35 

F 

B 

AIDS,  presumptive 
vertebral  tuberculosis, 
and  bilateral  pneumonia 

IVDA,  HIV-F 

Deteriorated 

Expired 

4 

46 

M 

B 

Pulmonary  and  pre- 
sumptive vertebral 
tuberculosis 

Alcoholism, 

homeless 

Improved 

Discharged 

5 

37 

M 

B 

AIDS  and  definite 
vertebral  tuberculosis 

IVDA,  HIV-F 

Improved 

Discharged 

* B,  black;  A.  Asian. 

* After  initiation  of  anti-tuberculosis  medication  (isoniazid,  rifampin,  ethambutol). 

* IVDA,  intravenous  drug  abuser;  HlV-f,  human  immunodeficiency  virus  positive. 


wanese  woman  who  had  just  emigrated  to  the  United  States,  after 
working  for  years  as  a health  worker  in  a region  of  Taiwan  endemic 
for  tuberculosis. 

The  most  common  symptoms,  present  in  all  five  patients  prior  to 
presentation,  were  weight  loss  and  lower  extremity  weakness.  Back 
pain,  fever,  and  night  sweats  were  present  in  four  of  the  five  patients. 
Patients  2 and  4 presented  with  associated  urinary  tract  infections, 
patient  1 had  penile  herpes,  patient  3 had  genital  syphilis,  and  pa- 
tient 5 had  urinary  incontinence  and  herpes  zoster  infection.  All 
three  patients  with  acquired  immunodeficiency  syndrome  (AIDS) 
had  associated  anemia,  oral  and  esophageal  thrush,  cough,  diarrhea, 
and  head  CAT  scans  that  indicated  changes  consistent  with  AIDS 
encephalopathy.  Chest  and  spine  radiographs  and  CAT  scan  find- 
ings for  all  patients  are  listed  in  Table  II. 

Neurologic  manifestations  were  present  in  patients  3,  4,  and  5. 
Patient  3 had  a Brown-Sequard-like  syndrome,  patient  4 had  a neu- 
rogenic bladder,  and  patient  5 had  urinary  incontinence.  All  three 
AIDS  patients  had  negative  tuberculin  skin  tests,  while  the  other 
two  patients  had  positive  reactions.  Tissue  biopsy  was  positive  for 
caseation  necrosis  and  granulomatous  inflammation  in  two  of  three 
patients  biopsied;  the  same  two  patients  also  had  positive  cultures  for 
Mycobacterium  tuberculosis.  Cultures  of  cerebrospinal  fluid  were 
done  in  four  patients  and  were  all  negative.  Myelograms  in  two  of 
three  patients  yielded  positive  findings  (see  Table  III).  The  sedimen- 
tation rate  was  available  only  for  patient  5 and  was  elevated.  The 
duration  of  symptoms  varied  from  one  to  five  months. 

The  lower  thoracic  and  lumbar  vertebrae  are  most  commonly  in- 
volved by  spinal  tuberculosis  in  adults,  while  sacral  involvement  is 
relatively  rare.  In  this  study,  the  destructive  focus  was  clearly  identi- 
fiable in  patients  2 and  5 (L-1,2  and  T-7,8  respectively),  while  on 
radiographs,  “serpiginous  calcifications”  were  visible  overlying  the 
lower  sacrum  of  patient  4.  A CAT  scan  on  this  patient  showed  para- 
vertebral widening  of  soft  tissues.  During  a corrective  surgical  pro- 
cedure, anterior  spinal  fusion  is  achieved  by  the  debridement  of  the 
vertebrae  above  and  below  the  lesion  and  the  insertion  of  autologous 
bone  graft  between  these  vertebrae  to  promote  bony  fusion.  Both 
patients  2 and  5 underwent  successful  anterior  surgical  debridement 
through  a left  posterolateral  thoracotomy. 

Four  of  the  five  patients  improved  after  two  to  six  months  of  anti- 
tuberculous therapy,  with  significant  reduction  in  back  pain  and  an 
increase  in  strength  and  general  feeling  of  well-being. 

Discussion 

In  a patient  with  a destructive  lesion  of  the  spine,  often 
associated  with  a paraspinal  mass,  one  must  consider  neo- 
plasms, myeloproliferative  disorders,  and  an  infectious 
process.  Metastatic  neoplasm  is  the  most  common  cause 
of  a destructive  vertebral  lesion  in  the  older  population.  In 


an  urban  population  where  there  is  a high  incidence  of 
intravenous  drug  abuse,  as  well  as  HIV  infection,  one 
might  see  tuberculous  spondylitis  more  commonly  than 
would  otherwise  be  seen  in  immunocompetent  individuals. 
In  Third  World  countries,  pulmonary  tuberculosis  re- 
mains a disease  of  the  young,  with  the  majority  of  cases 
being  diagnosed  by  the  age  of  ten  years. A very  high 
index  of  suspicion  is  essential  in  making  the  diagnosis  of 
tuberculosis  of  the  spine.  One  study  states  that  50%  of 


TABLE  II.  Admission  Findings  of  Five  Patients  with 
Pott’s  Disease 


Chest 

Spinal 

CAT 

Pa- 

Film 

Film 

Scan 

MRI 

tient 

Find- 

Find- 

Find- 

Find- 

# 

Presenting  Symptom 

ings 

ings 

ings 

ings 

1 

Back  pain,  weight 

N+ 

N 

N 

N 

loss,  leg  weakness, 
anemia,  night  sweats, 
cough,  sputum,  SOB,* 
oral  thrush,  diarrhea 

2 

Back  pain,  weight 

N 

Pt 

pt 

pt 

loss,  leg  weakness, 
fever,  night  sweats 

3 

Back  pain,  weight 

Positive 

N 

N 

ND§ 

loss,  anemia,  fever. 

for  pulmo- 

night  sweats,  cough, 
sputum,  oral  thrush, 
pneumonia,  diarrhea 

nary  TB 

4 

Weight  loss,  leg 

Positive 

pll 

pt 

ND 

weakness,  SOB, 

for  pulmo- 

neurogenic  bladder 

nary  TB 

5 

Back  pain,  weight 

N 

Pt 

pt 

ND 

loss,  leg  weakness, 
anemia,  fever, 
night  sweats,  cough, 
sputum,  oral  thrush, 
urinary  incontinence, 
diarrhea 

* SOB,  shortness  of  breath, 
t N,  negative;  P,  positive. 

* Destructive  lesion  and  paravertebral  mass. 

§ ND,  not  done. 

I Serpiginous  calcification  of  uncertain  significance. 


DECEMBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  589 


TABLE  III.  Diagnostic  Procedures  in  Five  Patients  with 
Pott’s  Disease 


Procedure 

Patient 

#1 

Patient 

#2 

Patient 

#2, 

Patient 

#4 

Patient 

#5 

PPD  skin  test 

N* 

P 

N 

P 

N 

status 

Histopathology: 

P^ 

P» 

ND§ 

ND 

N< 

caseation  and/or 
granulomatous 
inflammation 
Culture  for 

P+ 

PJ 

P' 

ND 

N 

Mycobacterium 
tuberculosis 
Smear  for 

N 

P 

ND 

ND 

N 

mycobacteria 
Culture  of  CSF® 

N 

N 

N 

ND 

N 

for  mycobacteria 
tuberculosis 
Myelogram 

ND 

P 

N 

ND 

P 

* N,  negative;  P,  positive. 

* Bone  marrow  biopsy. 

' Paravertebral  abscess  biopsy. 

5 ND.  not  done. 

I Cerebrospinal  fluid. 

patients  with  skeletal  tuberculosis  seen  in  a year  were  mis- 
diagnosed, with  an  average  delay  in  diagnosis  of  19 
months." 

Tuberculous  spondylitis  usually  follows  primary  tuber- 
culous infection  either  at  the  time  of  infection  or  after  a 
short  or  long  latency  period.  Skeletal  infection  also  occurs 
as  a distant  manifestation  of  endocarditis  or  other  primary 
septic  process.  In  the  present  report,  three  IV  drug  abus- 
ing patients  had  all  been  previously  treated  for  endocardi- 
tis, which  was  not  proven  to  be  due  to  tuberculosis.  Extra- 
pulmonary  involvement,  with  or  without  radiographic 
evidence  of  lung  damage,  can  be  detected  in  approximate- 
ly 15%  of  patients  with  tuberculosis.  About  20%  of  pa- 
tients with  extrapulmonary  localization  have  osteoarticu- 
lar  forms  involving  two  or  more  vertebral  bodies  and 
intervertebral  disks. Hematogenous  or  lymphatic  seed- 
ing of  the  bones  occurs  either  at  the  time  of  primary  infec- 
tion or  from  the  reactivation  of  a dormant  extraosseous 
focus.  The  infectious  focus  is  usually  in  the  anterior  por- 
tion of  the  vertebral  body  and  thus  spreads  up  and  down 
the  spine  or  anteriorly  into  the  soft  tissues. 

In  about  70%  of  patients  with  spinal  tuberculosis  a para- 
vertebral abscess  develops."  In  this  study,  only  patients  2 
and  5 had  paraspinal  masses  identifiable  by  radiographs 
and/or  CAT  scan.  The  onset  of  metastatic  tuberculosis  is 
gradual,  and  the  patient  usually  presents  with  vague,  non- 
specific symptoms  of  chronic  infection  with  low  grade  fe- 
vers, chills,  night  sweats,  back  pain,  weight  loss,  and  mal- 
aise. Back  pain  is  the  most  common  presenting  symptom 
in  patients  with  tuberculous  spondylitis."  In  this  study,  all 
five  patients  had  significant  weight  loss  and  lower  extrem- 
ity weakness  prior  to  presentation,  and  four  of  five  had 
back  pain,  fevers,  and  night  sweats. 

The  majority  of  patients  have  a positive,  intermediate 
strength  PPD  skin  test,  but  only  about  half  have  chest  ra- 
diographs with  signs  of  new  or  old  pulmonary  tuberculo- 
sis.In  this  study,  only  the  patients  who  were  not  HIV 
infected  had  a positive  tuberculin  skin  test.  In  a study  of 


the  cellular  immunity  in  hospitalized  intravenous  drug 
abusers  without  AIDS,  Layon  et  al"  found  that  all  pa- 
tients had  a positive  tuberculin  skin  test.  All  three  HIV 
infected  patients  in  this  study  were  anergic  to  the  tubercu- 
lin skin  test.  The  prevalence  of  both  pulmonary  and  dis- 
seminated forms  of  tuberculosis  is  higher  in  immunocom- 
promised patients.^-^"  In  HIV  immunocompromised 
patients  in  Third  World  countries  such  as  Haiti  and  most 
of  Africa,  where  tuberculosis  is  very  common,  tuberculo- 
sis is  a major  opportunistic  infection.  By  contrast,  HIV 
infected  patients  in  the  United  States  have  Mycobacte- 
rium avium-intracellulare  (MAI)  as  the  most  common 
mycobacterial  infection."  Tuberculosis  may  precede  the 
opportunistic  infections  characteristic  of  AIDS  simply  be- 
cause M tuberculosis  is  a more  virulent  organism  and, 
therefore,  causes  disease  at  an  earlier  stage  of  immuno- 
suppression among  tuberculous  infected  patients  who 
have  AIDS.  In  contrast,  disease  secondary  to  atypical  my- 
cobacteria (which  are  less  virulent  organisms  than  M tu- 
berculosis) occurs  at  a later  stage  of  immunosuppression. 
In  this  study,  patient  1 had  bronchial  washings  positive  for 
MAI,  while  a bone  marrow  biopsy  was  positive  for  myco- 
bacterial tuberculosis  bacilli. 

One  of  the  presenting  signs  in  all  three  HIV-infected 
patients,  but  in  neither  of  the  other  two  patients,  was  ane- 
mia. The  bone  marrow  biopsy  that  was  positive  for  tuber- 
cle bacilli  in  patient  1 suggests  that  granulomas  in  the 
marrow  may  be  one  of  the  causes  of  anemia.  In  addition, 
IV  drug  addiction  independent  of  HIV  infection  may  cause 
cellular  immunosuppression."-"  In  vitro,  opiates  impair  T- 
lymphocyte  mitogen  responsiveness,  inhibit  migration  of  poly- 
morphonuclear leukocytes  (PMNs)  in  laboratory  animals, 
and  reduce  the  phagocytic  capacity  of  human  PMNs."  These 
findings  can  be  reversed  by  opiate  antagonists  such  as  nalox- 
one or  by  discontinuation  of  opiate  administration." 

The  radiographic  diagnosis  of  spinal  tuberculosis  is  of- 
ten delayed,  because  the  radiographic  picture  remains  un- 
changed for  weeks  and  the  only  signs  and  symptoms  may 
be  paraplegia  and  neural  involvement.  The  radiographic 
signs  of  osteomyelitis  may  not  appear  for  a long  time  by 
virtue  of  the  kinetics  of  bone  destruction  and  repair.  Pa- 
tient 1 underwent  six  separate  radiographic  investigations 
over  a three-week  period  during  his  hospital  stay,  all  of 
which  were  unremarkable  and  showed  no  evidence  of  a 
pathologic  process  involving  the  spine. 

With  the  advent  of  CAT  scanning  and  MRI,  spinal  tu- 
berculosis can  be  detected  at  a much  earlier  stage  than 
was  previously  possible  with  spinal  radiographs.  CAT 
scanning  gives  a better  assessment  of  the  pathologic  pro- 
cess and  the  extent  of  bony  destruction  than  do  spine 
films."  CAT  scanning  is  also  very  helpful  in  identifying 
edema  and  soft  tissue  involvement,'^  and  for  the  three-di- 
mensional localization  of  the  abscess  for  percutaneous 
needle  biopsy  and  aspiration  of  culture  specimens.  Calcifi- 
cations within  a tuberculous  abscess  are  well  visualized 
with  CAT  scanning  but  not  with  MRI.  A calcified  para- 
spinal mass  was  clearly  visualized  by  CAT  scanning  in 
patients  2 and  4.  In  a recent  study,  fine  needle  aspiration 
was  shown  to  be  effective  in  making  the  diagnosis  of  Pott’s 
disease  and  was  confirmed  by  culture  of  the  aspirated  ma- 
terial.This  technique  may  make  the  diagnosis  of  Pott’s 
disease  more  rapid  and  safer  by  avoiding  more  invasive 


590  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


procedures  such  as  core  biopsies  or  open  biopsies  under 
general  anesthesia. An  inflammatory  mass  was  evident 
in  patients  2 and  5.  In  both  patients  surgical  anterior  de- 
bridement of  the  diseased  vertebrae  and  biopsy  of  the  in- 
flammatory mass  were  performed.  Cytologic  examination 
of  the  biopsied  mass  in  patient  2 showed  the  presence  of 
caseation  necrosis,  granulomatous  inflammation,  and  the 
presence  of  tubercle  bacilli,  while  in  patient  5 changes 
consistent  with  a chronic  inflammatory  process  was  the 
only  finding.  A bone  marrow  biopsy  in  patient  1 was  posi- 
tive for  tubercle  bacilli. 

In  summary,  the  growing  problem  of  extrapulmonary 
tuberculosis  in  urban  population  groups  requires  physi- 
cians to  be  aware  of  the  potential  for  skeletal  tuberculosis 
in  any  patient  who  has  protean  symptomatology  of  the 
spine.  This  high  index  of  suspicion  is  especially  needed  if 
the  patient  is  of  low  socioeconomic  status,  has  a foreign 
birthplace,  and  has  associated  chronic  alcohol  or  intrave- 
nous drug  abuse.  Individuals  who  are  HIV  positive  can 
have  Mycobacterium  tuberculosis  as  the  cause  of  destruc- 
tive lesions  of  the  spine  despite  the  fact  that  these  patients 
more  commonly  are  infected  with  Mycobacterium  avium 
intracellulare.  Since  there  is  a prolonged  delay  without 
significant  radiographic  or  clinical  findings  until  ad- 
vanced disease  is  evident,  sophisticated  radiographic  test- 
ing together  with  a healthy  index  of  suspicion  are  neces- 
sary in  order  to  make  the  appropriate  diagnosis. 
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Prevalence  and  characteristics  of  violent  patients  in  a 

general  hospital 

Sheldon  Travin,  md;  Hyung  Kon  Lee,  md;  Harvey  Bluestone,  md 


ABSTRACT.  A survey  was  conducted  in  an  inner  city  gen- 
erai  hospitai  to  determine  the  prevaience  and  characteristics 
of  violent  patients.  The  patients  were  evaluated  by  psychia- 
trists in  the  psychiatric  emergency  and  psychiatric  consulta- 
tion services  during  a six-month  period,  and  in  the  acquired 
immunodeficiency  syndrome  (AIDS)  consultation  service 
during  a one-year  period.  Of  1,506  patients  seen  in  the  psy- 
chiatric emergency  service,  103  (6.8%)  exhibited  violent 
behavior.  The  majority  of  these  patients  were  diagnosed  as 
having  schizophrenic  disorder  or  substance  abuse  disorder. 
Of  390  patients  seen  in  the  psychiatric  consultation  service, 
17  (4.4% ) were  evaluated  for  violent  behavior.  The  majority 
of  these  were  diagnosed  as  having  organic  mental  disorder 
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or  personality  disorder.  Of  256  patients  seen  by  the  AIDS 
consultation  service,  11  (4.3%)  were  evaluated  for  violent 
behavior,  of  which  seven  patients  were  diagnosed  as  having 
organic  mental  disorder  and  four  as  having  adjustment  disor- 
der. The  authors  conclude  that  violent  behavior  in  their  insti- 
tution was  not  as  prevalent  as  previously  believed. 

(NY  State  J Med  1990;  90:591-595) 

Although  there  is  an  expanding  literature  on  the  problem 
of  violent  patients  in  specialized  psychiatric  facilities,' 
there  is  relatively  limited  information  on  the  nature  and 
extent  of  violent  behavior  occurring  in  a general  hospital.^ 
OchitilL  points  out  some  of  the  difficulties  faced  by  re- 
searchers in  collecting  such  data:  hospitals  vary  in  their 
definitions  and  documentation  of  violent  incidents,  and  in- 
deed, individuals  define  violent  behavior  differently  de- 
pending on  their  psychological  and  sociocultural  back- 
grounds. Armstrong^  describes  several  ways  in  which 
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individuals’  beliefs  about  violence  may  contribute  to  diffi- 
culties in  documenting  and  even  recognizing  these  prob- 
lems in  general  hospitals.  He  notes,  for  example,  that 
nurses  generally  report  only  the  most  serious  cases  of  as- 
sault, while  dismissing  most  cases  of  violence  as  regretta- 
ble but  not  rectifiable.  Moreover,  violence  is  not  consid- 
ered to  be  a medical  entity  worthy  of  diagnosis  or 
systematic  investigation;  physicians  usually  brand  assaul- 
tive behavior  outside  their  own  professional  medical  do- 
mains, and  thus  may  not  ensure  that  the  mangement  plans 
are  carried  out  on  their  respective  services. 

Estimates  of  the  rate  of  violent  behavior  occurring  on 
the  general  medical/surgical  wards  have  consistently 
been  low.  Bustamente  and  Ford'’  found  that  ward  man- 
agement problems  were  among  the  more  common  reasons 
that  psychiatric  consultations  were  requested  in  the  gener- 
al hospital.  In  fact,  several  studies^"^  list  management 
problems  as  the  second  most  frequent  reason  for  psychiat- 
ric consultations.  But  the  description  of  these  manage- 
ment problems  includes  a broad  range  of  behavioral  dis- 
turbances and  uncooperative  behavior  without  specifying 
violence.  Hackett  and  Stern*  assert  that  psychiatrists 
rarely  encounter  dangerously  assaultive  patients  on  gener- 
al medical  or  surgical  wards.  In  their  two-year  study  of 
violent  behavior  among  hospitalized  medical  and  surgical 
patients,  Ochitill  and  Krieger^  found  that  29  incidents  of 
verbal  and  physical  violence  had  occurred.  Eleven  inci- 
dents occurred  in  general  medicine,  16  in  general  surgery, 
and  two  in  the  emergency  area.  Significantly,  of  the  28 
patients  who  received  a psychiatric  diagnosis,  19  abused 
substances,  usually  alcohol  or  opiates.  In  most  instances, 
altercations  with  the  staff  over  pain  medication  or  ward 
regulations  preceded  the  violent  incidents.  Reid  et  al,'°  in 
their  major  survey  of  566  psychiatric  and  898  nonpsychia- 
tric beds  in  16  hospitals,  found  that  the  overall  rates  of 
assault  were  2.54  assaults  per  bed  per  year  in  psychiatric 
units  and  1.72  assaults  per  bed  per  year  in  nonpsychiatric 
units.  Reid  et  al'°  concluded  that  there  is  a small  assault 
rate  in  hospitals,  mostly  by  patients  against  staff  or  other 
patients,  that  very  few  of  the  assaults  resulted  in  serious 
injury,  and  that  there  was  great  variability  among  hospi- 
tals and  between  units. 

In  regard  to  the  issue  of  determining  total  numbers  and 
descriptions  of  patients  seen  for  violent  behavior  in  hospi- 
tal emergency  rooms,  Skodol  and  Karasu"  conducted  a 
two-week  study  on  patients  referred  for  psychiatric  evalu- 
ations in  1978.  By  specifically  asking  questions  about  vio- 
lence and  utilizing  a rating  instrument,  Skodol  and  Kar- 
asu found  that  of  a sample  of  367  patients,  62  patients 
(17%)  were  considered  to  be  violent  because  of  “aggres- 
sive ideation  or  behavior  in  their  clinical  presentations.” 
Forty-two  (11%)  of  them  had  acted  on  these  impulses  pri- 
or to  coming  to  the  emergency  room.  The  largest  category 
of  violent  patients  were  schizophrenic  (N=25),  followed 
by  those  with  various  neuroses,  character  disorders,  and 
situational  disturbances  (N=18).  Skodol  and  Karasu 
pointed  out  that  the  majority  of  these  violent  patients  were 
treatable,  either  by  crisis  intervention  or  short  term  hospi- 
tal care.  The  need  for  more  careful  and  consistent  clinical 
attention  to  the  circumstances  and  contexts  of  violence  is 
underlined  by  the  difference  between  the  numbers  cited  in 
this  study  and  those  cited  by  Ochitill  and  Krieger,^  who 


reported  only  two  cases  of  violent  acts  actually  occurring 
in  the  emergency  area  of  a general  hospital  during  the 
two-year  period  from  1976  to  1978.  In  contrast,  Taylor  et 
al'2  noted  that  half  of  all  violent  incidents  in  general  hos- 
pitals occur  in  the  emergency  rooms. 

The  limited,  as  well  as  frequently  inconsistent,  reports 
on  the  prevalence  of  violence  in  general  hospitals  under- 
score the  need  for  individual  hospitals  to  conduct  their 
own  surveys.  Based  on  this  information,  each  hospital 
would  then  be  able  to  decide  how  to  allot  its  resources  to 
meet  specific  needs.  The  purpose  of  this  study  is  to  present 
data  obtained  on  the  prevalence  of  violence  in  various  sec- 
tions of  a 565-bed  acute  care  general  hospital  in  an  inner 
city  area. 

Methods 

The  authors  reviewed  all  cases  in  which  patients  had  been  seen 
by  psychiatrists  because  of  violent  behavior  on  the  general  medi- 
cal and  surgical  wards  and  in  the  emergency  room.  It  is  the  hospi- 
tal’s general  policy  that  every  patient  who  manifests  or  threatens 
violence  be  seen  for  psychiatric  consultation.  Also,  the  Code  Blue 
team,  which  represents  an  on-site  response  to  emergency  violent 
situations,  must  include  a psychiatrist.  Therefore,  patients  iden- 
tified as  violent  in  the  psychiatrists’  log  books  on  the  consultation 
services  and  emergency  room  represent  the  prevalence  rate  of 
violent  behavior  on  these  services.  The  specialized  psychiatric 
unit  of  the  hospital  was  excluded  from  this  study. 

Although  the  main  purpose  of  this  study  was  to  collect  data  on 
patients  manifesting  violent  behavior  against  others,  we  also  pre- 
sented for  comparison  some  data  on  the  number  of  patients  eval- 
uated for  suicidal  behavior.  Violent  behavior  was  defined  as  one 
of  three  categories:  violence  to  person  (physically  assaultive),  vi- 
olence to  property,  or  verbally  threatening  violence  to  person. 
Simple  agitation  or  excitement  was  not  considered  violent  behav- 
ior. The  data  on  the  psychiatric  emergency  service  were  obtained 
by  reviewing  the  charts  of  all  patients  evaluated  for  the  six- 
month  period  from  October  1, 1988,  to  March  31, 1989.  It  should 
be  noted  that  this  hospital  does  not  have  an  independent  psychi- 
atric emergency  room  but  receives  direct  referrals  from  the 
screening  nurse,  or  consultation  requests  on  medical  patients 
with  psychiatric  problems  from  the  emergency  room  physicians. 
Information  on  Code  Blue  patients  for  the  six-month  period  from 
February  1, 1989,  to  July  31, 1989,  was  obtained  from  the  securi- 
ty department  of  the  hospital  and  then  by  reviewing  the  identi- 
fied patients’  charts.  The  data  on  violent  patients  seen  in  psychi- 
atric consultation  among  the  general  medical/surgical  inpatient 
population,  including  those  identified  as  AIDS  patients  (January 
1 , 1 989,  to  June  30, 1 989,  by  the  psychiatric  consultation  service; 
and  January  1, 1988,  to  December  31, 1988,  by  the  AIDS  consul- 
tation service),  were  obtained  from  detailed  discussions  with  the 
psychiatrists  who  had  examined  these  patients  as  well  as  by  re- 
viewing the  charts.  The  data  included  the  type  of  violent  behav- 
ior, demographic  characteristics,  psychiatric  diagnoses,  and  sub- 
stance abuse  patterns  of  the  violent  patients.  Psychiatric 
diagnoses  were  made  according  to  the  criteria  established  in  the 
Diagnostic  and  Statistical  Manual  of  Mental  Disorders  (3rd 
edition-revised)  (DSM-III-R).'^ 

Results 

Of  a total  of  1,506  patients  evaluated  in  the  psychiatric  emergen- 
cy service  for  a six-month  period,  the  presenting  and  documented 
complaints  of  45  patients  included  violence  to  others.  Twelve  pa- 
tients were  violent  to  property,  and  46  patients  were  verbally  threat- 
ening to  persons.  Therefore,  the  total  number  of  patients  evaluated 
for  violent  behavior  was  103  (6.8%)  (Table  I).  During  this  same 
period,  209  (13.9%)  patients  were  evaluated  for  suicidal  behavior. 
Of  the  patients  exhibiting  violent  behavior,  67  (65%)  were  males  and 
36  (35%)  were  female,  while  the  age  group  most  represented  was 
between  26  and  35  years  (Table  II).  The  largest  diagnostic  category 
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TABLE  I.  Total  Number  of  Dangerous  Patients  Evaluated 


Psychiatric 

Emergency 

Service 

Psychiatric 

Consultation 

Service 

AIDS  Consultation 
Service 

Total 

Period  of  time 

6 mos 

6 mos 

1 year 

Total  number  of 
patients  evaluated 

1,506  (100%) 

390  (100%) 

256  (100%) 

2,152  (100%) 

Total  number  of 
patients  evaluated 
for  violence 

103  (6.8%) 

17  (4.4%) 

1 1 (4.3%) 

131  (6.1%) 

Total  number  of 
patients  evaluated 
for  suicidal  behavior 

209  (13.9%) 

123  (31.5%) 

15  (5.9%) 

347  (16.1%) 

TABLE  II. 

Age  and  Sex  Distribution  of  Patients  Evaluated  for  Violent  Behavior 

Psychiatric  Emergency  Service 

Psychiatric  Consultation  Service 

AIDS  Consultation  Service 

Age  (yr) 

Male 

Female 

Male 

Female 

Male 

Female 

Under  18 

1 (0.9%) 

1 (0.9%) 

— 

— 

— 

— 

18-25 

18  (17.5%) 

7 (6.8%) 

1 (5.9%) 

— 

— 

— 

26-35 

26  (25.2%) 

13  (12.6%) 

2 (11.8%) 

1 (5.9%) 

6 (54.5%) 

2 (18.2%) 

36-45 

12  (11.7%) 

4 (3.9%) 

— 

2 (11.8%) 

3 (27.3%) 

— 

46-55 

5 (4.9%) 

7 (6.8%) 

3 (17.6%) 

2 (11.8%) 

— 

— 

56-65 

2 (1.9%) 

3 (2.9%) 

— 

1 (5.9%) 

— 

— 

Over  65 

3 (2.9%) 

1 (0.9%) 

2 (11.8%) 

3 (11.6%) 

— 

— 

Total 

67  (65.0%) 

36  (35.0%) 

8 (47.0%) 

9 (53.0%) 

9 (81.8%) 

2 (18.2%) 

TABLE  III.  Diagnoses  of  Patients  Evaluated  for  Violent  Behavior 


Diagnosis 

Psychiatric 
Emergency  Service 

Psychiatric 
Consultation  Service 

AIDS  Consultation  Service 

Schizophrenic  disorder 

43  (41.7%) 

3 (17.6%) 

— 

Substance  abuse  disorder 

30  (29.1%) 

1 (5.9%) 

— 

Bipolar  disorder 

6 (5.8%) 

— 

— 

Adjustment  disorder 

16  (15.5%) 

— 

4 (36.4%) 

Organic  mental  disorder 

3 (2.9%) 

8 (47.1%) 

7 (63.6%) 

Personality  disorder 

2 (1.9%) 

4 (23.5%) 

— 

Other  disorders 

3 (2.9%) 

1 (5.9%) 

— 

Total 

103  (100%) 

17  (100%) 

11  (100%) 

of  these  patients  was  schizophrenic  disorder  (N=43,  41.7%),  fol- 
lowed by  substance  abuse  disorder  (N=30,  29.1%),  and  adjustment 
disorder  (N=16,  15.5%)  (Table  III).  Significantly,  68  (66%)  of  the 
total  of  103  violent  patients  were  reported  to  have  a history  of  abuse 
of  alcohol  or  other  substances.  The  breakdown  of  reported  sub- 
stances abused  is  as  follows:  alcohol,  30  (44.1%);  alcohol  and  co- 
caine, 11  (16.2%);  cocaine,  8 (11.8%),  marijuana,  5 (7.4%);  others 
(phencyclidine,  opioids,  lysergic  acid  diethylamide),  9 (14.2%);  and 
polysubstances,  5 (7.4%).  Of  these  103  patients,  61  (59.2%)  were 
admitted  to  the  inpatient  unit,  and  42  (40.8%)  were  released  from 
the  emergency  room.  In  comparison,  of  the  209  patients  evaluated 
for  suicidal  behavior,  99  (47.4%)  were  admitted  to  the  inpatient 
unit,  and  110  (52.6%)  were  released  from  the  emergency  room. 

The  results  of  the  study  in  the  psychiatric  consultation  service 
were  as  follows:  of  a total  of  390  patients  on  the  general  medical/ 
surgical  wards  referred  for  psychiatric  consultation  for  the  six- 
month  period,  nine  patients  were  evaluated  for  physical  violence 
against  other  persons,  and  eight  for  verbally  threatening  violence. 
Thus,  a total  of  17  patients  (4.4%)  were  evaluated  for  violent  behav- 
ior, in  contrast  to  a total  of  123  patients  (31.5%)  evaluated  for  sui- 
cidal behavior  (Table  I).  The  violent  patients  included  eight  males 
and  nine  females.  Almost  half  of  these  patients  (N=8)  were  diag- 
nosed as  having  organic  mental  disorder,  including  delirium  tremens 


( 1 ),  alcohol  dementia  (2),  organic  personality  disorder  (2),  delirious 
state  (2),  and  senile  dementia  (1).  The  next  largest  diagnostic  group 
comprised  various  personality  disorders  (N=4),  two  of  which  were 
severe  borderline  personality  disorders.  Of  the  remainder,  three  pa- 
tients were  schizophrenic,  one  a substance  abuser,  and  one  a post- 
traumatic  stress  disorder  patient. 

Of  these  violent  patients,  only  three  could  not  be  managed  on  the 
medical  service  and  were  transferred  to  the  psychiatric  unit.  All  of 
the  violent  patients  (N=17)  were  immediately  put  on  constant  ob- 
servation, and  all  but  two  were  given  tranquilizing  medications.  One 
patient  died  of  advanced  liver  disease. 

Of  a total  of  256  patients  diagnosed  as  suffering  from  AIDS  who 
were  admitted  to  the  general  medical  service  and  referred  for  psychi- 
atric consultation  during  a one-year  period,  seven  were  evaluated  for 
violence  to  persons  and  four  for  verbally  threatening  violence.  Thus 
a total  of  1 1 (4.3%)  were  evaluated  for  violent  behavior,  while  a total 
of  15  (5.8%)  were  evaluated  for  suicidal  behavior  (Table  I).  The  1 1 
patients  evaluated  for  violence  included  nine  males  and  two  females, 
all  between  the  ages  of  26  and  45  years.  Seven  were  diagnosed  as 
having  organic  mental  disorder  (delirium  or  dementia)  and  four  as 
having  adjustment  disorder.  Nine  of  these  violent  patients  had  a his- 
tory of  opioid  abuse,  and  two  of  opioid  and  other  substance  abuse. 
All  these  patients  were  initially  placed  on  constant  observation,  two 
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of  them  until  their  deaths.  Eight  were  also  medicated,  and  three 
were  transferred  to  the  psychiatric  unit.  Similarly,  all  15  patients 
evaluated  for  suicidal  behavior  were  put  on  constant  observation, 
but  only  one  was  transferred  to  the  psychiatric  unit. 

Interestingly,  patients  seen  by  the  psychiatric  emergency  service 
were  younger  (age  <45:>45  = 82:21)  than  the  patients  seen  by  the 
psychiatric  consultation  service  (age  <45:age>45=6;l  1)  (x^=14.67, 
df=l,  /7<0.001).  Also,  the  distribution  of  diagnostic  categories 
shows  interesting  differences  between  patients  seen  by  the  psychiat- 
ric emergency  service,  psychiatric  consultation  service,  and  psychi- 
atric AIDS  consultation  service  (Table  III).  A majority  of  patients 
seen  by  the  psychiatric  emergency  service  had  primary  diagnoses  of 
schizophrenic  disorder  or  substance  abuse  disorder,  while  a majority 
of  patients  seen  by  the  psychiatric  consultation  service  had  an  organ- 
ic mental  disorder  or  personality  disorder,  and  all  patients  seen  by 
the  AIDS  consultation  service  were  diagnosed  as  having  either  or- 
ganic mental  disorder  or  adjustment  disorder. 

In  regard  to  Code  Blue  incidents,  a total  of  six  such  incidents  oc- 
curred throughout  the  hospital  during  the  six-month  period.  There 
were  two  violent  incidents  in  the  intensive  care  unit,  two  in  the  ado- 
lescent medical  unit,  one  on  the  medical  ward,  and  one  in  the  emer- 
gency room. 

The  case  in  the  emergency  room  is  illustrative  of  this  type  of  inci- 
dent. It  involved  a 32-year-old  alcoholic  man  who,  seemingly  frus- 
trated at  having  to  wait  to  see  the  psychiatrist,  started  spitting  on  the 
floor.  When  told  by  the  security  guard  to  stop,  the  patient  started 
punching  the  guard.  A Code  Blue  was  called;  the  patient  was  re- 
strained, medicated,  and  referred  to  the  psychiatric  unit. 

Discussion 

Despite  the  general  public’s  perception  of  violent  be- 
havior increasing  in  inner  city  hospitals  because  of  the 
high  prevalence  of  substance  abuse,  particularly  of 
“crack”  cocaine,  this  study  confirms  earlier  reports  about 
the  relatively  low  rate  of  violence  occurring  in  general  hos- 
pitals.In  the  psychiatric  emergency  service,  during  a 
six-month  period,  there  were  only  103  (6.8%)  patients 
seen  who  required  psychiatric  intervention  because  of 
complaints  of  violent  behavior.  These  findings  differ  from 
those  of  Skodol  and  Karasu’s''  study,  which  found  that 
1 1%  of  367  patients  acted  out  their  violent  urges  against 
others  prior  to  being  seen  in  the  emergency  room  of  a city 
hospital  in  the  Bronx  in  1978.  We  believe  that  one  differ- 
ence between  the  results  of  these  two  studies  reflects  a 
difference  in  methodology:  the  Skodol  and  Karasu  study 
was  a prospective  one  in  which  clinicians  were  instructed 
to  use  a rating  instrument  and  ask  specific  questions  per- 
taining to  the  presence  of  violent  ideation  or  behavior.  On 
the  other  hand,  our  clinicians  do  not  systematically  use  a 
rating  instrument  but  are  instructed  to  inquire  specifically 
about  dangerous  behavior  during  the  course  of  the  psychi- 
atric evaluation.  The  reason  for  these  explicit  instructions 
is  that  we  agree  with  Rada’s''*  assertion  that  just  as  some 
years  ago  clinicians  were  hesitant  to  inquire  about  suicide 
potential,  therapists  today  commonly  use  denial  and  tend 
to  avoid  direct  questioning  about  violent  urges. 

An  additional  explanation  for  the  relatively  low  rate  of 
violence  seen  by  the  psychiatric  emergency  service  has  to 
do  with  the  nature  of  patients  served.  Many  psychiatric 
patients  who  frequent  our  emergency  room  are  not  bona 
fide  emergency  cases  but  are  individuals  residing  in  the 
community  who  utilize  it  as  a walk-in  clinic,  especially 
during  off-hours  such  as  evenings  and  weekends.  These 
patients  come  to  speak  to  a psychiatrist  because  they 
missed  their  daytime  appointment  in  the  outpatient  clinic 
or  to  request  a refill  of  their  medication.  Also,  patients 


evaluated  for  dangerousness  and  deemed  to  be  in  need  of 
emergency  hospital  care  by  psychiatrists  in  the  other  out- 
patient sections  of  this  hospital,  such  as  the  adult,  alcohol, 
or  geriatric  services,  are  often  referred  directly  to  the  psy- 
chiatric unit  without  being  screened  by  the  psychiatric 
emergency  service,  and  therefore  are  not  reflected  in  the 
emergency  statistics. 

In  regard  to  the  number  of  patients  exhibiting  violent 
behavior  seen  by  the  psychiatric  consultation  service  on 
the  general  medical/surgical  wards,  the  total  of  17  (4.4%) 
out  of  the  390  patients  referred  for  evaluation  is  low,  and 
consistent  with  the  previous  reports  in  the  literature.^  It 
should  be  pointed  out,  however,  that  of  the  total  of  8,456 
adults  admitted  to  the  hospital,  excluding  psychiatry  and 
pediatrics  during  that  period,  only  4.6%  were  referred  for 
psychiatric  consultation.  This  figure  is  also  consistent 
with  literature  about  the  underutilization  of  psychiatric 
consultation  in  general  hospitals.'*  These  17  violent  pa- 
tients represented  only  0.20%  of  the  total  number  of  8,456 
patients  admitted  to  the  medical/surgical  services  during 
this  six-month  period.  It  is  also  possible  that  this  low  prev- 
alence rate  is  due  to  a narrow  interpretation  of  violent  be- 
havior. Patients  exhibiting  behavioral  or  management 
problems,  including  agitation  and  delirium,  who  were  seen 
by  the  psychiatric  consultant,  and  who  were  treated  and 
brought  under  control,  were  not  included  among  the  vio- 
lent patients. 

Another  related  issue  is  that  all  of  the  violent  patients 
seen  by  the  psychiatric  consultation  service  were  initially 
placed  on  constant  observation,  which  means  that  a staff 
member  is  assigned  on  a one-to-one  basis  to  keep  the  pa- 
tient within  visual  range  and  within  arm’s  reach  at  all 
times.  Of  the  17  patients  seen  by  the  psychiatric  consulta- 
tion service,  three  were  then  transferred  to  the  psychiatric 
unit,  and  one  died.  Although  there  is  a hospital  procedure 
on  the  use  of  constant  observation  for  patients  who  may  be 
harmful  to  themselves,  there  are  none  to  guide  the  clini- 
cian in  cases  of  violence.  Goldberg pointed  out  that  there 
were  significant  policy  deficits  regarding  the  use  of  con- 
stant observation  in  general  hospitals.  He  concluded  that 
psychiatry  should  become  more  involved  in  promoting 
policy  in  this  area,  and  that  more  research  should  be  done, 
including  the  use  of  constant  observation  instructions  in 
cases  other  than  potential  suicide. 

Among  the  AIDS  inpatients  referred  for  psychiatric 
consultations,  1 1 (4.3%)  and  15  (5.9%)  of  the  total  of  256 
new  patient  admissions  were  evaluated  for  violent  behav- 
ior and  suicidal  behavior,  respectively.  Interestingly,  sev- 
en of  the  1 1 patients  evaluated  for  violence  were  suffering 
from  an  organic  mental  disorder.  Since  a total  of  968 
AIDS  patients  were  admitted  to  the  general  medical 
wards  from  January  1,  1988,  to  December  31,  1988,  the 
1 1 violent  patients  represented  1.14%  of  all  the  AIDS  pa- 
tients in  the  hospital. 

This  article  represents  an  attempt  to  describe  and  place 
numerical  values  on  violent  behavior  occurring  in  an  inner 
city  general  hospital.  Because  of  the  great  emotional  im- 
pact that  serious  violent  acts  have  on  everybody  in  the  hos- 
pital, there  is  a natural  tendency  to  form  the  perception 
that  violence  occurs  quite  frequently.  We  have  examined 
the  existence  of  violent  behavior  and  found  that  violent 
behavior  in  this  general  hospital  is  not  as  prevalent  as  pre- 
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viously  believed.  We  nonetheless  acknowledge  that  it  is 
part  of  our  medical  responsibilities  to  evaluate  and  man- 
age patients  exhibiting  such  behavior.  This  evaluation 
should  begin  in  the  emergency  room,  where  certain  pa- 
tients present  as  psychiatric  emergencies  manifesting  vio- 
lent behavior.  On  the  general  medical/surgical  wards,  the 
judicious  use  of  psychiatric  consultations  may  help  avert 
the  simple  agitation  of  confused  or  maladaptive  patients 
from  escalating  into  full  blown  violence. 
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The  “Team  Physician  Award”  Program,  sponsored  by  the  Medical  Society  of  the  State  of  New  York, 
annually  recognizes  a physician  who  consistently  contributes  his  or  her  time  and  skills  to  young  athletes, 
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concerns  of  his  or  her  local  school  district  and  community.  Such  a program  concerns  itself  with  both 
scholastic  and  nonscholastic  sports. 

Nominations  for  the  award  can  come  from  county  medical  societies.  New  York  State  athletic  direc- 
tors, regional  athletic  associations,  individual  school  districts  (both  public  and  non-public),  coaches, 
section  organizations,  and  individuals. 

This  award  will  be  presented  in  the  Spring  of  each  year.  Nominations  must  be  submitted  by  February 
15,  1991. 

For  additional  information  about  this  award,  and  for  nomination  forms,  contact  the  Medical  Society 
of  the  State  of  New  York,  Division  of  Scientific  and  Educational  Activities,  420  Lakeville  Road,  Lake 
Success,  NY  11042,  or  call  (516)  488-6100,  ext  247. 
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Multiple  addictions:  Co-synchronous  use  of  alcohol  and 

drugs 


Norman  S.  Miller,  md;  Beth  M.  Belkin,  md;  Mark  S.  Gold,  md 


Identifying  multiple  drug  addictions  is  crucial  to  the  clini- 
cal diagnosis,  prognosis,  and  treatment  of  psychoactive 
substance  dependence,  as  well  as  to  the  formulation  of  eti- 
ologic  research  models  of  abuse  and  addiction.  Theories  of 
genetic  transmission  of  alcoholism  and  drug  addiction 
challenge  traditional  behavioral  theories  of  addiction. 
Similarly,  the  concept  of  multiple  addiction  challenges 
neurobiologic  theories  of  addiction  to  individual  drugs,  as 
it  suggests  a universal  susceptibility  to  alcohol  and  drug 
addictions. 

Today’s  alcoholic  usually  becomes  addicted  to  alcohol 
first  but  goes  on  to  develop  other  drug  addictions  at  an 
alarming  rate.  Consequently,  most  alcoholics  under  age 
30  are  addicted  to  at  least  one  other  drug.  Most  often,  they 
have  multiple  addictions  with  consequences  similar  to 
those  of  their  alcohol  addiction.  Although  alcohol  is  not 
usually  the  drug  of  choice  for  persons  with  multiple  addic- 
tions, it  tends  to  be  used  in  addition  to  or  in  lieu  of  the  drug 
of  choice.'  It  is  rare  to  find  a drug  addict  who  is  addicted 
only  to  one  drug.  For  example,  one  does  not  typically  see  a 
heroin  addict  who  is  not  or  has  not  also  been  addicted  to 
marijuana  and/or  alcohol,  or  more  recently,  cocaine.  The 
common  practice  of  adulteration  (mixing  in  the  prepara- 
tion) of  one  illicit  drug  with  another  drug  makes  it  diffi- 
cult, if  not  impossible,  for  the  addict  to  sustain  a mono- 
drug addiction,  particularly  when  the  drugs  are  obtained 
on  the  street. 

The  number  and  variety  of  drugs  sought  by  the  multiply 
addicted  has  become  increasingly  extensive  and  exotic.  In 
addition,  the  traditional  distinction  between  illicit  drug 
use  and  therapeutic  use  of  prescribed  medications  is  not 
useful.  Medical  drugs  are  often  used  nonmedically  by 
drug  addicts. 

The  effect  of  multiple  addiction  on  personality  develop- 
ment and  the  evolution  of  psychiatric  symptoms  is  not  well 
understood.  Although  the  multiply  addicted  are  frequent- 
ly observed  to  have  greater  personality  disturbances  than 
monodrug  addicts,  the  impact  of  alcohol  and  multiple 
drugs  on  personality  functioning  has  not  been  measured  in 
any  meaningful  way.  The  alcoholics  and  drug  addicts  of 
today  usually  become  addicted  sometime  during  adoles- 
cence, when  the  personality  is  still  developing  and  when  no 
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Stable  or  mature  identity  has  been  established.  The  result- 
ing picture  is  often  one  of  alcoholism  and  drug  addiction 
combined  with  an  immature  personality.  It  appears  that 
the  addict’s  personality  undergoes  an  arrest  of  maturation 
when  the  onset  of  addiction  occurs. 

In  addition,  drugs  have  pharmacologic  effects  on  the 
brain  which  critically  affect  behavior  and  other  manifes- 
tations of  personality  functioning.  Alcohol,  marijuana,  co- 
caine, opiates,  sedative/hypnotics,  and  other  drugs  pro- 
duce syndromes  of  intoxication  and  withdrawal  that 
significantly  disturb  mood  and  cognition.  These  psychoac- 
tive effects  are  often  chronic  and  cumulative  in  the  multi- 
ply addicted  with  an  often  marked  degree  of  personality 
disorganization.^-^ 

Trends  in  Alcohol  and  Drug  Use 

The  natural  history  of  alcoholism  is  being  altered  by  the 
phenomenon  of  multiple  addiction.  The  course  of  one  drug 
addiction  is  significantly  affected  by  the  addition  of  an- 
other drug  addiction.  Although  not  well  documented,  it  is 
often  clinically  observed  that  the  course  of  alcoholism  is 
drastically  truncated  by  an  addiction  to  another  drug. 
Many  alcoholics,  when  giving  a history,  make  the  com- 
ment that  the  course  of  their  alcoholism  could  have  con- 
tinued uninterrupted  had  they  not  developed  an  addiction 
to  cocaine,  opiates,  or  sedatives.  Clinical  experience 
strongly  supports  this  notion,  as  in  many  instances  it  was 
the  development  of  an  addiction  to  another  drug  that  mo- 
tivated the  addict  to  seek  treatment,  in  spite  of  an  already 
longstanding  addiction  to  alcohol  with  significant  adverse 
effects.  Furthermore,  the  younger  the  addict,  the  more 
common  the  occurrence  of  multiple  addiction. 

The  National  Institute  on  Drug  Abuse  (NIDA)  has 
conducted  an  annual  monitoring  survey  since  1975. This 
survey  has  become  the  most  complete  and  frequently  cited 
reference  on  alcohol  and  drug  abuse.  It  consists  of  inter- 
view responses  of  a nationally  representative  sample  of 
high  school  seniors  who  are  usually  interviewed  over  the 
telephone.  Those  students  who  have  dropped  out  of  school 
or  are  chronically  absent  (approximately  20%)  are  not 
polled,  which  may  lead  to  sampling  bias,  as  many  of  these 
dropout  students  may  have  alcohol  and  drug  problems 
which  led  to  their  poor  academic  outcome.^  Consequently, 
the  survey  may  underestimate  drug  use.  In  1985,  lifetime 
use  of  alcohol  by  high  school  seniors  was  93%;  of  marijua- 
na, 59%;  of  cocaine,  16%;  of  other  stimulants,  16%;  and  of 
tranquilizers,  14%.  For  these  same  drugs,  reported  use  in 
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the  last  month  was  70%,  29%,  5%,  14%,  and  2%,  respec- 
tively.^ NIDA  also  sponsors  another  national  survey  of 
households  in  the  United  States  to  assess  prevalence  of 
drug  use  by  young  and  old.  Similar  figures  were  obtained 
for  the  young  as  in  the  high  school  survey.  In  addition,  this 
survey  also  demonstrated  the  inverse  relationship  between 
age  and  other  drug  use  among  alcoholics. 

The  Drug  Abuse  Warning  Network  (DAWN),  which 
records  visits  to  emergency  rooms  in  the  United  States, 
has  found  that  alcohol  was  most  frequently  used  in  combi- 
nation with  other  drugs,  accounting  for  24%  of  all  drug- 
related  episodes.  Data  were  not  collected  for  episodes  re- 
lated to  alcohol  alone.'* 

The  National  Youth  Polydrug  Study  has  found  that  a 
sample  of  2,750  alcoholic  youths  regularly  used  a mean  of 
4.4  other  drugs,  most  commonly  marijuana  and  alcohol 
(86%  and  80%,  respectively).  Amphetamines  had  the 
third  highest  prevalence  (45%),  followed  by  hashish 
(42%),  barbiturates  (40%),  hallucinogens  (40%),  and 
phencyclidine  (PCP)  (32%).^’’ 

As  far  back  as  1 930,  alcoholics  have  used  other  drugs  in 
alarming  frequency.  Freed  reviewed  15,447  cases  in  46 
studies  during  the  years  between  1930  and  1970,  finding 
3,046  alcoholics  (20%)  who  were  also  addicted  to  another 
drug.  These  other  drugs  included  some  of  the  same  ones 
used  by  alcoholics  today,  ie,  barbiturates,  opiates,  benzo- 
diazepines, and  marijuana.* 

There  have  been  only  a few  studies  that  have  attempted 
to  establish  actual  prevalence  of  multiple  drug  addictions. 
Until  recently,  the  prevalence  of  alcoholism  was  based  on 
estimates  of  consumption  rates  of  alcohol  or  of  medical 
consequences  of  alcohol  use.  The  Epidemiological  Catch- 
ment Area  (ECA)  study  was  the  first  national  assessment 
of  the  prevalence  of  alcoholism  according  to  the  standard- 
ized diagnostic  criteria  for  alcohol  abuse  and  dependence 
contained  in  the  DSM-III.^  '°  The  ECA  study  was  carried 
out  by  a team  of  researchers  assigned  to  sites  in  five  US 
cities,  namely,  St  Louis,  Los  Angeles,  Baltimore,  New 
Haven,  and  Durham.  The  study  was  conducted  in  a stan- 
dardized fashion  with  identical  methods  employed  in  each 
site.  Unlike  other  surveys  of  drug  use  prevalence,  which 
utilize  written,  self-administered  questionnaires  or  tele- 
phone interviews,  these  subjects  were  given  a structured 
personal  interview.  The  findings  indicated  that  alcoholism 
is  a relatively  common  disorder,  with  a lifetime  prevalence 
of  13.4%  in  the  total  sample  population.  For  men,  the  life- 
time prevalence  was  even  more  dramatic,  with  almost  a 
quarter  of  the  sample  (23.8%)  meeting  criteria  for  alco- 
holism. The  rate  for  women  was  much  lower  at  4.6%,  but 
that  figure  appears  to  be  steadily  increasing.  Interesting- 
ly, about  half  of  those  who  met  lifetime  criteria  for  alco- 
holism had  active  alcoholism  in  the  past  year.  Another 
important  finding  was  that  the  prevalence  of  alcoholism  is 
significantly  higher  in  men  and  women  under  the  age  of  45 
years.  For  men,  lifetime  prevalence  for  ages  18-29  years 
was  27%,  versus  28%  for  ages  30-44,  and  21%  for  ages  45- 
65.  For  women,  lifetime  prevalences  were  7%,  6%,  and  3%, 
respectively,  for  these  age  groups.^  '** 

Alcoholism  is  increasingly  recognized  as  a youthful  dis- 
order. Almost  40%  of  the  cases  in  the  ECA  study  began 
abusing  alcohol  between  the  ages  of  15  and  19,  and  80% 
had  begun  by  the  age  of  30.  Men  typically  reported  an 


earlier  onset  of  alcoholism  than  did  women:  the  average 
age  of  onset  of  alcoholism  was  22  years  in  men  versus  25 
years  in  women.  More  than  half  of  the  sample  (54%)  had  a 
duration  of  alcoholism  of  five  years  or  less.^  '** 

The  prevalence  of  drug  addiction  among  alcoholics  was 
fairly  high  in  the  ECA  study:  as  many  as  30%  of  the  alco- 
holics met  criteria  for  a drug  addiction.  Marijuana  addic- 
tion was  the  most  common.  The  reverse  situation — the 
prevalence  of  alcoholism  among  drug  addicts — was  also 
quite  high,  with  alcoholism  among  marijuana  addicts  be- 
ing 36%,  among  barbiturate  addicts  71%,  among  amphet- 
amine addicts  62%,  among  hallucinogen  addicts  64%, 
among  opiate  addicts  67%,  and  among  cocaine  addicts 
84%.  Interestingly,  less  than  l%of  the  total  sample  admit- 
ted to  cocaine  addiction  at  some  time  in  their  lives,  but 
84%  of  these  also  had  alcoholism.  Overall,  this  study  dem- 
onstrates that  in  the  general  population,  alcoholism  is  a 
common  complicating  factor  in  the  majority  of  cases  of 
drug  addiction. 

There  is  even  greater  overlap  of  alcoholism  and  drug 
addiction  when  a select  population  is  studied,  such  as 
those  entering  a treatment  program.  In  such  cases,  the 
occurrence  of  multiple  addiction  increases  significantly, 
although  it  parallels  the  patterns  found  in  the  general  pop- 
ulation. 

For  the  contemporary  drug  addict,  multiple  drug  use 
and  addiction  that  includes  alcohol  is  the  rule.  The  mono- 
drug user  and  addict  is  a vanishing  species  in  American 
culture.' For  example,  large  scale  studies  of  inpatient 
populations  of  adult  and  adolescent  alcoholics  and  drug 
addicts  in  various  treatment  facilities  have  found  that  be- 
tween 70%  and  90%  of  cocaine  addicts  are  also  addicted  to 
alcohol.  Similar  studies  of  methadone  and  heroin  addicts 
show  rates  of  alcohol  dependence  between  50%  and  75%. 
Approximately  80-90%  of  cannabis  addicts  are  addicted 
to  alcohol. 

Most  studies  of  alcoholics  and  drug  addicts  have  found 
that  in  both  groups,  alcohol  is  the  first  drug  used,  often 
addictively.  The  natural  history  of  alcohol  dependence  is 
highly  variable  and  age  dependent.  Alcoholics  who  are 
over  the  age  of  30  typically  began  drinking  in  adolescence, 
progressing  to  full-blown  alcohol  dependence  in  their  ear- 
ly 20s.  A certain  proportion,  perhaps  10%  to  20%,  also 
began  using  cannabis  in  their  20s.  Another  10%  may  have 
begun  using  stimulants,  including  cocaine  and  amphet- 
amines, while  20%  may  have  used  sedative/hypnotics, 
such  as  benzodiazepines,  barbiturates,  and  meprobam- 
ates. About  50%  will  continue  their  alcohol  dependence 
without  significant  use  of  any  additional  drugs. 

In  contrast,  the  alcoholic  under  the  age  of  30  progresses 
according  to  a different  timetable,  probably  in  response  to 
the  general  increase  in  drug  use  in  our  culture.  More  than 
80%  of  these  alcoholics  are  addicted  to  at  least  one  other 
drug;  more  typically,  they  are  addicted  to  more  than  one. 
A triad  of  alcohol,  marijuana,  and  cocaine  addiction  is  a 
regular  feature  of  the  young  alcoholics  currently  being  ad- 
mitted to  inpatient  and  outpatient  facilities.  Typically,  the 
younger  alcoholic  begins  using  alcohol  in  early  teenage 
years,  ages  13-15  years,  and  progresses  to  addictive  use  of 
alcohol  by  the  age  of  1 5 to  1 6.  A year  or  two  after  the  onset 
of  alcohol  use,  other  drugs  are  tried  and  some  are  then 
used  addictively.  The  most  frequent  pattern  involves  use 
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of  marijuana,  followed  by  hallucinogens  such  as  PCP, 
benzodiazepines,  and  barbiturates.  The  typical  pattern  of 
cocaine  use  has  changed  and  continues  to  change  dramati- 
cally, especially  with  regard  to  consistently  earlier  age  of 
onset  of  use.  The  skillful  marketing  techniques  for  the 
cheaper  form  of  cocaine,“crack,”  have  lured  younger  indi- 
viduals to  addictive  use.'^-'^ 

Investigations  of  the  utility  of  the  DSM-III-R  criteria 
for  substance  dependence  disorders  have  confirmed  these 
findings.  The  dependence  syndrome  as  defined  in  DSM- 
III-R  is  used  to  diagnose  all  types  of  alcohol  and  drug 
dependence  by  utilizing  the  same  criteria  for  addiction, 
tolerance,  and  dependence.''*  The  findings  of  one  impor- 
tant study  supported  the  notion  of  a common  dependence 
syndrome  for  alcohol  and  drugs,  particularly  alcohol,  opi- 
ates, and  cocaine.'^ 

Diagnosis  of  Multiple  Addictions 

The  identification  of  only  alcohol  dependence  in  a given 
patient  is  often  tenuous  and  misleading.  Because  denial  is 
a part  of  the  addictive  process,  underreporting  and  under- 
estimation of  drug  use  is  to  be  expected  in  a clinical  inter- 
view, especially  if  only  the  alcoholic  is  interviewed.  Cor- 
roborative sources  increase  the  likelihood  of  obtaining  a 
more  accurate  history,  but  still  may  not  reveal  the  total 
pattern  and  amount  of  alcohol  and  drug  use.  These  addi- 
tional sources  may  include  family  members,  employers, 
and  legal  agencies  as  well  as  urine  and  blood  tests  for 
drugs  of  abuse. 

Even  in  the  most  obvious  cases,  it  is  often  difficult  to  get 
a reticent  multiple  addict  to  answer  questions  essential  to 
diagnosis.  Current  criteria  for  addiction  include  a preoc- 
cupation with,  compulsive  use  of,  and  relapse  to  alcohol 
and  drugs.  These  are  often  flatly  denied  by  many  alcohol- 
ics and  drug  addicts  who  are  actively  using  these  sub- 
stances. Questions  about  the  development  of  tolerance 
and  dependence  on  alcohol  and  drugs  are  equally  difficult 
to  ascertain  adequately.  Persistent  pursuit  of  information 
in  subsequent  interviews  as  well  as  a knowledge  of  the  nat- 
ural history  of  alcohol  and  drug  use  and  addiction,  partic- 
ularly in  the  multiply  addicted,  will  often  yield  rewarding 
results.'^ 

Clinical  Course 

The  medical  and  psychiatric  complications  of  multiple 
drug  addiction  are  attributable  to  the  effects  of  each  drug 
singularly  as  well  as  of  the  combined  effects  of  multiple 
drugs  used  simultaneously  or  sequentially.  The  medical 
complications  are  numerous  but  not  nearly  as  common  as 
the  psychiatric  complications,  with  the  exception  of  intra- 
venous (IV)  drug  use,  which  is  associated  with  a substan- 
tial morbidity  and  mortality.  The  proportion  of  alcoholics 
who  develop  severe  gastrointestinal,  cardiovascular,  and 
neoplastic  sequelae  is  a distinct  minority  of  the  total  popu- 
lation of  alcoholics.  Accidental,  suicidal,  and  homicidal 
deaths  remain  common,  especially  among  the  young,  for 
whom  multiple  drug  use  is  significantly  more  predomi- 
nant. 

The  IV  drug  addict  is  highly  prone  to  develop  acquired 
immunodeficiency  syndrome  (AIDS).  IV  drug  addicts 
who  have  AIDS  readily  transmit  the  virus  to  other  drug 
addicts  by  engaging  in  activities  that  involve  an  exchange 


of  bodily  fluids  between  donor  and  recipient,  such  as  shar- 
ing syringes  and  needles,  and  engaging  in  sexual  contact. 
Other  relatively  common  sequelae  of  IV  drug  use  are  viral 
hepatitis,  endocarditis,  pulmonary  infections  and  allergic 
reactions,  meningoencephalitis,  brain  abscesses,  lethal 
overdoses,  accidents,  and  trauma.^ 

Drug  induced  psychiatric  syndromes  are  clinically  in- 
distinguishable from  the  idiopathic  psychiatric  disorders 
they  mimic.  Personality  disorders,  mania,  depression, 
schizophrenia,  anxiety  disorders,  and  eating  disorders 
may  be  caused  by  alcohol  and  drugs,  especially  addictive 
use  of  these  substances.'*  '^ 

One  of  the  most  devastating  effects  of  alcohol  and  drugs 
involves  their  impact  on  the  developing  personality  of  the 
younger  addict.  The  fundamental  disturbanee  in  person- 
ality due  to  alcohol  and  drug  addiction  seems  to  occur  in 
the  area  of  personal  relationships.  This  disturbance  in  in- 
terpersonal relationships  affects  many  spheres  of  the  ad- 
dict’s life,  including  the  home,  friends,  school,  employ- 
ment, and  the  larger  society.  There  is  a characteristic 
personality  which  appears  to  develop  after  years  of  chron- 
ic use  and  which  may  be  typified  by  a narcissistic,  antiso- 
cial, depressive,  dependent,  immature,  and  histrionic  core. 
This  core  personality  is  clinically  observed  to  be  more  pro- 
nounced and  prominent  in  the  multiply  addicted. 

A key  factor  in  the  development  of  this  core  personality 
appears  to  be  a function  of  the  addictive  process  itself,  ie, 
the  preoccupation  with  acquiring  multiple  drugs  and  us- 
ing them  compulsively  with  a loss  of  self-control.  Addi- 
tionally, the  toxic  effects  of  alcohol  and  drugs  on  the  brain 
produce  an  organic  syndrome  that  impairs  insight  and 
judgment,  fosters  impulsivity,  disturbs  mood,  and  affects 
memory  and  cognitive  functions.  These  adverse  effects 
may  be  expressed  in  various  aspects  of  personality  func- 
tioning. They  tend  to  be  more  evident  in  multiple  addic- 
tions because  of  multiple  drug  effects  as  well  as  the  life 
style  required  to  obtain  expensive,  illicit  drugs. 

The  existence  of  a personality  that  predisposes  one  to 
alcoholism  and  drug  addiction  or  a general  addictive  pro- 
cess has  not  been  confirmed.  No  one  personality  type 
seems  to  determine  the  biological  development  of  addic- 
tion. However,  some  types  of  personalities  appear  to  pro- 
mote exposure  to  alcohol  and  drugs,  especially  with  re- 
gard to  the  development  of  multiple  drug  addiction.  The 
antisocial  personality  in  adults  and  the  conduct  disorder  in 
children  enhance  the  potential  for  exposure  to  alcohol  and 
drugs,  especially  at  a young  age.  This  early  and  significant 
exposure  to  multiple  drugs  combined  with  a particularly 
vulnerable  personality  type  frequently  results  in  the  devel- 
opment of  an  addictive  process. 

Another  interesting  phenomenon  that  is  frequently  ob- 
served clinically  but  is  poorly  documented  in  research 
studies  is  the  arrest  of  personality  development  and  matu- 
ration at  the  time  of  onset  of  the  addiction.  This  seems  to 
occur  whether  the  onset  of  the  addiction  is  in  childhood  or 
in  adult  life.  It  is  not  uncommon  for  the  multiply  addicted 
with  a previously  well-integrated  personality  to  undergo  a 
deterioration  in  personality  functioning  characterized  by 
the  appearance  of  narcissistic,  antisocial,  or  depressive 
characteristics  which  increase  with  the  progression  of  the 
addiction.  The  developing  personality  in  childhood  may 
not  only  be  delayed,  but  may  be  supplanted  by  the  core 
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personality  of  the  multiple  addictive  process.  Arguing 
whether  the  personality  or  the  multiple  drug  use  came 
first  is  fruitless,  as  the  core  personality  of  the  multiply 
addicted  may  be  integrated  into  the  individual’s  basic  per- 
sonality, so  that  it  is  impossible  to  distinguish  between  the 
two.^-^-^°  The  organic  personality  syndrome  in  DSM-III- 
R is  analogous  to  the  core  personality  and  may  be  used  to 
describe  the  effects  of  chronic  multiple  drug  use  on  per- 
sonality functioning.'"*  This  phenomenon  is  present  in  the 
adult  as  well,  but  here  it  involves  a deterioration  in  person- 
ality rather  than  a delay  in  maturation. 

A composite  personality  that  illustrates  the  problems  of 
the  multiply  addicted  may  be  derived  from  an  examina- 
tion of  individual  drug  effects  on  personality.  All  drugs, 
including  alcohol,  have  “typical”  effects  on  personality 
functioning.  In  the  multiply  addicted,  these  are  manifest- 
ed to  varying  degrees  to  form  a core  personality.  For  in- 
stance, the  antisocial  and  violent  traits  associated  with  co- 
caine addiction  and  the  criminal  activity  associated  with 
heroin  addiction  may  be  combined  with  the  narcissistic 
traits  of  the  alcoholic  to  produce  a perverse  distortion  of 
normal  personality  functioning. 

Differential  Diagnosis 

The  differential  diagnosis  of  the  multiply  addicted  is 
especially  troublesome  because  of  the  various  drug  effects 
on  the  mind  and  behavior.  The  severe  disturbance  in  mood 
and  affect  produced  by  drugs  may  be  associated  with 
mood  congruent  psychotic  delusions,  psychomotor  retar- 
dation, vegetative  symptoms,  and  suicidal  actions.  For  ex- 
ample, alcohol  produces  significant  depression  that  is  in- 
distinguishable from  major  depression  as  defined  in 
DSM-III-R.  Alcohol  withdrawal,  with  its  hyperexcitable 
and  hyperaroused  state,  and  alcohol  intoxication,  with  its 
episodes  of  euphoria,  poor  judgment,  and  loss  of  control, 
have  been  confused  with  mania.  In  addition,  the  repeated 
stimulation  of  the  sympathetic  nervous  system  in  alcohol 
intoxication  and  withdrawal  may  produce  an  anxiety  syn- 
drome that  is  indistinguishable  from  disorders  involving 
generalized  anxiety,  panic  attacks,  and  phobias.  In  fact, 
phobias  such  as  agoraphobia  are  quite  common  in  alcohol- 
ics. Finally,  alcohol  hallucinosis  with  auditory  and  occa- 
sionally visual  hallucinations  needs  to  be  differentiated 
from  schizophrenia. 

Cocaine  and  other  stimulants  produce  effects  that  ful- 
fill the  criteria  for  mania — a triad  of  euphoria,  hyperac- 
tivity, and  distorted  self-image.  The  withdrawal  from  co- 
caine, particularly  in  chronic  use,  is  characterized  by 
severe  depression  with  attendant  signs  and  symptoms  that 
fulfill  criteria  for  major  depression.  Chronic  cocaine  use 
may  produce  delusions,  particularly  of  a paranoid  type, 
and  hallucinations,  both  visual  and  auditory,  which  may 
be  difficult  to  distinguish  from  schizophrenia.  Further- 
more, the  anxiety  generated  from  the  pharmacologic  ef- 
fects of  addictive  chronic  cocaine  use  is  in  the  form  of  gen- 
eralized anxiety,  panic  attacks,  and  intense  agoraphobia. 

Marijuana,  phencyclidine,  and  other  hallucinogens 
produce  intense  disortions  of  mood,  affect,  thinking,  and 
perception  with  the  consequent  development  of  depres- 
sion, mania,  delusions,  and  hallucinations.  The  chronic  ef- 
fects of  marijuana  are  similar  to  those  of  both  alcohol  and 
cocaine,  as  marijuana  appears  to  have  psychopharmaco- 


logic  effects  somewhere  between  sedation  and  stimula- 
tion. Other  hallucinogens  such  as  LSD,  methamphet- 
amine,  and  psilocybin  share  properties  with  marijuana. 

The  task  of  sorting  out  and  attributing  various  drug  ef- 
fects to  the  correct  drug  is  difficult  and  at  times  impossi- 
ble. Similarly,  one  may  be  unable  to  differentiate  the  ef- 
fect of  acute  and  chronic  drug  use  and  addiction  from  oth- 
er psychiatric  disorders.  An  important  aspect  of 
differential  diagnosis  is  not  being  compelled  to  make  a 
single,  final  diagnosis  too  quickly.  It  is  essential  to  keep  in 
mind  that  alcohol  and  drug  addiction  are  primary  disor- 
ders that  produce  multiple  complex  symptoms  and  syn- 
dromes. The  treatment  of  multiple  addiction  with  detoxi- 
fication and  abstinence  will  frequently  be  sufficient  to 
establish  the  definitive  diagnosis.  However,  occasionally 
the  drug  effects,  particularly  in  the  multiply  addicted,  will 
persist  for  protracted  periods  so  that  diagnosis  becomes 
even  more  problematic. 

Pharmacologic  Intervention 

Complete  knowledge  of  all  drugs  used  in  the  multiply 
addicted  is  critical  in  treating  the  patient  during  the  acute 
detoxification  period  as  well  as  in  sustaining  recovery  and 
preventing  relapse.  Different  drugs,  including  alcohol, 
may  require  individualized  detoxification  regimens  that 
do  not  always  overlap.  For  example,  the  physiologic  with- 
drawal from  alcohol  is  treated  with  benzodiazepines;  the 
delusional  and  hallucinatory  symptoms  of  PCP  withdraw- 
al with  a neuroleptic;  and  opiate  withdrawal  with  cloni- 
dine  or  methadone.  Furthermore,  the  protracted  with- 
drawal from  hallucinogens,  cannabis,  and  stimulants  may 
require  prolonged  pharmacologic  intervention  with  neuro- 
leptics and  antidepressants  if  psychotic  and  depressive 
symptoms  persist. 

Treatment  modalities  for  addiction  are  affected  by  oth- 
er drug  use,  especially  if  alcohol  addiction  is  present.  The 
principles  of  abstinence-based  treatment  programs  such 
as  Alcoholics  Anonymous  ( AA)  will  work  for  the  alcohol- 
ic who  has  additional  drug  addictions.  However,  individ- 
ualized education  and  support  are  indicated  for  specific 
drugs  like  cocaine  and  opiates.  In  general,  the  similarities 
among  the  multiple  drug  and  alcohol  addictions  are  great- 
er than  the  differences,  so  that  recovery  in  self-help  groups 
such  as  AA  and  Narcotics  Anonymous  (NA)  is  recom- 
mended for  the  multiple  addict.  Finally,  individual  psy- 
chotherapy may  be  directed  at  the  core  personality  of  al- 
coholism and  multiple  drug  addiction  as  well  as  at  its 
effects  on  the  mind  and  behavior. 

The  management  of  overdose  or  intoxication  should  in- 
volve a thorough  history  and  physical  examination,  in- 
cluding drug  screens  of  blood  and  urine.  Because  of  the 
typical  denial  that  is  present  in  the  multiply  addicted  as 
well  as  in  those  who  know  and  are  associated  with  him  or 
her,  a reliable  account  of  type  and  severity  of  drug  use  is 
difficult  if  not  impossible  to  obtain.  For  this  reason,  it  is 
desirable  to  assess  the  patient’s  clinical  condition  with  an 
open  mind  and  always  to  maintain  a differential  diagnosis 
regarding  the  drugs  involved  in  the  overdose  or  intoxica- 
tion. 

In  the  case  of  overdose,  the  stomach  should  always  be 
emptied  by  inducing  vomiting  or  using  activated  charcoal. 
If  the  clinical  condition  does  not  improve,  other  drug 
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states  should  be  considered.  It  is  routine  in  emergency 
rooms  to  give  naloxone  to  attempt  to  reverse  opiate  over- 
dose. In  addition,  the  respiratory  and  cardiovascular  sys- 
tems need  support  in  cases  of  multiple  drug  overdoses  such 
as  alcohol,  opiates,  sedative/hypnotics,  and  antidepres- 
sants. These  drugs  have  a consistent  synergistic  depres- 
sant effect  on  respirations  and  may  generate  arrhythmias 
in  the  cardiovascular  system.  Psychotropic  medications 
such  as  antidepressants  are  frequently  involved  in  over- 
doses with  other  drugs,  particularly  alcohol.  Constant 
monitoring  of  the  vital  signs  in  intensive  care  units  may  be 
required  in  cases  of  overdose. 

The  physician  should  treat  objective  signs  of  intoxica- 
tion and  withdrawal,  but  should  take  the  self-report  of  the 
multiply  addicted  with  skepticism.  The  drug-seeking  be- 
havior of  an  addict  may  be  confused  with  signs  and  symp- 
toms of  withdrawal,  so  that  iatrogenic  overuse  of  medica- 
tions may  occur  in  a population  in  which  the  use  of  drugs 
needs  to  be  minimized.  This  drug-seeking  behavior  in  the 
multiply  addicted  may  be  particularly  strong  because  of 
the  high  potential  interchangeability  of  drugs  of  abuse. 

Because  of  the  general  vulnerability  to  alcohol  and  drug 
addiction  in  the  multiply  addicted,  the  use  of  any  drugs  or 
medications  renders  a risk  of  reactivating  the  addiction. 
Anticholinergic  and  antihistaminic  drugs  often  become 
addictive  in  the  multiply  addicted.  Even  aspirin,  aceto- 
minophen,  or  nonsteroidal  anti-inflammatory  agents, 
such  as  ibuprofen,  may  be  used  addictively,  particularly 
by  a multiple  drug  addict. 

The  clinical  use  of  “anticraving”  or  blocking  drugs  in  the 
multiply  addicted  is  not  a common  practice.  These  drugs 
are  used  most  often  in  the  acute  withdrawal  period  and  are 
not  usually  administered  on  a continuous  basis.  Abstinence 
from  all  drugs  should  be  the  ultimate  goal  in  this  vulnerable 
population.  However,  bromocriptine  and  antidepressants 
have  been  used  in  treating  the  craving  for  cocaine.  Bromo- 
criptine is  a dopamine  agonist,  while  desipramine  enhances 
dopamine  transmission  for  the  purported  effect  of  neutral- 
izing the  dopamine  depletion  which  is  believed  to  underlie 
the  cocaine  craving.  Only  modest  experimental  success  has 
been  achieved  with  these  drugs  in  treating  the  multiply  ad- 
dicted in  the  acute  withdrawal  period. 

Antabuse  (disulfiram)  is  a drug  that  has  been  used  with 
limited  efficacy  over  the  years.  Antabuse  is  a competitive 
inhibitor  of  alcohol  dehydrogenase,  an  enzyme  which  is 
responsible  for  degrading  acetaldehyde,  the  breakdown 
product  of  the  action  of  the  enzyme  alcohol  dehydrogen- 
ase on  alcohol.  Acetaldehyde  is  a noxious  intermediary 
that  produces  an  unpleasant  syndrome  of  nausea,  vomit- 
ing, and  lightheadedness.  Unfortunately,  in  severe  reac- 
tions, it  can  produce  cardiovascular  collapse.  The  more 
alcohol  consumed  and  the  higher  the  dose  of  antabuse,  the 


more  severe  the  adverse  reaction.  A major  difficulty  in  the 
use  of  this  drug  is  that  the  alcoholic  must  continue  to  take 
antabuse  daily  in  order  for  the  reaction  to  take  place  when 
alcohol  is  imbibed.  It  only  takes  a day  or  two  for  the  anta- 
buse to  be  washed  out  and  for  alcohol  to  be  consumed 
without  significant  interactive  effect.  At  times,  the  alco- 
holic is  able  to  drink  “through”  or  in  spite  of  the  antabuse 
reaction. 

In  conclusion,  identification  of  multiple  drug  addiction 
is  critical  in  the  diagnosis  and  treatment  of  today’s  alco- 
holics and  drug  addicts.  It  is  important  for  the  clinician  to 
recognize  the  various  intoxication  and  withdrawal  syn- 
dromes attributable  to  each  specific  drug  as  well  as  the 
medical  and  psychiatric  complications  of  combining  such 
drugs.  Unless  contemporary  treatment  methods  are 
adapted  to  fit  changing  patient  characteristics,  attempts 
at  rehabilitation  may  be  futile. 
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ESSAYS  IN  PEDIATRICS 


Central  nervous  system  malignancies  in  children 

J.  Russell  Geyer,  md,  Mitchel  Berger,  md 


Primary  tumors  of  the  central  nervous  system  (CNS)  con- 
stitute the  most  common  type  of  solid  tumor  in  childhood. 
A widely  held  perception,  even  among  health  care  profes- 
sionals, is  that  the  prognosis  for  children  with  these  tu- 
mors is  bleak.  In  fact,  more  than  50%  of  all  children  with 
brain  tumors  will  be  alive  five  years  after  diagnosis,'  and 
progress  in  the  treatment  of  some  highly  malignant  tumor 
types,  such  as  the  medulloblastoma,  has  been  irhpressive. 
Forty  years  ago,  virtually  no  child  survived  with  this  diag- 
nosis, while  today  more  than  half  of  patients  with  medul- 
loblastoma are  long  term  survivors  without  recurrence  of 
disease.' 

Nonetheless,  improvement  in  the  treatment  of  child- 
hood brain  tumors  has  not  been  as  rapid  as  that  seen  for 
many  other  childhood  cancers,  such  as  Wilms’  tumor  or 
acute  lymphoblastic  leukemia.  Brain  tumors  still  account 
for  a disproportionately  large  number  of  childhood  cancer 
deaths. 

There  are  several  reasons  for  the  relative  slowness  of 
progress  in  the  therapy  of  childhood  CNS  malignancies. 
While  these  tumors  as  a group  are  a relatively  common 
form  of  childhood  cancer,  the  number  of  children  with  any 
single  tumor  type  such  as  medulloblastoma,  high  grade 
astrocytoma,  and  other  tumors,  is  small.  This  lack  of  pa- 
tients prevents  the  accrual  of  sufficient  numbers  of  pa- 
tients to  conduct  therapeutic  trials. ^ Further  aggravating 
this  problem  has  been  the  self-fulfilling  expectation 
among  most  physicians  that,  because  of  the  presumed 
bleak  prognosis,  vigorous  treatment  is  not  warranted. 

In  addition,  basic  biologic  problems  face  the  neuro-on- 
cologist. A major  factor  in  the  increasing  success  of  treat- 
ment of  non-CNS  tumors  in  childhood  is  the  ability  of 
chemotherapy  to  eliminate  micrometastases,  thus  pre- 
venting recurrence  of  tumor  at  sites  distant  from  the  origi- 
nal site.  However,  control  of  systemic  metastases  is  not  the 
major  therapeutic  problem  with  most  CNS  tumors.  Tu- 
mor recurrence  at  the  original  site  accounts  for  the  major- 
ity of  treatment  failures. 

The  techniques  useful  for  preventing  local  failure  with 
non-CNS  tumors,  such  as  radical  “cancer”  surgery  with 
wide  margins  of  excision  or  wide-field  high-dose  radio- 
therapy, are  less  applicable  to  tumors  of  the  nervous  sys- 
tem. In  addition,  delivery  of  effective  chemotherapy  is,  to 
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some  extent,  limited  by  the  blood-brain  barrier. ^ Finally, 
as  with  therapy  of  cancer  in  any  location,  aggressiveness 
of  treatment  must  be  balanced  against  likelihood  of  dam- 
age to  normal  tissue.  The  therapeutic  window,  or  risk-ben- 
efit ratio,  in  the  treatment  of  tumors  of  the  CNS  is  partic- 
ularly small.  Thus,  minimizing  the  impact  of  therapy  on 
the  developing  brain  is  a vital  concern. 

Epidemiology  of  Childhood  Brain  Tumors 

About  1 ,500  children  receive  a diagnosis  of  brain  tumor 
each  year.  Duffner  et  al'  examined  the  Surveillance-Epi- 
demiology-End Result  (SEER)  registry  data,  a popula- 
tion-based data  reporting  system  covering  approximately 
10%  of  the  US  population,  for  the  interval  1973  to  1980. 
She  found  that  in  children  less  than  15  years  of  age  at 
diagnosis,  25%  of  brain  tumors  are  low  grade  astrocyto- 
mas, 23%  medulloblastomas,  12%  cerebellar  astrocyto- 
mas, 11%  high  grade  supratentorial  astrocytomas,  9% 
brain  stem  gliomas,  and  8%  ependymomas.'  In  very  young 
children,  the  distribution  of  tumor  types  is  somewhat  dif- 
ferent, with  medulloblastomas  followed  by  ependymomas 
and  low  grade  astrocytomas.^  Brain  stem  gliomas  and  cer- 
ebellar astrocytomas  are  rare  before  age  two  years,  but 
low  grade  astrocytomas  of  the  hypothalamus,  optic  tracts, 
and  thalamus  are  relatively  more  common  in  these  very 
young  children. 

A relatively  new  tumor  classification  deserves  mention, 
as  it  frequently  appears  in  recent  literature.  The  term 
primitive  neuroectodermal  tumor  (PNET)  was  originally 
used  by  Hart  and  Earle.^  The  term  is  used  to  describe  a 
group  of  cerebral  tumors  that  are  highly  malignant  and 
are  histologically  indistinguishable  from  medulloblasto- 
mas and  other  primitive  CNS  malignancies,  such  as  epen- 
dymoblastomas  and  pinealoblastomas.^  There  is  a com- 
mon histologic  appearance  among  this  group  of  tumors, 
and  the  primitive  neuroectodermal  tumor  shares  with 
these  other  primitive  tumors  the  propensity  to  spread 
throughout  the  neuraxis.  Thus,  many  authors  now  use  the 
term  primitive  neuroectodermal  tumor  to  refer  to  this  en- 
tire group  of  tumors,  including  medulloblastomas. 

The  etiology  of  brain  tumors  in  childhood  remains  for 
the  most  part  unknown.  Patients  with  neurocutaneous 
syndromes,  such  as  neurofibromatosis  and  tuberous  scle- 
rosis, are  at  increased  risk  of  a CNS  tumor. ^ Also,  cancers 
of  the  CNS  or  hematopoietic-lymphopoietic  system  occur 
more  frequently  in  relatives  of  children  with  CNS  tumors, 
as  compared  to  controls  and  to  known  incidence  rates. ^ 
This  occurrence  suggests  an  inherited  predisposition  to 
develop  these  tumors. 
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On  the  other  hand,  environmental  factors  have  been  im- 
plicated in  the  etiology  of  brain  tumors.  A possible  rela- 
tionship to  prior  CNS  irradiation  is  suggested  by  a num- 
ber of  reports  of  the  development  of  malignant  glioma 
years  after  the  administration  of  radiation  to  the  CNS.’ 
Also,  Miller  et  al*  recently  reported  that  ten  out  of  468 
patients  with  acute  lymphoblastic  leukemia  treated  with 
cranial  irradiation  and  intrathecal  methotrexate  devel- 
oped CNS  malignancies.  Farwell  et  al^  noted  an  increased 
incidence  of  medulloblastoma  in  the  offspring  of  women 
who  received  polio  vaccine  contaminated  with  the  papova- 
virus  SV40.  This  finding,  plus  the  fact  that  the  SV40  virus 
causes  CNS  neoplasms  in  animals,  suggest  that  antenatal 
exposure  to  this  virus  may  be  related  to  subsequent  devel- 
opment of  medulloblastoma. 

Signs  and  Symptoms 

Compared  to  children  with  acute  lymphoblastic  leuke- 
mia or  Wilms’  tumor,  children  with  brain  tumors  experi- 
ence the  greatest  delay  between  the  onset  of  symptoms 
and  diagnosis. Symptoms  are  usually  nonspecific,  re- 
flecting increased  intracranial  pressure:  thus,  headache, 
vomiting,  or  both  are  characteristic  findings.  These  symp- 
toms may  occur  daily,  often  in  the  early  morning.  Initial- 
ly, the  symptoms  may  be  episodic  and  can  be  mistaken  for 
symptoms  of  a viral  infection.  However,  the  persistence 
and  duration  of  symptoms,  or  the  onset  of  additional 
symptoms,  such  as  diplopia,  distinguish  the  patient  with 
brain  tumor.  Ataxia  is  the  most  frequent  focal  symptom  of 
childhood  brain  tumor,  reflecting  the  high  incidence  of 
posterior  fossa  lesions,  while  occurrence  of  focal  convul- 
sive seizures  is  less  common.^ 

It  is  even  more  difficult  to  diagnose  brain  tumors  in  very 
young  children.  Again,  symptoms  of  increased  intracrani- 
al pressure,  such  as  unexplained  and  episodic  vomiting, 
are  often  found. Since  other  causes  of  vomiting  are  not 
unusual  in  this  age  group,  very  young  patients  with  brain 
tumors  often  receive  extensive  diagnostic  evaluation  of  or- 
gans other  than  the  brain  prior  to  diagnosis.  In  children 
less  than  one  year  of  age,  expanding  head  size  is  often 
noted. Another  presentation  unique  to  the  very  young  is 
that  of  failure  to  thrive,  the  so-called  diencephalic  syn- 
drome, which  is  most  often  seen  in  children  with  tumors  of 
the  hypothalamus  or  optic  qhiasm.  This  latter  group  of 
patients  frequently  also  show  abnormal  eye  movements. 

Diagnostic  Tools 

The  development  of  computed  tomography  (CT)  revo- 
lutionized brain  tumor  diagnosis.  The  specificity  and  lack 
of  associated  morbidity  of  the  technique  make  it  a superb 
method  for  initial  diagnosis  as  well  as  for  subsequent  fol- 
low-up. Most  childhood  brain  tumors  are  easily  visible  on 
CT,  particularly  with  contrast  enhancement.  The  CT  scan 
has  proven  to  be  very  useful  in  postoperative  studies  to 
determine  extent  of  residual  tumor,  when  the  scan  is  ob- 
tained within  72  hours  after  surgery  to  avoid  post-surgical 
artifact.  Finally,  computed  tomography  allows  close  fol- 
low-up, usually  every  three  months,  with  the  capability  of 
early  detection  of  recurrence.  Such  follow-up  provides 
more  accurate  evaluation  of  tumor  response  to  therapeu- 
tic intervention,  which  may  be  of  prognostic  signifi- 
cance.'' Close  follow-up  also  allows  objective  assessment 


of  anti-tumor  activity  of  new  chemotherapeutic  agents 
and  drug  combinations  (Figs  1,  2).  CT  has  thus  largely 
superseded  arteriography  and  pneumoencephalography 
in  the  evaluation  of  patients  with  brain  tumors. 

Certain  tumors  (such  as  medulloblastoma,  malignant 
ependymoma,  PNET,  and  dysgerminoma)  have  a tenden- 
cy to  disseminate  throughout  the  neuraxis.  For  example, 
in  some  studies,  as  many  as  40%  of  patients  with  medul- 
loblastoma, although  usually  exhibiting  no  symptoms, 
have  evidence  of  metastatic  spread  of  tumor  visible  on  a 
myelogram.'^  Thus,  it  is  necessary  to  examine  the  spinal 
subarachnoid  space  of  patients  with  newly  diagnosed  tu- 
mors. Contrast  myelography  remains  the  “gold  standard” 
for  this  purpose,  although  magnetic  resonance  imaging 
(MRI)  with  paramagnetic  contrast  may  replace  the  more 
invasive  myelogram  if  ongoing  comparative  trials  show 
that  the  two  methods  are  equivalent. 

Magnetic  resonance  scanning  has  proven  to  be  particu- 
larly useful  in  evaluating  those  areas  of  the  CNS  that  are 
difficult  to  examine  by  CT,  such  as  the  base  of  the  brain 
and  the  spinal  cord.  Extent  of  tumor  may  be  better  visual- 
ized by  MRI.  For  example,  ependymomas  of  the  posteri- 
or fossa  not  uncommonly  extend  into  the  upper  cervical 
cord,  and  thus  are  not  well  seen  on  CT.'^  Because  of  the 
ability  to  create  an  image  in  multiple  planes,  the  three- 
dimensional  relationship  of  tumor  to  the  surrounding 
brain  can  be  seen.  This  capability  is  useful  to  both  the 
neurosurgeon  and  the  radiation  oncologist.  Finally,  mag- 
netic resonance  imaging  appears  to  be  more  sensitive  than 


FIGURE  1.  Head  CT  scan  of  child  with  recurrence  of  medulloblastoma 
(arrow). 
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FIGURE  2.  Head  CT  scan  of  same  patient  as  in  Fig  1,  showing  disap- 
pearance of  tumor  (arrow)  after  two  courses  of  chemotherapy  (according 
to  the  “eight  drugs  in  one  day"  regimen). 


computerized  tomography  in  evaluating  the  effects  of 
treatment  on  the  brain,  such  as  the  changes  in  white  mat- 
ter noted  following  CNS  irradiation,^  although  CT  is  su- 
perior for  demonstrating  postradiation  calcification. 

In  addition  to  the  use  of  radiologic  examinations  for 
staging  of  a brain  tumor,  examination  of  the  cerebrospinal 
fluid  can  provide  useful  information,  particularly  in  those 
tumor  types  with  a tendency  to  spread  throughout  the 
neuraxis.  Except  in  specimens  of  spinal  fluid  obtained 
shortly  after  surgery,  the  presence  of  malignant  cells  in 
the  CSF  provides  direct  evidence  of  tumor  dissemination 
and  appears  to  be  of  prognostic  importance. ^ Levels  of  al- 
pha-fetoprotein and  human  chorionic  gonadotropin  in  the 
serum  and  cerebrospinal  fluid  are  useful  in  the  diagnosis 
and  follow-up  of  germ  cell  tumors. In  addition,  increased 
levels  of  CSF  polyamines,  particularly  putrescine,  have 
been  correlated  with  the  recurrence  of  medulloblastoma 
in  some  studies.'** 


New  Techniques  in  Neurosurgery 
With  few  exceptions,  the  initial  therapy  for  the  child 
with  brain  tumor  is  surgery.  If  complete  resection  is  possi- 
ble in  the  patient  with  a low  grade  supratentorial  astrocy- 
toma or  cerebellar  pilocytic  astrocytoma,  long  term,  re- 
currence free  survival  is  likely  without  additional  adjuvant 
therapy.  For  highly  malignant  tumors,  such  as  malignant 
glioma  and  medulloblastoma,  total  resection  is  associated 
with  better  survival  than  that  following  less  complete  re- 


section.'^''^ Major  improvements  in  pediatric  anesthesia 
and  intensive  care  have  greatly  reduced  the  morbidity  and 
mortality  of  brain  tumor  surgery.  With  the  availability  of 
new  technical  equipment,  more  aggressive  tumor  resec- 
tions are  feasible  without  jeopardizing  patient  safety.  We 
describe  several  of  these  techniques. 

It  is  often  difficult  for  the  surgeon  to  distinguish  tumor 
from  normal  adjacent  brain  tissue  by  direct  visual  exami- 
nation alone.  Intraoperative  ultrasound  readily  identifies 
echogenic  tumor  and  normal  anatomical  structures  in 
contrast  to  hypoechoic  normal  brain  and  edema.'*  Con- 
trast enhancing  and  non-enhancing  lesions  depicted  on 
CT  scans  are  routinely  identified  with  sonographic  tech- 
niques. Current  investigations  indicate  a close  (within 
5mm  to  10  mm)  correlation  between  intraoperative  ultra- 
sound findings  and  the  CT  scan  in  defining  tumor  bound- 
aries, thus  enabling  greater  tumor  resection  without  sacri- 
ficing normal  adjacent  brain  tissue. 

The  use  of  CT-stereotactic  localization  techniques  cou- 
pled with  the  surgical  laser  has  resulted  in  a novel  comput- 
er-assisted system  that  enables  the  neurosurgeon  precisely 
to  remove  deep  lesions.'^  This  technique  allows  the  resec- 
tion to  correspond  with  any  abnormal  area  visualized  on 
the  CT  or  MRI  scan.^°  More  superficial  lesions  located  in 
critical  functional  areas  can  now  be  treated  in  the  same 
manner.  CT-stereotactic  localization  and  intraoperative 
physiologic  mapping  of  the  brain  are  used  to  avoid  dam- 
age to  regions  that  control  language,  sensory,  and  motor 
functions.  Children  less  than  10  to  12  years  of  age  who 
cannot  tolerate  surgery  while  awake  can  have  language 
cortex  identified  prior  to  tumor  resection.  This  is  accom- 
plished by  first  implanting  a subdural  electrode  array 
while  the  patient  is  under  general  anesthesia.  The  child  is 
then  tested  for  speech  arrest  by  subdural  electrical  stimu- 
lation while  he  or  she  is  awake  on  the  hospital  ward.  Thus, 
the  extent  of  surgical  resection  can  be  maximized  to  a 
greater  degree  than  was  previously  possible  in  eloquent 
brain  regions  without  sacrificing  patient  safety. 

Advanced  surgical  aids  also  enable  more  aggressive  sur- 
gery of  spinal  cord  tumors.  Somato-sensory-evoked  poten- 
tials may  be  elicited  by  stimulation  of  the  median  and  pos- 
terior tibial  nerves  to  enable  early  detection  of  spinal  cord 
dysfunction  during  surgical  manipulation.^'  High  resolu- 
tion, near-field  (10  megahertz)  ultrasound  probes  allow 
exact  localization  of  solid  tumor  and  adjacent  syrinx  cavi- 
ties before  myelotomy.  Improved  operative  techniques  af- 
forded by  the  use  of  evoked  potentials,  ultrasound,  opera- 
tive microscopy,  and  the  cavitron  ultrasonic  surgical 
aspirator  (CUSA)  have  enabled  radical  tumor  resections 
throughout  the  entire  length  of  the  spinal  cord. 

A radical  resection  is  not  always  possible  for  many  le- 
sions of  the  thalamus  or  brain  stem.  With  recent  advances 
in  sterotactic  surgery,  any  intracranial  region  of  interest 
may  be  safely  biopsied  with  millimeter  precision. Le- 
sions greater  than  1 cm  in  diameter  and  located  in  more 
superficial  areas  can  also  be  sampled  accurately  through  a 
burr  hole,  with  the  aid  of  high  resolution  ultrasonogra- 
phy.'^'* This  special  ultrasound  technique  does  not  require 
the  bulky  coupled  sterotactic  head  frames  of  CT  or  MRI. 

Adjuvant  Treatment 

Medulloblastoma  is  the  most  frequently  occurring 
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highly  malignant  tumor  in  childhood.  In  the  experience  of 
Harvey  Cushing,  who  first  described  this  tumor,  medul- 
loblastomas were  nearly  always  fatal — only  one  out  of  60 
patients  on  whom  Cushing  operated  were  alive  after  three 
years. ^ Introduction  of  focal  radiation  therapy  did  little  to 
alter  this  bleak  prognosis.  Prolonged  survival  of  children 
with  tumor  only  occurred  when  the  tendency  of  the  tumor 
to  spread  throughout  the  neuraxis  was  recognized;  total 
neuraxis  radiotherapy  was  introduced  in  the  1950s.  Bloom 
et  aP^  noted  a 30%  five-year  survival  in  the  late  1 960s,  and 
the  SEER  data  demonstrated  a 45%  five-year  survival  in 
children  treated  between  1973  and  1980.' 

In  addition  to  the  need  for  irradiation  of  the  neuraxis, 
the  importance  of  delivering  a sufficient  total  dose  to  the 
site  of  the  primary  tumor  has  been  emphasized  by  several 
studies.  These  studies  demonstrate  a dose-response  rela- 
tionship for  this  tumor.  Single  institutions  now  report  five- 
year  event-free  survival  rates  of  greater  than  50%  in  those 
children  given  a dose  of  at  least  5,000  centigray  (cGy)  of 
radiotherapy  to  the  posterior  fossa. While  there  are 
recurrences  after  five  years,  the  majority  of  patients  who 
are  free  of  disease  at  five  years  are  probably  cured. 

With  the  improvement  in  the  overall  survival  of  patients 
with  medulloblastoma,  certain  features  have  emerged  as 
being  predictors  of  a poor  prognosis.  Several  studies  have 
demonstrated  reduced  survival  in  patients  who  have  large 
tumors  at  diagnosis,  or  who  have  significant  residual  tu- 
mor remaining  after  surgery. Metastatic  spread  of  the 
tumor,  either  in  the  posterior  fossa  or  throughout  the 
neuraxis,  is  especially  indicative  of  a high  risk  of  tumor 
recurrence.-^  Young  age  (less  than  two  to  four  years  at  the 
time  of  diagnosis)  has  been  shown  in  most  studies  to  be  a 
poor  risk  factor.  Very  young  children  often  have  extensive 
disease  at  diagnosis  and  may  receive  less  aggressive  treat- 
ment because  of  concern  for  the  late  effects  of  therapy  on 
the  developing  brain. ^ In  a recent  cooperative  clinical  trial 
on  medulloblastoma  (see  below),  two  prognostic  factors 
were  statistically  significant.  These  were  age  of  the  child 
and  presence  of  metastases  at  the  time  of  diagnosis. 

Tumor  histology  may  also  predict  outcome.  A recent 
retrospective  study  demonstrated  a significantly  better 
prognosis  in  patients  whose  tumors  showed  no  evidence  of 
differentiation  to  astrocytic,  ependymal,  or  neuronal  cell 
types.  There  was  a four-year  survival  rate  of  70%  in  pa- 
tients with  such  undifferentiated  tumors,  compared  to  pa- 
tients whose  tumors  had  differentiated  to  one  of  these  cell 
types  (32%  four-year  survival),  or  to  more  than  one  cell 
type  (10%  four-year  survival).^'  Another  study,  however, 
noted  the  opposite  effect  of  histologic  differentiation  of 
the  tumor  on  prognosis.'^ 

As  noted,  the  major  factor  in  improving  survival  of  pa- 
tients with  medulloblastoma  has  been  the  improvement  of 
radiotherapy  technique.  The  concept  of  giving  prophylac- 
tic irradiation  to  the  entire  neuraxis  provided  a break- 
through in  the  treatment  of  this  tumor,  and  the  introduc- 
tion of  megavoltage  equipment  has  allowed  further 
refinement  and  precision  in  radiation  therapy.  It  is  not 
likely,  however,  that  further  advances  in  radiotherapy 
technique  will  lead  to  significant  further  increases  in  sur- 
vival. 

With  the  exciting  successes  of  chemotherapy  in  treat- 
ing other  forms  of  childhood  cancer,  a reasonable  hope  has 


been  that  the  addition  of  chemotherapy  to  surgery  and 
radiation  would  further  improve  survival  from  medullo- 
blastoma. Indeed,  many  trials  of  chemotherapeutic 
agents,  given  either  singly  or  in  combination,  have  demon- 
strated the  chemosensitivity  of  recurrent  medulloblas- 
toma. This  tumor  appears  to  respond  to  many  of  the  same 
agents  that  are  effective  in  other  primitive  childhood  tu- 
mors; these  drugs  include  vincristine,  cyclophosphamide, 
cisplatin,  methotrexate,  and  the  nitrosoureas  (BCNU  and 
CCNU).^  However,  it  has  not  been  easy  to  demonstrate 
the  value  of  chemotherapy  as  an  adjuvant  treatment  in  the 
patient  with  newly  diagnosed  medulloblastoma.  In  an  at- 
tempt to  define  the  role  of  adjuvant  chemotherapy  in  the 
treatment  of  medulloblastoma,  the  Children’s  Cancer 
Study  Group  (CCSG)  in  1975  began  a randomized  trial 
of  patients  with  newly  diagnosed  tumor.  In  this  study,  pa- 
tients were  randomly  assigned  to  receive  either  postopera- 
tive radiotherapy  alone  or  chemotherapy  (consisting  of 
vincristine,  CCNU,  and  prednisone)  plus  radiotherapy 
(Fig  2).  The  study  accrued  about  200  patients  and  closed 
in  1981  During  this  same  time  period,  the  International 
Society  of  Pediatric  Oncology  (SIOP)  conducted  a similar 
trial  in  Europe. 

Overall,  there  was  a 10%  to  15%  advantage  in  the  rate 
of  event-free  survival  in  favor  of  chemotherapy  in  both 
studies.  However,  this  improvement  was  statistically  sig- 
nificant only  in  the  SIOP  study.  In  both  studies,  patients 
with  extensive  disease  at  diagnosis  clearly  benefited  from 
the  addition  of  chemotherapy.  In  the  CCSG  study,  of 
those  patients  who  had  metastases  at  the  time  of  diagno- 
sis, 45%  of  those  who  had  received  chemotherapy  had  not 
suffered  relapses  at  five  years,  while  none  of  the  patients 
who  had  received  only  radiation  were  free  of  disease.  On 
the  other  hand,  patients  who  had  small  tumors  at  diagno- 
sis did  not  appear  to  derive  any  benefit  from  the  addition 
of  chemotherapy  to  radiation. In  summary,  two  large 
randomized  trials  of  patients  with  medulloblastoma  have 
demonstrated  the  value  of  adjuvant  chemotherapy  in  a 
subset  of  patients,  namely,  those  who  are  at  high  risk  of 
recurrence.  Another  subset  of  patients,  those  without  poor 
prognostic  features,  do  not  appear  to  benefit  from  chemo- 
therapy as  administered  in  these  trials. 

As  is  true  with  medulloblastomas,  there  is  virtually  no 
chance  of  survival  in  patients  with  high  grade  gliomas, 
such  as  anaplastic  astrocytomas  and  glioblastoma  multi- 
forme, following  surgery  alone.  This  bleak  outlook  exists 
in  spite  of  the  fact  that  these  tumors  rarely  disseminate 
widely  throughout  the  neuraxis;  local  recurrence  is  certain 
even  after  wide  resection  that  appears  to  remove  all  the 
tumor  on  gross  examination.  The  addition  of  postopera- 
tive radiotherapy  has  significantly  lengthened  survival, 
but  the  majority  of  patients  with  these  tumors  die  of  their 
disease.  Age  is  a strong  prognostic  factor,  and  children 
with  high  grade  gliomas  do  somewhat  better  than  adults. 
However,  the  SEER  data  (1973  to  1980)  for  high  grade 
astrocytoma,  including  both  anaplastic  astrocytoma  and 
glioblastoma  multiforme,  indicate  a 40%  five-year  surviv- 
al.' A review  of  the  Connecticut  Tumor  Registry  pub- 
lished in  1977  demonstrated  a five-year  survival  rate  of 
less  than  5%  following  treatment  with  irradiation  alone  in 
children  with  glioblastoma  multiforme. 

In  1975,  a CCSG  trial  was  begun  to  investigate  the  val- 
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ue  of  adjuvant  chemotherapy  in  the  treatment  of  children 
with  high  grade  astrocytoma.  The  study  design  was  identi- 
cal to  that  described  above  for  medulloblastoma.  Patients 
were  randomly  determined  to  receive  radiation  and  che- 
motherapy following  tumor  resection,  or  to  receive  radia- 
tion alone  (Fig  2).  In  this  study,  a significant  improve- 
ment in  five-year  survival  was  seen  with  the  addition  of 
chemotherapy;  the  survival  rate  was  42%  as  compared  to  a 
rate  of  10%  when  only  radiotherapy  was  given. This 
was  the  first  study  to  demonstrate  unequivocally  the  value 
of  adjuvant  chemotherapy  in  the  treatment  of  malignant 
gliomas. 

Unfortunately,  the  outcome  for  brain  stem  gliomas  has 
not  appreciably  changed  in  the  last  20  to  30  years.  The 
SEER  data  (1973  to  1980)  showed  a 20%  five-year  surviv- 
al, and  most  series  report  a median  survival  of  less  than 
one  year  following  radiation.  These  results  from  earlier 
studies  are  not  significantly  different  from  the  results  of  a 
recently  completed  CCSG  study.  This  study  was  virtually 
identical  to  the  trials  for  medulloblastoma  and  high  grade 
astrocytoma  described  previously  (Fig  3),  and  it  demon- 
strated no  difference  in  outcome  between  patients  receiv- 
ing chemotherapy  and  radiation  and  those  receiving  radi- 
ation alone. 2 Likewise,  a limited  study  in  which  5-fluoro- 
uracil  (5-FU)  and  CCNU  were  given  prior  to  irradiation, 
with  hydroxyurea  being  given  during  radiation,  showed  no 
improvement  in  outcome.^  A subset  of  patients  with  brain 
stem  gliomas  having  good  prognostic  features  has  been 
identified.  These  are  patients  with  no  cranial  nerve  abnor- 
malities, with  tumor  visualized  as  non-hypodense  on  CT 
scan,  and  with  low  grade  histologic  findings.  This  subset 
of  patients  may  do  appreciably  better  following  treatment 
with  conventional  radiotherapy.^^ 

Low  grade  glial  tumors  have  a much  better  prognosis 
than  do  the  more  malignant  tumors  described  thus  far, 
particularly  if  complete  resection  is  possible.  Patients  with 
cerebellar  astrocytoma  have  a five-year  survival  rate  of 
greater  than  90%,  and  those  with  low  grade  cerebral  astro- 
cytoma have  a five-year  survival  rate  of  70%  to  80%,' 
though  late  recurrences  may  still  occur.  The  usefulness  of 
adjuvant  therapy  for  these  tumors  is  not  clear,  and  no  pro- 
spective randomized  study  has  yet  been  undertaken.  How- 
ever, radiotherapy  of  the  partially  resected  low  grade  glio- 
ma is  probably  of  value. 

Treatment  of  gliomas  of  the  optic  chiasm  continues  to 
provoke  considerable  controversy.  Surgical  excision  is  not 
possible  because  of  location,  and  some  authors  have  sug- 
gested that  even  without  treatment  progression  of  the  tu- 
mor does  not  always  occur.  In  a recent  extensive  review  of 
the  literature,  among  patients  with  chiasmatic  optic  glio- 
mas who  had  hydrocephalus,  75%  of  untreated  patients 
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FIGURE  3.  Schema  for  recently  completed  Children’s  Cancer  Study 
Group  studies  for  high  grade  astrocytoma,  medulloblastoma,  and  brain 
stem  glioma. 


and  50%  of  patients  treated  with  at  least  4,500  cGy  of 
irradiation  showed  progression  of  their  tumors. If  hydro- 
cephalus was  not  present,  50%  of  patients  had  disease  pro- 
gression regardless  of  whether  they  received  irradiation. 
The  authors  concluded  that  radiation  therapy  was  possi- 
bly of  benefit  in  gliomas  of  the  optic  chiasm. 

The  benefits  of  radiotherapy  in  gliomas  of  the  optic  chi- 
asm are  uncertain,  and  there  are  known  neurotoxic  haz- 
ards following  irradiation  of  very  young  children,  in  whom 
these  tumors  are  often  quite  extensive.  Thus,  children  less 
than  five  years  of  age  with  progressive  gliomas  of  the  optic 
chiasm  have  been  treated  with  chemotherapy  alone. The 
results  showed  projected  45%  disease  free  survival  at  five 
years  for  these  children.  Perhaps  most  importantly,  pro- 
gression of  tumor  occurred  at  a median  of  three  years  af- 
ter the  initiation  of  therapy.  Therefore,  irradiation,  which 
arrested  the  tumor  in  all  patients  treated,  was  significant- 
ly postponed  in  these  young  children,^^  which  possibly  de- 
creased long  term  morbidity. 

Morbidity  of  Treatment 

Long  term  survival  is  no  longer  rare  in  children  with 
brain  tumors.  Thus,  attention  over  the  last  decade  has 
turned  to  the  quality  of  life  for  the  survivors.  In  particular, 
attention  has  focused  on  the  long  term  effects  of  treat- 
ment. 

Radiation  therapy,  with  or  without  concomitant  che- 
motherapy, can  damage  the  CNS.  This  morbidity,  often 
becoming  apparent  several  years  after  treatment,  ranges 
from  the  asymptomatic  changes  noted  on  CT  (such  as  mi- 
croangiopathic calcification)  to  fatal  brain  necrosis  or  leu- 
koencephalopathy. 

The  most  severe  consequence  of  radiation  of  the  CNS, 
brain  necrosis,  is  rare  with  the  total  dose  of  irradiation  and 
the  size  of  the  fractional  doses  now  being  used.  Brain  ne- 
crosis is  characterized  by  vascular  narrowing  and  occlu- 
sion, with  onset  usually  months  to  years  following  radia- 
tion.^^ There  is  no  evidence  that  children  are  more  suscep- 
tible than  are  adults  to  this  potentially  devasting  sequela, 
although  doses  of  radiation  are  routinely  decreased  for  the 
very  young.  However,  the  latent  period  between  radiation 
treatment  and  the  development  of  brain  necrosis  does  ap- 
pear to  be  shorter  in  children.  Brain  necrosis  represents 
the  dose-limiting  factor  for  radiotherapy  of  the  CNS. 

Leukoencephalopathy  is  another  devasting  sequela  of 
CNS-directed  cancer  therapy.  This  entity  is  characterized 
by  global  deterioration  of  the  brain,  often  terminating  in 
death  or  producing  severe  morbidity.  Leukoencephalo- 
pathy is  characterized  by  diffuse  destruction  of  white 
matter,  with  little  evidence  of  vascular  involvement.^^  The 
syndrome  in  general  has  a shorter  latency  to  onset  than 
does  brain  necrosis,  with  neurological  or  psychological  de- 
terioration most  often  occurring  witin  one  year  after  treat- 
ment begins. 

The  condition  is  very  rare  following  either  CNS  irradia- 
tion alone  or  chemotherapy  alone,  and  it  is  most  common- 
ly seen  when  whole  brain  irradiation  is  followed  by  admin- 
istration of  intravenous  methotrexate.^®  Leukoenceph- 
alopathy may  also  occur  following  high  doses  of  intrave- 
nous methotrexate  at  frequent  intervals  when  radiation  is 
not  given.  Other  drugs,  such  as  CCNU  and  cisplatin,  have 
also  been  implicated,  either  when  administered  alone  in 
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very  high  doses  intravenously,  when  given  intra-arterial- 
ly,^^ or  when  administered  in  association  with  radiothera- 
py 40  With  the  development  of  more  effective  methods  of 
drug  delivery  to  the  CNS,  leukoencephalopathy  may 
prove  to  be  the  dose-limiting  toxicity  of  brain  tumor  che- 
motherapy. 

Fortunately,  both  brain  necrosis  and  leukoencephalo- 
pathy are  uncommon.  However,  intellectual  dysfunction 
often  occurs  following  cancer  treatment  directed  at  the 
CNS.  Initial  reports  of  intellectual  function  in  children 
with  acute  lymphoblastic  leukemia  following  prophylactic 
treatment  of  the  CNS  with  radiation  and  intrathecal  che- 
motherapy with  methotrexate  were  optimistic."^'  Subse- 
quent reports,  however,  have  indicated  a significant  de- 
crease in  children’s  IQ  several  years  after  treatment,"*- 
although  the  mean  IQ  appears  to  remain  within  the  nor- 
mal range.  In  addition,  significant  learning  disabilities, 
not  reflected  by  standard  IQ  tests,  may  be  seen.^  Younger 
children,  and  children  with  a higher  IQ  at  diagnosis,  ap- 
pear to  suffer  greater  intellectual  loss."*^ 

The  long  term  intellectual  status  of  children  with  brain 
tumors  has  not  been  as  extensively  studied  as  has  that  of 
patients  with  acute  lymphoblastic  leukemia,  in  part  be- 
cause there  are  fewer  patients  with  brain  tumors  and  few- 
er survivors.  Furthermore,  there  are  additional  variables 
besides  treatment  that  may  adversely  affect  the  IQ,  such 
as  the  nature  of  the  intracerebral  tumor  itself,  the  pres- 
ence of  hydrocephalus,  as  well  as  the  type  of  treatment 
given,  such  as  focal  radiation  therapy  versus  whole  brain 
radiation.  So  many  variables  makes  it  difficult  to  analyze 
data  in  determining  the  cause  of  intellectual  deficits  of 
children  following  treatment  for  brain  tumors. 

Initial  reports  of  intellectual  status  in  survivors  of  medul- 
loblastoma used  global  assessments  of  function  and  sug- 
gested that  the  majority  of  surviving  patients  were  func- 
tioning well."*^  Later  studies,  using  a more  complete 
evaluation  and  including  IQ  testing,  demonstrated  a worse 
outcome.  Thus,  in  one  study,  75%  of  patients  with  medul- 
loblastoma who  received  whole-brain  radiation  had  an  IQ 
of  less  than  80  on  follow-up  testing. A more  recent  report, 
however,  showed  a mean  IQ  of  96  when  children  were  test- 
ed three  years  after  diagnosis  of  medulloblastoma.'*-'’ 

As  in  children  treated  for  acute  lymphoblastic  leuke- 
mia, those  treated  for  brain  tumors  appear  to  be  at  risk  of 
developing  specific  learning  disabilities.  Impairment  of 
perceptual  skills  occurs  to  a greater  extent  than  impair- 
ment of  verbal  ability,^  and  school  performance  may  lag 
behind  that  predicted  by  the  IQ  score.  In  a recent  prospec- 
tive evaluation  of  intellectual  function  in  children  with 
brain  tumors,  there  was  significant  loss  of  IQ  in  children 
receiving  whole  brain  irradiation,  and  the  severity  of  this 
loss  varied  inversely  with  the  age  of  the  child  at  the  time  of 
treatment.  Chemotherapy  and  focal  radiation  therapy  did 
not  appear  to  affect  cognitive  function. ■*“* 

Children  who  survive  brain  tumor  therapy  appear  to  be 
at  risk  of  impaired  growth.  This  results  both  from  radia- 
tion of  the  pituitary-hypothalamus  and  subsequent  dimin- 
ished growth  hormone  levels,  and  from  radiation  of  the 
vertebral  bodies  if  the  entire  neuraxis  is  irradiated.  Final- 
ly, as  noted  above,  children  who  survive  childhood  cancer 
may  be  at  risk,  probably  less  than  2%,  of  having  second 
tumors  develop."* 


New  Directions  for  Research 

The  goals  of  present  research  in  brain  tumor  therapy 
are  to  increase  the  number  of  children  who  survive  free  of 
disease  and  to  minimize  the  adverse  effects  of  therapy  on 
the  quality  of  life.  Current  nationwide  treatment  protocols 
are  addressing  both  of  these  goals. 

Adjuvant  chemotherapy  has  been  shown  to  be  benefi- 
cial in  the  treatment  of  patients  with  medulloblastoma 
who  have  poor  prognostic  features  and  in  patients  with 
high  grade  astrocytomas.  New  trials  are  now  studying 
whether  intensification  of  chemotherapy  can  further  in- 
crease survival  in  these  patients.  Two  ongoing  CCSG  tri- 
als, one  for  medulloblastoma  and  malignant  ependymoma 
and  one  for  high  grade  astrocytomas,  are  randomly  divid- 
ing patients  into  two  groups.  One  group  is  given  conven- 
tional chemotherapy  of  vincristine,  CCNU,  and  predni- 
sone; the  other  group  is  treated  according  to  an  intensive 
regimen  consisting  of  eight  antineoplastic  drugs  adminis- 
tered in  one  day  (Fig  4).  This  latter,  eight-drug  regimen 
has  produced  a 50%  response  rate  in  patients  with  recur- 
rent brain  tumors  as  well  as  in  newly  diagnosed  patients 
who  had  been  treated  with  chemotherapy  prior  to  irradia- 
tion."*^ 

The  “eight  drugs  in  one  day”  regimen  is  given  over  a 
period  of  18  hours.  The  drugs  used  include  vincristine, 
CCNU,  procarbazine,  hydroxyurea,  cisplatin,  cytosine 
arabinoside,  methylprednisolone,  and  either  cyclophos- 
phamide or  DTIC  (dacarbazine).  The  regimen  was  ratio- 
nally designed  based  on  current  concepts  of  the  biology  of 
brain  tumors.  The  selection  of  drugs  was  based  on  known 
activities  of  the  various  drugs  against  brain  tumors,  and 
their  anti-tumor  effects  when  given  in  combination  or  in 
sequence. 

The  goal  of  reducing  toxicity  and  long  term  sequelae  is 
also  being  addressed  in  group  studies.  The  Children’s 
Cancer  Study  Group  and  the  Pediatric  Oncology  Group 
(POG)  are  conducting  a joint  study  to  determine  the  ef- 
fect of  lowering  the  dose  of  prophylactic  neuraxis  irradia- 
tion on  survival  and  on  neuropsychologic  outcome.  In  this 
study,  patients  with  medulloblastoma  who  have  no  poor 
prognostic  features  are  randomly  assigned  to  receive  cran- 
iospinal irradiation  at  a dose  of  either  2,340  cGy  or  3,600 
cGy.^°  All  patients  receive  the  standard  total  dose  of  irra- 
diation to  the  posterior  fossa. 

The  outcome  for  patients  with  brain  stem  glioma  re- 
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FIGURE  4.  Schema  of  current  protocols  conducted  by  the  Children’s 
Cancer  Study  Group  for  children  with  brain  tumors. 
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mains  bleak.  To  date,  no  study  has  shown  that  any  benefit 
is  gained  by  the  addition  of  chemotherapy  to  radiothera- 
py. Thus,  an  attempt  is  being  made  to  increase  the  dose  of 
radiation  delivered  to  the  tumor  by  using  smaller,  more 
frequent  fractions  of  radiation.  This  radiotherapy  tech- 
nique is  called  hyperfractionation.  This  approach  is  based 
on  the  concept  that  normal  tissues  recover  more  quickly 
than  neoplastic  tissue  from  a fraction  of  radiation,  and  a 
total  dose  of  radiation  is  better  tolerated  if  it  is  delivered  in 
smaller  fraction  sizes. 

Very  young  children  with  malignant  brain  tumors  have 
a worse  prognosis  than  older  children,  in  terms  of  both 
survival  and  of  neuropsychologic  outcome.  In  an  attempt 
to  avoid  or  at  least  delay  irradiation  of  children  less  than 
three  years  of  age,  they  have  been  given  chemotherapy 
using  the  MOPP  regimen,  which  includes  nitrogen  mus- 
tard, vincristine,  procarbazine,  and  prednisone.  Radio- 
therapy was  not  given  unless  there  was  tumor  progression. 
This  study  has  produced  promising  results.'^' 

In  a Pediatric  Oncology  Group  study,  patients  less  than 
three  years  of  age  with  malignant  brain  tumors  are  being 
treated  either  with  chemotherapy  alone  until  there  is  tu- 
mor recurrence,  or  until  they  have  completed  one  or  two 
years  of  chemotherapy,  at  which  time  they  receive  conven- 
tional radiation.''^  In  another  group  study,  all  children  less 
than  18  months  of  age  who  have  malignant  brain  tumors 
are  being  initially  treated  with  chemotherapy  alone. 
While  these  children  will  ultimately  receive  irradiation  as 
part  of  their  treatment,  it  is  hoped  that  the  delay  will  less- 
en radiation-induced  neuropsychologic  sequelae. 

Continued  progress  in  the  treatment  of  children  with 
brain  tumors  will  require  improvement  in  the  delivery  of 
therapeutic  agents  to  the  CNS.  This  improvement  may 
come  from  new  drugs  that  can  more  readily  penetrate  the 
blood-brain  barrier.  Another  possibility  is  administration 
of  a hematopoietic  growth  factor,  such  as  granulocyte- 
monocyte  colony  stimulating  factor  (GM-CSF).  This 
would  hasten  recovery  of  the  bone  marrow  following  sup- 
pression by  chemotherapy  and  would  allow  the  use  of 
much  higher  levels  of  systemic  chemotherapy. 

Targeting  tumor  tissue  with  tumor-specific  monoclonal 
antibodies  may  allow  more  precise  delivery  of  cytotoxic 
agents.  This  approach  may  be  particularly  useful  in  the 
treatment  of  subarachnoid  micrometastases.  In  vitro 
analysis  of  tumor  sensitivity  may  identify  the  most  cyto- 
toxic agents  for  a given  tumor. 

It  is  clear  that  even  among  patients  with  a single  tumor 
type,  there  is  marked  heterogeneity  of  prognosis  and  of 
response  to  treatment.  A better  understanding  of  the  bio- 
logical basis  of  such  heterogeneity  may  allow'  more  accu- 
rate delineation  of  risk  groups.  Thus,  high  risk  groups 
could  be  identified  and  given  intensified  therapy,  and  low- 
er risk  groups  would  be  spared  the  dangers  of  such  thera- 
py. For  example,  cytogenetic  analysis  and  analysis  of  cell 
cycle  phase  and  ploidy  by  flow  cytometry  may  provide  in- 
formation relating  to  assessment  of  risk."** 

Definite  progress  has  been  made  in  the  treatment  of 
children  with  brain  tumors,  and  it  is  likely  that  this  pro- 
gress will  continue.  Collaboration  between  scientists  and 
clinicians,  as  well  as  cooperation  and  interaction  among 
pediatric  oncologists,  pediatric  neurologists,  neurosur- 
geons, and  radiotherapists,  together  with  primary  care 


physicians,  is  essential  for  the  successful  management  of 
the  child  with  a brain  tumor. 
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FROM  THE  LIBRARY 


BRAIN  TUMORS  IN  INFANCY  AND  CHILDHOOD 

A study  of  brain  tumors  in  infancy  and  childhood  soon  discloses  that  cerebral  neoplasms  in  this  age 
period  differ  from  those  of  adult  life  in  symptomatology,  location,  and  histologic  character.  In  adult  life, 
headache,  mental  and  personality  disturbances,  visual  impairment,  convulsive  seizures,  speech  distur- 
bances, and  focal  paralytic  phenomena  among  others  are  outstanding  symptoms  which  lead  to  a suspi- 
cion that  the  patient  may  harbor  a brain  tumor.  Occasionally,  a focal  Jacksonian  attack  or  an  olfactory 
or  visual  hallucination  may  be  the  initial  symptom  of  an  intracranial  expanding  lesion.  Such  symptoms 
appear  infrequently  in  infancy,  although  some  occur  more  often  in  childhood.  In  infancy,  the  outstand- 
ing symptoms  in  the  presence  of  an  intracranial  expanding  mass  are  vomiting  and  enlargement  of  the 
head.  In  childhood,  added  to  these  are  headache,  failing  vision,  awkwardness  in  the  use  of  the  upper 
extremities,  and/or  unsteadiness  of  gait. 

The  variation  in  symptomatology  in  infancy  and  childhood  contrasted  with  adult  life  can  be  ex- 
plained by  the  differences  in  the  developing  skull  and  brain  compared  to  those  of  adult  life.  In  infancy 
the  open  fontanelles  and  ununited  sutures  allow  the  head  to  increase  in  size  rapidly  to  accommodate  a 
growing  tumor  or  enlarging  ventricles  due  to  obstruction  of  cerebrospinal  fluid  pathways.  Signs  of 
increased  intracranial  pressure  are  thus  often  delayed  until  the  lesion  has  been  present  for  a relatively 
long  period  and  has  assumed  an  enormous  size.  For  example,  in  an  infant  two  months  of  age  symptoms 
were  present  for  only  two  days.  Postmortem  done  six  weeks  after  the  onset  of  symptoms  disclosed  a huge 
pineal  tumor. 

After  the  tenth  or  eleventh  year  the  sutures  become  more  firmly  united,  and  the  skull  becomes  much 
like  a closed  box  so  that  new  growths  very  often  are  manifest  early  by  signs  of  increased  intracranial 
pressure,  in  many  cases  with  few  or  no  signs  of  focal  neurologic  disturbance.  Neurologic  examination  in 
infants  is  more  or  less  restricted  to  tests  which  do  not  require  the  intelligent  cooperation  of  the  patient. 
The  general  behavior,  size  of  the  head,  motor  activity,  and  condition  of  the  pupils  and  fundi  furnish  the 
clues  which  may  lead  to  a diagnosis  of  brain  tumor.  Examination  of  the  visual  fields  and  sensation  is 
necessarily  limited.  In  older  children,  with  care  and  infinite  patience  it  is  frequently  possible  to  carry  out 
detailed  visual  field  and  sensory  examinations. 

Of  the  laboratory  aids  in  the  diagnosis  of  brain  tumors  in  infancy  and  childhood,  x-ray  examinations 
alone  or  with  the  use  of  contrast  media  furnish  the  most  valuable  information.  Enlargement  of  the  head, 
separation  or  premature  closure  of  the  sutures,  and  areas  of  abnormal  intracranial  calcification  are 
readily  recognized.  Ventriculography  and  encephalography  provide  information  regarding  the  size, 
shape,  and  position  of  the  cerebral  ventricles,  aqueduct  of  Sylvius,  and  the  subarachnoid  cisterns.  In  the 
presence  of  a history  or  clinical  evidence  of  increased  intracranial  pressure,  ventriculography  should 
always  be  followed  by  immediate  surgical  exploration  and  removal  of  the  tumor  if  possible.  Ventricular 
drainage  for  two  or  three  days  following  operative  intervention  has  materially  reduced  postoperative 
morbidity  and  mortality. 

Cerebral  angiography  and  electroencephalography  are  employed  in  the  preoperative  investigation  of 
many  infants  and  children  suspected  of  having  cerebral  neoplasms.  Both  methods  often  yield  significant 
information,  but  so  far  ventriculography  remains  the  most  important  diagnostic  procedure  in  infancy 
and  childhood. 
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CASE  REPORTS 


Disseminated  infection  caused  by  Fusarium  solani  in  a 

patient  with  aplastic  anemia 


Fusarium  species  are  common  contami- 
nants and  ubiquitous  soil  saprobes  that 
cause  worldwide  plant  diseases.  Al- 
though long  known  as  causes  of  kerato- 
mycosis,  skin  wounds,  and  nail  infec- 
tions, it  is  only  recently  that  they  have 
emerged  as  etiologic  agents  of  serious 
disseminated  infections  in  the  compro- 
mised host.  This  report  details  the  clini- 
cal course  of  a patient  with  aplastic  ane- 
mia who  had  a fatal  disseminated 
infection  caused  by  Fusarium  solani. 
Therapy  for  fusariosis  is  marred  by 
controversial  results.  For  reasons  dis- 
cussed, there  is  a poor  correlation  be- 
tween the  results  of  tests  for  antifungal 
susceptibility  in  vitro  and  the  outcome 
of  clinical  therapy. 

Case  Report 

A 46-year-old  man  who  exhibited  anorex- 
ia, a skin  rash,  and  weight  loss,  and  who  had 
experienced  an  episode  of  chest  pain  and 
syncope,  was  admitted  to  Buffalo  General 
Hospital,  where  a diagnosis  of  aplastic  ane- 
mia was  made.  He  was  transferred  to  Ros- 
well Park  Cancer  Institute  for  an  allogeneic 
bone  marrow  transplant. 

On  admission  to  Roswell  Park,  laboratory 
tests  revealed  a white  blood  cell  count  of 
1,600/mm^  with  16%  blasts,  8%  eosinophils, 
and  76%  monocytes;  platelets,  27,000/mm^; 
and  reticulocyte,  hemoglobin,  and  hemato- 
crit levels  of  2%,  9.1%,  and  26.7%,  respec- 
tively. The  chest  film  was  unremarkable, 
and  blood,  urine,  and  throat  cultures  were 
negative.  Serum  protein  electrophoresis  was 
within  normal  limits,  and  a bone  marrow  bi- 
opsy showed  aplasia. 

The  patient  received  high/dose  cyclo- 
phosphamide and  total  nodal  irradiation  be- 
fore undergoing  an  allogeneic  bone  marrow 
transplant  from  his  brother.  He  subsequent- 
ly became  febrile  and  was  treated  with  van- 
comycin, tobramycin,  and  carbenicillin.  Six 
days  after  transplant,  erythematous  rashes 
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on  the  face,  trunk,  and  extremities  devel- 
oped. Biopsies  of  the  skin  lesions  revealed  a 
fungal  pathogen  that  was  thought  to  be 
Candida,  and  amphotericin  B therapy  was 
started.  The  patient  received  15  mg  daily  for 
two  days,  32  mg  daily  for  seven  days,  32  mg 
every  other  day  for  seven  days,  and  finally 
55  mg  daily  for  four  days.  Administration  of 
amphotericin  B was  stopped  because  of  re- 
nal toxicity  after  a total  dosage  of  602  mg 
had  been  given. 

A chest  film  showed  interstitial  pneumo- 
nia. An  open  lung  biopsy  was  performed 
that  revealed  interstitial  fibrosis,  but  cul- 
tures of  the  biopsy  specimens  grew  no  organ- 
isms. However,  swabs  of  the  skin  sites  grew 
Fusarium.  The  patient  was  given  500  mg  ke- 
toconazole  for  one  day  through  a nasogas- 
tric tube.  His  clinical  course  following  the 
open  lung  biopsy  was  marked  by  progressive 
renal  and  respiratory  failure,  worsening  liv- 
er function,  and  persistent  skin  lesions.  He 
died  one  month  after  receiving  the  allogene- 
ic bone  marrow  transplant. 

Autopsy  Findings.  An  autopsy  revealed 
disseminated  fungal  infection  involving  the 
lungs,  kidneys,  spleen,  lymph  nodes,  testes, 
and  skin.  Extensive  necrosis  observed  in 
each  of  these  organs  was  associated  with 
broad,  septate,  dichotomously  branched  hy- 
phae  (Fig  1),  which  are  indistinguishable 
from  hyphae  produced  in  vivo  by  Aspergil- 
lus species.  Postmortem  cultures  of  the 
lungs,  spleen,  and  kidneys  yielded  F solani. 
The  fungus  showed  a marked  predilection 
for  blood  vessels,  resulting  in  widespread 
thrombosis  and  tissue  necrosis. 

Mycology.  F solani  grew  rapidly  on 
Difco  potato-dextrose  agar  (PDA)  and  on 
Sabouraud’s  dextrose  agar  (SDA)  at  room 
temperature  and  37°C,  producing  a colony 
3.0-cm  in  diameter  in  four  days.  On  SDA, 
the  colony  was  floccose,  purple  to  violet,  and 
the  reverse  was  deep  violet.  On  PDA,  the 
colony  was  brown  and  blue  and  produced  a 
few  buff  to  yellow  sporodochia.  Mycelial 
variants  without  color  and  sporodochia  were 
often  encountered  either  as  mutant  sectors 
in  growing  colonies  or  as  single  conidium 
cultures  isolated  from  the  wild  type. 

Microscopic  examination  revealed  abun- 
dant fusoid,  three-septate  macroconidia, 
23.0  to  40.0  X 5.0  to  7.0  ^m,  the  foot  cell  of 
which  was  marked  by  a heel-like  base.  The 


macroconidiophore  was  simple  or  branched; 
each  branch  terminated  in  a single  phialide. 
The  microconidia  were  ellipsoid  to  allantoid, 
one-  to  two-celled,  6.0  to  17.0  X 3.0  to  5.0 
/um,  formed  from  simple,  elongated  lateral 
phialides  or  from  branched  conidiophores 
bearing  terminal  phialides.  Because  the  ma- 
croconidia in  this  particular  strain  were  rel- 
atively small,  and  the  basal  cell  often  lacked 
a distinct  heel,  there  was  a considerable 
amount  of  overlap  between  macroconidia 
and  microconidia.  The  chlamydospores 
were  thick-walled,  globose,  terminal  or  in- 
tercalary, 7.0  to  10.0  fim  in  diameter,  and 
formed  singly  or  in  pairs  with  condensed 
protoplasm.  Similar  chlamydospores  were 
formed  by  the  transformation  of  one,  rarely 
two,  of  the  macroconidial  cells.  These  chla- 
mydospores were  terminal  or  intercalary 
and  measured  6.0  to  9.0  ^ni. 

Based  on  the  above  characteristics,  the 
fungus  was  identified  as  F solani,  according 
to  the  taxonomic  system  described  by 
Booth'  and  the  more  recent  system  by  Nel- 
son et  al.^ 

Discussion 

Fusarium  species  are  common  soil 
inhabitants  and  plant  pathogens  world- 
wide. Their  isolation  from  the  air  has 
demonstrated  the  role  played  by  wind 
and  rain  in  their  dissemination. 
Therefore,  the  epidemiology  of  fusario- 
sis should  be  viewed  on  the  basis  that 
Fusarium  is  not  only  a soil  fungus  but  is 


FIGURE  1.  Broad,  septate  branching  hyphae 
in  lung  (methenamine  silver  stain;  original  mag- 
nification X 900). 
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also  an  airborne  opportunistic  human 
pathogen.  The  genus  Fusarium  can  be 
readily  recognized  by  its  fusoid  and  sep- 
tate macroconidia.  Each  has  a notched 
basal  cell.  On  the  other  hand,  species 
identification  is  a difficult  task,  compli- 
cated by  great  variability^  and  contro- 
versial species  concepts  that  have  led  to 
a number  of  diverse  taxonomic  sys- 
tems.''^ 

Of  the  large,  yet  indefinite,  number 
of  species  included  in  the  genus  Fusar- 
ium, only  a few  have  been  implicated  in 
a variety  of  human  mycoses,  ranging 
from  skin  and  toenail  infections  to  kera- 
tomycosis.^”*  Disseminated  infection  is 
rare  and  is  invariably  confined  to  the 
immunocompromised  host.  Species  of 
Fusarium  that  have  been  isolated  from 
systemic  infections  are  F solani,'^-^^  F 
oxysporum,^'  '"^  F moniliforme,'^~^^  F 
chlamydosporum,'^  F proliferatum,^^ 
and  F anthophilum.^^ 

As  pointed  out  previously,  Fusarium 
and  Aspergillus  are  indistinguishable 
in  vivo;  both  produce  broad,  septate, 
branched  hyphae  within  the  same  width 
range.  Both  organisms  also  share  an  af- 
finity for  vascular  invasion,  causing 
thrombosis  and  tissue  necrosis. 
However,  despite  the  above  similarities, 
there  are  striking  differences  between 
the  two  infections.  Fusarium  infections 
are  frequently  associated  with  wide- 
spread skin  lesions,  which  are  uncom- 
mon in  most  cases  of  disseminated  as- 
pergillosis.'* Indeed,  Anaissie  et  aP° 
reported  that  13  of  17  reported  patients 
with  disseminated  fusarial  infection  de- 
veloped skin  lesions. 

Another  important  difference  is  the 
high  rate  of  isolation  of  Fusarium  spe- 
cies from  the  blood,  in  contrast  to  the 
rare  detection  of  Aspergillus  species  in 
the  bloodstream  of  patients  with  dis- 
seminated aspergillosis. This  strik- 
ing difference  between  these  two  oppor- 
tunistic infections  has  been  the  subject 
of  speculative  explanations.  One  expla- 
nation proposed  by  Merz  et  aP'  is  that 
toxins  produced  by  Fusarium  species 


may  be  responsible  for  barrier  break- 
down and  thus  enhance  bloodstream  in- 
vasion. A different  interpretation  ad- 
vanced by  Richardson  et  al'*  stipulates 
that  Fusarium  species,  including  Fpro- 
liferatum,  are  capable  of  producing 
abundant  dispersive  conidia  in  sub- 
merged culture,  a characteristic  shared 
by  yeasts  but  not  by  most  pathogenic 
Aspergillus  species.  Indeed,  Fusarium 
is  a dimorphic  fungus,  which  under  cer- 
tain conditions  grows  as  a unicellular 
yeast  and  produces  abundant  blasto- 
conidia.^^ 

The  literature  on  the  treatment  of 
systemic  fusariosis  abounds  with  con- 
flicting results.'^  Using  a broth  micro- 
dilution method  for  determining  anti- 
fungal susceptibility  of  44  clinical 
isolates  of  Fusarium  species,  Reuben  et 
aP^  concluded  that  amphotericin  B and 
natamycin  were  the  most  effective 
agents,  and  flucytosine  had  no  activity 
against  any  of  the  isolates.  However, 
the  correlation  between  in  vitro  anti- 
fungal susceptibility  status  and  the  out- 
come of  therapy  has  been  disappoint- 
ing.'* The  outcome  of  any  therapy  var- 
ies with  the  different  underlying  dis- 
eases, their  impacts  on  the  defense 
system,  and  the  extent  of  fungal  dis- 
semination.'*-^® These  factors  may  ex- 
plain the  failure  of  treatment  with  am- 
photericin B and  ketoconazole  in  the 
present  case. 
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Carcinoma  of  the  lung  presenting  with  spontaneous 

pneumothorax 

INDERJIT  Singh,  md;  Rameshbhai  P.  Patel,  md;  Vilas  Deshpande,  md;  Kedambady  P. 

Sheka,  md 


Spontaneous  pneumothorax  is  usually 
caused  by  a benign  lesion,  such  as  rup- 
ture of  a subpleural  bleb  or  an  emphy- 
sematous bulla.  However,  it  may  com- 
plicate any  underlying  lung  disease, 
especially  those  associated  with  fibrotic 
or  cystic  changes,  such  as  emphysema, 
tuberculosis,  sarcoidosis,  and  asbesto- 
sis.'  Malignancy  is  a rare  cause  of 
pneumothorax  and  may  be  primary  or 
metastatic.  In  children  and  adolescents, 
lung  metastases  from  sarcomas  that 
cause  pneumothorax  have  been  well  de- 
scribed.^ Spontaneous  pneumothorax 
as  a presenting  feature  of  a broncho- 
genic carcinoma  is  extremely  rare.^  We 
present  a report  of  one  such  case. 

Case  Report 

A 55-year-old  man  presented  with  sudden 
onset  of  dyspnea.  He  had  had  no  previous 
episodes  of  a similar  nature.  His  medical 
history  was  unremarkable  except  that  he 
was  a chronic  smoker.  A chest  radiograph 
revealed  a right  pneumothorax.  Laboratory 
studies,  including  a complete  blood  count 
and  SMA-18,  were  within  normal  limits. 

A size  32F  chest  tube  was  placed  in  the 
sixth  intercostal  space  in  the  midaxillary 
line.  The  pleurevac  was  connected  to  wall 
suction;  despite  this,  the  lung  failed  to  ex- 
pand (Fig  1).  A second  chest  tube  was 
placed  anteriorly  in  the  second  intercostal 
space;  again  the  lung  failed  to  expand. 

After  about  ten  days  of  conservative 
treatment,  a right  thoracotomy  was  per- 
formed. Air  leakage  was  observed  from  the 
surface  of  the  upper  lobe,  and  an  indurated 
area  of  approximately  1 X 1 cm  was  felt 
around  the  site  of  the  air  leak.  A biopsy  and 
frozen  section  of  this  lesion  was  reported  as 
epidermoid  carcinoma.  A right  upper  lobec- 
tomy was  performed.  Histologic  evaluation 
confirmed  the  presence  of  a well-differenti- 
ated squamous  cell  carcinoma.  The  regional 
lymph  nodes  were  not  involved.  The  patient 
made  an  uneventful  recovery.  One  year  lat- 
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er,  the  patient  was  doing  well  and  was  free  of 
disease. 

Discussion 

Although  lung  cancer  is  the  most  common 
malignancy  in  the  United  States,  its  associa- 
tion with  spontaneous  pneumothorax  is 
quite  rare.  Hyde  and  Hyde'*  were  able  to 
find  only  one  out  of  3,000  cases  of  broncho- 
genic carcinoma  presenting  with  spontane- 
ous pneumothorax.  Four  of  1,143  patients 
with  lung  cancer  seen  at  the  Mayo  clinic  had 
a coexistent  pneumothorax,  an  incidence  of 
0.35%.^  A slightly  higher  incidence  has  been 
reported  by  others.^ 

Heimlich  and  Rubin^  described  the  first 
two  cases  of  primary  carcinoma  presenting 
as  spontaneous  pneumothorax.  In  50%  to 
75%  of  cases  in  which  there  is  an  association 
of  lung  cancer  and  pneumothorax,  sponta- 
neous pneumothorax  is  the  presenting  symp- 
tom, while  in  the  remaining  patients,  pneu- 
mothorax occurs  as  a late  symptom 
following  the  diagnosis  of  carcinoma. The 
condition  is  more  common  in  males  over  40 
years  of  age;  only  three  of  46  cases  reported 
by  Steinhauslin  and  Cuttat^  were  under  40 
years.  As  expected,  there  is  high  association 
with  smoking.  The  right  side  appears  to  be 


FIGURE  1.  Anteroposterior  chest  roentgeno- 
graph following  the  Insertion  of  the  first  chest 
tube.  Note  persistent  pneumothorax.  The  arrow 
points  to  the  lung  border. 


more  commonly  involved  than  the  left.^ 

The  exact  mechanism  by  which  spontane- 
ous pneumothorax  arises  is  not  clear,  and 
more  than  one  mechanism  may  be  involved.^ 
The  most  common  explanation  is  erosion  of 
tumor  onto  the  visceral  pleura  resulting  in  a 
bronchopleural  fistula.  Spontaneous  pneu- 
mothorax may  also  result  from  rupture  of 
dilated  alveoli  distal  to  a stenotic  bronchial 
lesion.  Lastly,  carcinoma  may  coexist  with 
an  underlying  lung  disorder,  and  may  cause 
pneumothorax  either  by  directly  involving 
the  bulla  or  by  altering  the  architecture 
leading  to  rupture  of  the  bulla. ^ 

The  initial  diagnosis  of  carcinoma  may 
commonly  be  missed,  especially  if  there  are 
no  other  associated  symptoms.  This  is  also 
likely  to  happen  if  the  lung  re-expands  after 
insertion  of  a chest  tube,  and  the  subsequent 
discharge  of  the  patient  from  the  hospital. 
Later  readmission  with  recurrence  in  an  ad- 
vanced stage  is  inevitable.  Squamous  cell 
carcinoma  is  the  pathologic  disorder  in  the 
majority  of  patients  presenting  with  this 
complication.^'^  Other  cell  types  also  occur 
and  include  adenocarcinoma,  giant  cell  car- 
cinoma, alveolar  cell,  and  oat  cell  and  undif- 
ferentiated carcinoma. 

Primary  lung  cancers  were  treated  in 
about  70%  of  reported  cases  associated  with 
spontaneous  pneumothorax^-^;  treatments 
included  surgery,  radiotherapy,  and  chemo- 
therapy, alone  or  in  combination.  The  over- 
all survival  is  poor,  with  17%  of  patients  liv- 
ing up  to  one  year.  The  average  survival  is 
5.2  months.^  No  five-year  survivors  have 
been  reported.  This  holds  true  even  for  T1 
tumors,  which  suggests  that  lung  cancer  pre- 
senting as  a pneumothorax  is  at  an  advanced 
stage. 
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A large  pericardial  effusion  in  a patient  with  human 
immunodeficiency  virus  type  1 


Tak  Kwan,  md;  Arnold  Einhorn,  md;  Robert  Nacht,  md 


Pericardial  effusion  frequently  occurs 
in  patients  with  infection,  uremia,  ma- 
lignancy, trauma,  myocardial  infarc- 
tion, collagen  vascular  disease,  and 
many  other  conditions.'  In  patients 
with  acquired  immunodeficiency  syn- 
drome (AIDS),  pericardial  effusion  is  a 
common  finding,  but  the  volume  of  the 
effusion  is  usually  small. ^ We  describe 
a patient  who  was  seropositive  for  hu- 
man immunodeficiency  virus  (HIV-1) 
with  a 6.4-liter  pericardial  effusion. 

Case  Report 

A 32-year-oId  man  presented  to  the  emer- 
gency room  with  a two-month  history  of  dys- 
pnea, fever,  chills,  and  productive  cough. 
His  medical  history  was  noncontributory  ex- 
cept for  intravenous  drug  use.  Physical  ex- 
amination revealed  a thin  young  man  in 
moderate  respiratory  distress.  His  tempera- 
ture was  99°F  orally;  heart  rate,  106/min; 
respiratory  rate,  32/min;  and  blood  pres- 
sure, 105/80  mm  Hg  with  a paradoxical 
pulsus  of  8 mm  Hg.  There  was  jugular  ve- 
nous distention  at  45  degrees.  Chest  exami- 
nation revealed  no  rales  or  rhonchi.  The 
heart  sounds  were  distant  without  a friction 
rub,  and  the  abdominal  examination  was 
normal.  There  was  no  peripheral  edema,  and 
the  neurologic  examination  was  normal. 

The  electrocardiogram  revealed  a sinus 
tachycardia  with  generalized  low  voltage. 
The  2-D  and  M-mode  echocardiogram  re- 
vealed a huge  pericardial  effusion  with  a 
“swinging  heart”  pattern  and  evidence  of  di- 
astolic collapse  of  the  right  ventricle.  A bed- 
side pericardiocentesis  was  performed,  and 
about  500  mL  of  straw-colored  fluid  was  re- 
moved. An  indwelling  catheter  was  inserted 
and  about  5 liters  of  fluid  was  drained  dur- 
ing the  next  12  hours.  A total  of  6.4  liters  of 
fluid  was  removed  in  48  hours. 

Laboratory  studies  of  the  pericardial  fluid 


From  the  Division  of  Cardiology,  Department  of 
Medicine.  King's  County  Hospital  and  State  Univer- 
sity of  New  York  Health  Science  Center  at  Brooklyn, 
Brooklyn,  NY. 

Address  correspondence  to  Dr  Kwan,  Division  of 
Cardiology,  Department  of  Medicine,  State  Universi- 
ty of  New  York  Health  Science  Center  at  Brooklyn, 
Box  1 199,  450  Clarkson  Ave,  Brooklyn,  NY  1 1203. 


revealed  a white  blood  cell  count  of  2/mm^ 
and  a red  blood  cell  count  of  960/mm^;  pro- 
tein content,  5.3  g/L;  glucose,  82  mg/dL; 
and  lactate  dehydrogenase,  108  U/L.  Bac- 
teria, fungi,  virus,  and  mycobacteria  cul- 
tures were  all  negative.  Skin  tests  for  tuber- 
culosis, mumps,  and  Candida  were  all  non- 
reactive. Serum  antinuclear  antibodies  were 
negative.  An  enzyme-linked  immunosorbent 
assay  and  a Western  blot  confirmation  test 
for  antibodies  to  HIV-1  were  positive. 

The  patient  was  well  until  four  weeks  lat- 
er, when  a repeat  echocardiogram  showed 
recurrence  of  the  pericardial  effusion.  The 
patient  then  underwent  a pericardectomy. 
Histologic  examination  revealed  mild, 
chronic  inflammatory  change  of  the  pericar- 
dium. A repeat  chest  film  showed  marked 
regression  of  the  heart  size  (Figs  1,2).  The 
patient  was  discharged  with  no  further  com- 
plications. 

Discussion 

Pericardial  effusion  involving  the 
heart  has  been  described  in  HIV-1  in- 
fected patients.  The  causes  usually  in- 
clude tuberculosis,  Kaposi’s  sarcoma, 
congestive  cardiomyopathy,  or  fibri- 
nous pericarditis. In  the  patient  de- 
scribed here,  there  was  no  evidence  of 


FIGURE  1.  Chest  film  on  admission. 


FIGURE  2.  Chest  film  on  discharge. 


opportunistic  infection;  all  the  studies 
for  bacteria,  mycobacteria,  fungi,  or  vi- 
rus were  negative.  Histologic  evalua- 
tion revealed  only  chronic  inflamma- 
tion. The  cause  of  the  huge  pericardial 
effusion  is  unknown. 

The  pathogenesis  of  development  of 
this  huge  pericardial  effusion  could  in- 
volve an  inflammatory  process  of  the 
pericardium,  as  suggested  by  the  exu- 
dative character  of  the  pericardial  flu- 
id. As  a consequence,  the  colloid  oncot- 
ic pressure  in  the  pericardium  would 
have  increased,  and  more  fluid  would 
have  accumulated.  Also,  lymphatic 
drainage  might  have  been  impaired  as  a 
result  of  inflammation  involving  the 
lymphatic  vessels.^ 

The  finding  of  6.4  liters  of  pericardial 
fluid  is  surprising.  The  combination  of 
pericardiocentesis  and  pericardectomy 
resulted  in  complete  resolution  of  the 
patient’s  symptoms.  It  is  important  that 
physicians  be  aware  of  this  potentially 
treatable  problem  in  HIV-1  infected 
patients. 
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Upper  airway  obstruction  due  to  Kaposi’s  sarcoma  in  the 
acquired  immunodeficiency  syndrome 


Vic  M,  Malabonga,  md,  Peter  R.  Smith,  md 


At  the  outset  of  the  epidemic  of  ac- 
quired immunodeficiency  syndrome 
(AIDS)  in  the  early  1980s,  Kaposi’s 
sarcoma  was  seen  in  about  35%  of 
AIDS  patients,'  with  clinical  pulmo- 
nary involvement  evident  in  20%  to 
30%.^  Since  then,  the  reported  frequen- 
cy of  Kaposi’s  sarcoma  in  AIDS  has  de- 
clined and  was  about  1 5%  in  1 989.^  The 
frequency  of  pulmonary  involvement 
with  Kaposi’s  sarcoma  at  autopsy  is 
greater  than  that  recognized  during 
clinical  evaluation  because  of  difficulty 
in  antemortem  diagnosis,^  Lesions  in 
the  upper  airways  are  not  uncommon. 
However,  upper  airway  obstruction  has 
only  occasionally  been  reported. 
The  patient  described  here  lacked  cuta- 
neous involvement,  however,  acute  up- 
per airway  obstruction  developed  due  to 
laryngeal  and  subglottic  lesions  of  Ka- 
posi’s sarcoma. 

Case  Report 

A 28-year-old  Haitian-born  man  with  a 
history  of  intravenous  drug  abuse  and  homo- 
sexuality was  admitted  to  the  hospital  three 
times  over  a seven-month  period  for  inter- 
mittent fever,  cough,  dyspnea,  and  weight 
loss.  Chest  radiographs  showed  progressive- 
ly increasing,  poorly  defined,  bilateral  nodu- 
lar infiltrates.  Diagnostic  studies  included 
fiberoptic  bronchoscopy,  which  showed  nor- 
mal airways;  bronchoalveolar  lavage  was 
negative  for  pathogens  and  malignant  cells. 
The  patient  did  not  respond  to  empiric  trials 
of  antibiotics  including  trimethoprim-sulfa- 
methoxazole or  to  anti-tuberculous  chemo- 
therapy. 

On  his  fourth  and  final  admission  his 
symptoms  included  fever,  diarrhea,  and  se- 
vere prostration.  The  chest  radiographs  (Fig 
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1)  showed  bilateral,  patchy,  poorly  defined 
nodular  infiltrates.  In  retrospect,  the  taper- 
ing of  the  tracheal  air  column  at  the  glottis 
appeared  increased.  Sputum  and  blood  cul- 
tures grew  Escherichia  coli.  The  patient  was 
treated  with  cefotaxime  and  gentamicin,  but 
spiking  fevers  continued.  Severe  respiratory 
distress  developed  accompanied  by  hoarse- 
ness and  wheezing.  The  fiberoptic  broncho- 
scope was  used  to  examine  the  upper  airway. 
Violaceous,  fleshy  lesions  involved  the  pos- 
terior aspects  of  the  true  vocal  cords,  which 
were  fixed  in  adduction  with  a glottic  aper- 
ture of  about  5 mm.  The  subglottic  area  was 
narrowed  to  a slit-like  opening.  Computer- 
ized tomography  confirmed  severe  narrow- 
ing at  and  just  below  the  glottis  (Fig  2).  The 
trachea  was  patent  distal  to  the  subglottic 
area.  Urgent  tracheostomy  was  performed 
with  marked  improvement  in  dyspnea. 

Two  days  later,  bronchoscopy  was  done 
via  the  transnasal  approach.  The  lesions  in 
the  subglottic  region  were  biopsied  without 
incident.  The  bronchoscope  was  then  intro- 
duced via  the  tracheostomy.  The  distal  tra- 
chea and  remainder  of  the  bronchial  tree 
showed  numerous  discrete,  raised  erythema- 


FIGURE  1.  Chest  radiograph  showing  poorly 
defined  nodular  densities.  There  appears  to  be 
exaggeration  of  the  normal  tapering  of  the  tra- 
cheal air  column  at  the  glottis  (arrow). 


tous  lesions.  Bronchoalveolar  lavage  and 
transbronchial  biopsy  were  done  without  in- 
cident. With  the  first  biopsy  of  one  of  the 
erythematous  lesions  in  the  right  lower  lobe 
there  was  copious  bleeding,  which  eventual- 
ly totalled  about  500  mL.  The  bleeding  sub- 
sided with  vigorous  suctioning  and  instilla- 
tion of  aliquots  of  epinephrine  in  a 1:20,000 
dilution  via  the  bronchoscope.  Coagulation 
profile,  platelet  count,  and  renal  function 
had  been  normal  prior  to  the  procedure. 

Pneumocystis  carinii  infection  was  diag- 
nosed from  the  bronchoalveolar  lavage.  The 
biopsies  from  the  subglottic  area  were  con- 
sistent with  Kaposi’s  sarcoma.  The  endo- 
bronchial and  transbronchial  biopsies  were 
nondiagnostic.  The  patient  had  no  mucocu- 
taneous lesions  due  to  Kaposi’s  sarcoma. 

Trimethoprim-sulfamethoxazole  therapy 
was  started.  Radiotherapy  was  planned  for 
treatment  of  the  laryngeal  and  subglottic  le- 
sions. However,  respiratory  failure  devel- 
oped, requiring  mechanical  ventilation,  and 
the  patient  died. 

At  postmortem,  extensive  involvement 
with  Kaposi’s  sarcoma  was  present  in  the 
larynx,  tracheobronchial  tree,  and  pulmo- 
nary parenchyma.  Widespread  pneumonia 
due  to  Pneumocystis  carinii  was  also 
present.  Cultures  of  fluid  from  both  pleural 
spaces  grew  Escherichia  coli,  and  Strepto- 
coccus faecalis  was  cultured  from  a minimal 


FIGURE  2.  Computerized  axial  tomograph 
showing  narrowing  of  the  airway  at  the  level  of 
the  glottis. 
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pericardial  effusion.  Findings  in  the  brain 
were  consistent  with  AIDS  encephalopathy. 

Discussion 

Upper  airway  obstruction  due  to  Ka- 
posi’s sarcoma  is  a life  threatening  but 
potentially  treatable  condition.  There 
have  been  a few  previous  reports  in  pa- 
tients with  AIDS.  Zibrak  et  al^  report- 
ed two  patients  with  upper  airway  ob- 
struction due  to  laryngeal  and  tracheal 
lesions;  the  patients’  conditions  im- 
proved with  radiation  and  vincristine 
therapy.  In  the  series  of  Meduri  et  al/ 
one  of  1 1 patients  with  pulmonary  Ka- 
posi’s sarcoma  had  stridor  from  laryn- 
geal and  tracheal  obstruction.  Green- 
berg et  aF  reported  a patient  with 
obstruction  at  the  pharyngeal  level.  In 
the  patient  described  here,  lesions  of 
Kaposi’s  sarcoma  were  present  in  the 
larynx  and  throughout  the  tracheo- 
bronchial tree.  Extensive  involvement 
of  the  vocal  cords  and  in  the  subglottic 
region  led  to  marked  narrowing  of  the 
airway,  which  was  relieved  by  tracheos- 
tomy. 

In  addition  to  its  morbid  effects,  up- 
per airway  obstruction  may  also  be  sig- 
nificant as  a clue  to  the  diagnosis  of  pul- 
monary involvement  with  Kaposi’s 
sarcoma. In  some  patients,  hemopty- 
sis, hilar  adenopathy,  or  hemorrhagic 
pleural  effusions  suggest  the  diagnosis 
of  AIDS-associated  pulmonary  Kapo- 
si’s sarcoma.  More  often,  the  clinical 
and  radiographic  abnormalities  are 
nonspecific.''^  In  part,  this  is  due  to  the 
high  incidence  of  coexisting  pulmonary 
pathology,  especially  opportunistic  in- 
fection." Findings  of  hoarseness  or  stri- 
dor should  lead  to  consideration  of  this 
entity  even  in  the  absence  of  skin  le- 
sions, as  was  the  case  in  this  patient. 

Radiotherapy,  which  has  been  a pri- 
mary form  of  treatment  in  classic  Ka- 
posi’s sarcoma,  is  probably  the  most  ap- 
propriate initial  mode  of  therapy  for 
upper  airway  obstruction  due  to  Kapo- 
si’s sarcoma  in  AIDS.’  Cooper  et  al‘° 
demonstrated  fairly  rapid  improvement 
of  cutaneous  and  mucosal  lesions  in  pa- 
tients with  AIDS  using  radiation  doses 
in  the  range  of  1 ,800  to  3,000  rads.  Suc- 
cess with  a short  course  of  radiotherapy 
was  reported  by  Patow  et  al"  in  a pa- 
tient with  dysphagia,  gagging,  and  ina- 
nition due  to  pharyngeal  obstruction 


from  Kaposi’s  sarcoma. 

Chemotherapeutic  agents  and  inter- 
ferons have  been  used  for  the  treatment 
of  Kaposi’s  sareoma  in  patients  with 
AIDS.  These  modalities  are  unlikely  to 
work  as  rapidly  as  radiation  to  relieve 
upper  airway  obstruction,  and  chemo- 
therapy carries  the  risk  of  myelo- 
suppression.  Experience  with  laser 
therapy  in  classic  Kaposi’s  sarcoma 
suggests  that  this  may  be  of  value  for 
the  treatment  of  upper  airway  obstruc- 
tion due  to  AIDS-associated  Kaposi’s 
sarcoma.'^  Local  extirpation  may  also 
be  possible  in  some  cases. 

Our  experience  with  this  patient  is 
pertinent  to  another  issue  concerning 
pulmonary  Kaposi’s  sarcoma,  namely 
the  role  of  bronchoscopy  and  broncho- 
scopic  biopsy  for  diagnosis.  Visualiza- 
tion of  circular  or  oval,  red  or  purplish 
lesions  in  the  airways  permits  a tenta- 
tive diagnosis.^  The  utility  and  safety  of 
biopsy  remains  controversial.  In  most 
reports,  endobronchial  and  transbron- 
chial  biopsies  have  generally  been  non- 
diagnostic.The  small  size  of  biop- 
sy specimens  obtained  with  the 
fiberoptic  bronchoscope  and  the  lack  of 
specific  cytologic  markers  make  the  di- 
agnosis difficult.  Moreover,  crush  arti- 
fact and  hemorrhage  may  mimic  the 
histologic  features  of  Kaposi’s  sarco- 
ma.' Hamm  et  al,'’  however,  obtained 
diagnostic  endobronchial  biopsies  in 
five  of  seven  patients  who  had  charac- 
teristic lesions  in  the  airways.  In  the 
case  presented  here,  biopsies  from  the 
subglottic  area  were  consistent  with 
Kaposi’s  sarcoma,  but  the  endobronchi- 
al and  transbronchial  biopsies  were 
nondiagnostic. 

Because  of  the  vascular  nature  of  the 
tumor,  the  safety  of  bronchoscopic  bi- 
opsy has  been  debated.  Significant 
bleeding  did  not  occur  in  1 7 patients  re- 
ported by  Garay  et  al,^  or  in  the  seven 
patients  reported  by  Hamm  et  al.'’ 
However,  this  patient  bled  profusely, 
and  there  have  been  previous  reports  of 
excessive  bleeding  after  both  endobron- 
chial'^ and  transbronchial  biopsy.’  A 
fatal  hemorrhage  occurred  during  tra- 
cheostomy for  upper  airway  obstruc- 
tion due  to  Kaposi’s  sarcoma  involving 
the  oropharynx  in  a patient  who  also 
had  lesions  in  the  trachea.’ 

Despite  the  low  yield  and  potential 


dangers  of  biopsy,  bronchoscopy  re- 
mains an  important  diagnostic  tool  in 
suspected  pulmonary  Kaposi’s  sarco- 
ma. The  presence  of  characteristic  le- 
sions in  the  tracheobronchial  tree 
strongly  suggests  the  diagnosis,  and 
bronchoalveolar  lavage  is  a sensitive 
method  for  detection  of  coexistent  pul- 
monary infection,  which  is  often 
present,"  as  in  this  patient. 
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New  Journal  cover 

TO  THE  EDITOR:  I am  responding  as 

requested  in  your  commentary.'  Over- 
all, my  response  is  extremely  positive 
and  you  and  the  subcommittee  of  Drs 
Bonnani,  Cohn,  and  Muratore  are  to  be 
congratulated.  I especially  appreciate 
the  following:  the  new  cover  design 
(may  it  outlast  many  of  its  predeces- 
sors), the  new  table  of  contents,  and  the 
new  typeface  (Helvetica)  for  the  cover 
and  table  of  contents.  The  new  pagina- 
tion combined  with  footers  containing 
the  volume  on  even  pages  and  month 
and  year  on  odd  pages  is  very  profes- 
sional and  helpful.  My  only  construc- 
tive criticism  would  be  to  enlarge  the 
size  of  the  seal  of  the  Medical  Society  of 
the  State  of  New  York — this  would  be 
possible  without  disturbing  the  “clean 
look”  of  the  new  cover.  It  is  my  hope 
that  the  new  stylistic  changes  will  con- 
tinue to  be  combined  with  the  Journal’s 
high  quality  content.-^ 

JAMES  T.  EVANS,  MD 
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TO  THE  EDITOR:  I like  the  new  design, 

format,  and  related  changes  in  the 
Journal.  The  changes  add  aesthetic  ap- 
peal while  also  lending  increased  digni- 
ty. Altogether  a classy  move.  Congratu- 
lations! 

PETER  ROGATZ,  MD 
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Premenstrual  syndrome 

TO  THE  EDITOR:  We  are  writing  with 

reference  to  the  recent  review  article  by 
Ellen  Yankauskas,  MD,  entitled  “Pri- 
mary female  syndromes:  An  update.”' 


Overall,  the  review  is  timely  and  well- 
written,  yet  its  section  on  premenstrual 
syndrome  (PMS)  suffers  from  several 
serious  misconceptions. 

First,  the  subsyndromal  classifica- 
tion system  promoted  by  Abraham  and 
colleagues--^  has  no  substantive  etio- 
logical support,  and  the  nutritional  de- 
ficiency theories  that  accompany  their 
classification  system  have  not  been  sup- 
ported when  carefully  examined.'*-^ 

Second,  a diagnostic  evaluation  for 
PMS  should  consist  of  the  following:  a 
complete  physical  examination  (as  is 
stated  in  the  article),  a psychological 
examination  to  rule  out  major  psycho- 
pathology, and  at  least  two  months  of 
prospective  daily  symptom  ratings. 
Women  with  major  affective  illness  or 
other  Axis  I psychopathology  should 
not  receive  a diagnosis  of  PMS  unless 
their  premenstrual  symptoms  as  shown 
on  their  daily  symptom  ratings  are  dis- 
tinct from  those  of  the  preexisting  psy- 
chiatric disorder.  The  daily  ratings  are 
critically  important,  since  retrospective 
histories  alone  inflate  the  incidence  of 
PMS.^  Further,  late  luteal  phase  dys- 
phoric disorder  (LLPDD)  is  not  “the 
appropriate  appellation  for  the  psycho- 
logical manifestations  of  PMS.”  Rath- 
er, this  is  a research  diagnosis  restricted 
to  a small  subgroup  of  women  with 
PMS  who  have  severe  and  incapacitat- 
ing affective  symptoms. 

Third,  the  description  of  treatments 
was  inadequate.  It  should  be  made  clear 
to  women  suffering  from  PMS  that  the 
simple  dietary  changes  that  were  rec- 
ommended in  this  review  and  in  the 
popular  press  are  not  supported  by  em- 
pirical data  from  well-designed  studies. 
In  double  blind  controlled  studies,  vita- 
mins Be  and  E have  not  been  shown 
conclusively  to  be  effective.^-*  The  ex- 
panded table  of  treatments  did  not  indi- 
cate to  the  reader  which  treatment  mo- 
dalities can  be  recommended  on  the 
basis  of  solid  research  that  was  careful- 
ly controlled  regarding  both  diagnostic 
evaluation  and  the  well-described  pla- 
cebo response.  The  use  of  progesterone, 
for  example,  cannot  be  supported.^" 
Many  of  the  drugs  listed  have  never 
been  tested  in  controlled  clinical  trials 
of  PMS  (eg,  pamabrom,  pyrilamine. 


naproxen,  ibuprofen,  tricyclics,  mono- 
amine oxidase  inhibitors,  propranolol, 
verapamil,  and  levothyroxine),  and 
their  use  should  not  routinely  be  advo- 
cated.^ Finally,  it  should  be  mentioned 
that  active  research  is  being  conducted 
on  antidepressant  medications,  such  as 
fluoxetine,  to  treat  the  affective  symp- 
toms of  PMS.'^ 

Premenstrual  syndrome  is  a serious 
disorder  affecting  many  women.  It  is 
therefore  very  important  to  separate 
the  substantive  research  findings  from 
the  majority  of  weak  research  in  this 
area,  and  to  educate  clinicians  accord- 
ingly. 

MARGARET  L.  MOLINE,  PhD 
Assistant  Professor  of  Physiology  in 
Psychiatry 

SALLY  K.  SEVERING,  MD 
Associate  Professor  of  Psychiatry 
Department  of  Psychiatry 
New  York  Hospital-Cornell  University 
Medical  College 
21  Bloomingdale  Rd 
White  Plains,  NY  10605 

1.  Yankauskas  E:  Primary  female  syndromes: 
An  update.  NY  State  J Med  1990;  90:295-302. 

2.  Abraham  GE:  Nutritional  factors  in  the  etiol- 
ogy of  the  premenstrual  tension  syndromes.  J Reprod 
Med  1983;  28:446-464. 

3.  Abraham  GE.  Rumley  RE:  Role  of  nutrition 
in  managing  the  premenstrual  tension  syndromes.  J 
Reprod  Med  1987;  32:405-422. 

4.  Mira  M,  Stewart  PM,  Abraham  SF:  Vitamin 
and  trace  element  status  in  premenstrual  syndrome. 
.4m  J Clin  Nutr  1988;  47:636-641. 

5.  Elin  RJ,  Hosseini  JM.  Ruddel  M,  et  al:  Blood 
magnesium  parameters  in  premenstrual  syndrome. 
Clin  Chem  1989;  35:(6)1 1 15. 

6.  SeverinoSK.  Moline  ML:  Premenstrual  Syn- 
drome: A Clinician's  Guide.  New  York,  Guilford 
Press,  1989. 

7.  Malmgrem  R,  Collins  A,  Nilsson  CG:  Plate- 
let serotonin  uptake  and  effects  on  vitamin  B6-treat- 
ment  in  premenstrual  tension.  Neuropsychobiology 
1987;  18:83-88. 

8.  London  RS,  Murphy  L,  Kitlowski  KE,  et  al: 
Efficacy  of  alpha-tocopherol  in  the  treatment  of  the 
premenstrual  syndrome.  J Reprod  Med 
1987;  32:400-404. 

9.  Sampsom  GA:  Premenstrual  syndrome:  A 
double-blind  controlled  trial  of  progesterone  and  pla- 
cebo. Br  J Psychiatry  1979;  135:209-215. 

1 0.  Maddocks  S,  Hahn  P,  Moller  F,  et  al:  A dou- 
ble-blind placebo-controlled  trial  of  progesterone  va- 
ginal suppositories  in  the  treatment  of  premenstrual 
syndrome.  Am  J Obstet  Gynecol  1986:  154:573-581. 

1 1 . Freeman  E,  Rickels  K.  Sondheimer  SJ,  et  al: 
Ineffectiveness  of  progesterone  suppository  treatment 
for  premenstrual  syndrome.  JAM.4  1990:264:349- 
353. 

1 2.  Stone  AB,  Pearlstein  T,  Brown  W:  Fluoxetine 
in  the  treatment  of  late  luteal  phase  dysphoric  disor- 
der. Presented  at  the  American  College  of  Neuropsy- 
chopharmacology, December  1989,  p 207. 


DECEMBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  615 


Combining  parenthood  and 
practice 

TO  THE  EDITOR:  I congratulate  Dr 

Scanlon'  on  her  achievement!  As  a 
mother  of  four  children  who  managed 
with  long  term  household  “help”  and 
with  a maximum  maternity  leave  of  five 
days,  I appreciate  what  it  takes.  I have 
been  active  in  finding  better  answers  for 
the  new  generation  of  women  who  wish 
to  combine  maternity  and  medicine 
with  less  role  strain."  1 have  also  written 
about  networking  problems  among  fe- 
male professionals."  1 suspect  that  the 
psychological  issues  that  govern  the 
ability  of  women  to  choose  supportive 
women  as  friends  and  to  maintain  rela- 
tionships with  them  apply  to  the  selec- 
tion of  long  term  child  care  persons,  as 
well  as  to  office  nurses,  assistants,  part- 
ners, and  colleagues.  The  ability  to  re- 
late well,  comfortably,  noncompetively, 
and  loyally  to  other  women  is  more  de- 
pendent on  a woman’s  relationship  to 
her  own  mother  than  is  her  choice  of  a 
husband  or  relationship  to  male  col- 
leagues. 

I doubt  that  Dr  Scanlon  would  dis- 
agree with  Dr  Kaiser'"  that  children  are 
our  most  precious  resources.  I think 
that  she  would  agree  that  Dr  Jacob" 
should  not  have  chosen  such  a demand- 
ing specialty,  ob-gyn,  if  she  intended  to 
have  five  children,  unless  she  could  af- 
ford the  life  style  that  Dr  Scanlon,  I, 
and  many  others  have  given  their  chil- 
dren. 

In  the  best  of  all  possible  lives,  a full 
time  medical  career  and  a large  family, 
which  is  well  attended  to,  requires  both 
tremendous  interpersonal  skills  and 
vast  financial  resources.  Choices  must 
be  made.  Yet,  1 submit  that  combining 
maternity  and  medicine  is  a viable  op- 
tion. 

ANNE  ELAYNE  BERNSTEIN,  MD 
Clinical  Professor  of  Psychiatry 
Columbia  University  College  of 
Physicians  and  Surgeons 
1 147  Park  Ave 
New  York,  NY  10128 
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TO  THE  EDITOR:  1 enjoyed  reading  my 

mother’s  (Dr  A.  Scanlon)  article,  “Par- 


enthood and  practice,”  in  the  June  1 990 
issue  of  the  Journal?  I also  read  with 
interest  the  responses  it  created.  Per- 
haps as  an  insider  I can  clarify  some  of 
the  questions  that  arose  in  the  letters  to 
the  editor  by  Dr  Kaiser"  and  Dr  Jacob." 

Dr  Scanlon’s  article  was  her  reminis- 
cence of  practice  and  parenthood,  not 
an  editorial  on  child  care  in  today’s  so- 
ciety. Therefore,  I do  not  feel  it  is  fair  to 
say  her  remarks  did  not  meet  the  chal- 
lenge. The  challenge  was  not  the  point 
of  the  article  and  therefore  not  ad- 
dressed. 

Dr  Scanlon  began  her  article  with, 
“How  lucky  can  Tom  and  I be!”  She 
will  be  the  first  to  admit  that  she  could 
not  have  maintained  her  practice  and 
raised  ten  children  without  “Mac.” 
Mac  was  a valued  member  of  the  family 
until  her  death  in  1971.  She  was  the 
constant  as  we  went  through  12-14  oth- 
er live-ins  and  assorted  help  over  22 
years.  Mac  was  with  us  from  1949  until 
1971,  and  she  was  my  sister  Maggie’s 
godmother.  I am  quite  sure  my  mother 
could  furnish  details  on  how  the  house- 
hold was  run.  In  fact  we  have  all  en- 
couraged her  to  write  her  memoirs,  but 
with  the  allotted  space  she  could  only 
give  a sketch  of  her  reminiscences. 

My  mother  was  always  available  for 
her  practice  because  her  office  was  at 
home  and  she  was  always  at  home. 
Having  her  office  in  the  house  did  not 
deter  us  from  running  to  her  with 
bumps  and  cuts  during  office  hours. 

Lake  Placid  was  the  first  and  only 
full  family  vacation  I can  recall  and  it 
was  fun.  My  parents  bought  the  Ver- 
mont home  the  following  winter  after 
agonizing  over  the  cost  ($12,000)  for 
some  time.  The  investment  paid  off  be- 
cause Vermont  became  a place  we 
could  all  enjoy  during  vacation  time 
and  school  breaks. 

Times  and  economics  have  changed. 
My  parents  were  not  independently 
wealthy.  In  fact  they  have  only  recently 
gotten  out  from  beneath  the  monumen- 
tal debt  incurred  educating  ten  chil- 
dren. 

The  continuing  medical  education 
(CME)  trips  did  not  occur  until  I was 
well  into  high  school,  which  meant  ev- 
eryone was  in  school  at  the  time  and 
there  were  extra  teenagers  at  home  to 
help  out  with  the  younger  children. 

My  parents  rarely  took  time  for 
themselves.  They  were  either  working 
or  spending  time  with  us.  Ten  children 
were  an  economic  drain.  My  mother 
was  lucky  she  found  a good  child  care 
giver  in  Mac.  She  also  luckily  married  a 
man  like  my  father  and  luckily  had  ten 


children  who  only  gave  her  headaches 
and  not  heartaches. 

In  closing,  I would  be  more  than  hap- 
py to  give  Dr  Jacob  a description  of  how 
I survived  early  childhood,  as  I am  sure 
my  nine  siblings  would  be  happy  to  give 
their  version. 

JOHN  P.  SHEEHY,  MD 
10  Medical  Plaza 
Glen  Cove,  NY  11542 
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TO  THE  EDITOR:  I read  with  interest 

the  comments  of  Dr  Kaiser'  and  Dr  Ja- 
cob" on  my  article,  “Parenthood  and 
practice.”"  The  essential  issue  for  all 
working  mothers  is  child  care.  Concern 
about  a stranger  having  “such  influence 
in  raising  my  children”  was  hardly  an 
issue  as  Mrs  McCormack  worked  only 
part-time  while  I was  in  the  city  for 
eight  months  and  during  this  time  she 
knew  our  son  Tom  and  our  wishes  on 
child  care. 

Dr  Kaiser  said  we  need  new  social 
structures  to  care  for  and  protect  our 
children.  What  we  need  is  commitment 
to  the  same  values  that  have  endured 
through  the  centuries.  This  includes  the 
commitment  to  family  as  the  basic  unit 
of  society  with  mother  and  father  in 
command,  nurturing  love,  strong  moral 
values,  and  self-discipline  in  each  child, 
and  obtaining  a support  system  when 
needed  that  is  not  in  conflict  with  our 
ethics  regardless  of  the  mores  of  the 
day.  What  difference  does  it  make  if  we 
rotate  child  care  with  colleagues?  This 
type  of  rotation  would  not  lend  itself  to 
the  stability  of  a constant  loving  care- 
person.  I feel  this  was  my  responsibility 
and  not  the  responsibility  of  the  medi- 
cal profession  or  the  community.  Cer- 
tainly a professional  woman  can  afford 
to  find  someone  and  I do  know  that  it 
takes  a lot  of  looking.  I also  know  that 
we  should  try  to  make  “child  care”  a 
profession  and  not  treat  it  as  a servant 
class.  It  should  be  in  the  same  category 
as  governesses  and  teachers. 

Dr  Jacob  would  like  to  have  a de- 
tailed description  on  “how  it  was  done.” 
Could  one  article  even  begin  to  touch 
the  subject?  I do  not  deny  that  some 
days  were  hectic  and  even  frantic.  But 
show  me  a household  of  only  two  or 
three  children  that  does  not  have  days 
when  a mother  needs  to  be  three  people 
and  also  a wife,  even  when  there  is  no 
practice  with  which  to  contend. 
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Dr  Jacob  says  that  she  is  greeted  by 
five  screaming  children  and  babies.  If 
this  is  usual,  I would  reevaluate  my 
child  care  person.  I had  the  advantage 
of  having  my  office  at  home.  My  hus- 
band, if  no  one  was  in  labor,  came  home 
for  lunch  and  so  did  I.  After  I had  six 
children  I had  an  au  pair  from  Scotland 
who  joined  Mrs  McCormack  and 
stayed  for  seven  years.  She  was  married 
from  our  home  and  my  husband 
“played  father  of  the  bride.” 

Economics  have  changed.  We  pay 
our  employees  more  but  in  turn  we 
charge  our  patients  more.  We  were  not 
independently  wealthy  and  we  re-mort- 
gaged  the  house  and  farm  to  help  with 
education  costs.  Believe  it  or  not  we  still 
have  two  more  years  to  go  until  our 
house  is  free  and  clear. 

Last  but  not  least,  children  adjust 
well  in  happy  situations,  where  there  is 
structure,  love,  and  approbation,  so 
when  stressful  times  occurred  all  rallied 
and  met  the  challenge  as  they  still  do 
today.  My  joy  is  seeing  children  and 
grandchildren  all  happy,  in  productive 
careers,  and  those  married  nurturing 
their  children  to  follow  in  their  parents’ 
footsteps. 

ADELAIDE  T,  SCANLON,  MD 
Wishing  Well  Farm 
Old  Brookville,  NY  11545 
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In  reply.  The  response  to  my  letter  is 
most  interesting.'  I find  it  more  direct 
and  pertinent  than  Dr  Scanlon’s  first 
article  as  it  focuses  on  child  care.^  How- 
ever, I disagree  with  her  approach  to 
the  issue.  In  terms  of  Dr  Sheehy’s  re- 
marks, I have  few  words.  As  it  happens, 
I too  come  from  a large  family  of  eight 
siblings.  Each  of  our  mothers  could  tell 
a few  stories,  I am  sure.  But  if  you  are 
going  to  talk  about  parenthood  and 
practice,  you  cannot  avoid  the  prime 
concern. 

Now  to  return  to  Dr  Scanlon.  There 
remains  no  question  in  my  mind  that  we 
need  new  social  structures  to  deal  with 
child  care,  and  this  will  require  group 
changes  at  times.  For  example,  when  I 
was  a resident,  a colleague  was  preg- 
nant and  about  to  give  birth.  The  pro- 
gram had  no  way  to  deal  with  her  ab- 
sence. They  eventually  decided  to  give 
her  leave,  but  expected  her  to  pay  back 
the  calls  she  missed.  This  would  have 
meant  double  calls  for  three  months 


while  caring  for  an  infant.  Eventually, 
the  residents  independently  volun- 
teered and  covered  her  in  a team  effort 
without  expecting  repayment.  Could 
this  resident’s  needs  be  solved  without  a 
change  in  the  system  and  support  of  col- 
leagues? Another  example  is  that  of 
two  residents  who  were  raising  their 
children  alone.  Their  specific  reason  for 
coming  to  that  program  was  the  day 
care  available  on  campus  in  the  resident 
housing.  A resident  cannot  afford  a 
care-person.  Even  after  residency,  mon- 
ey is  hardly  the  only  issue.  My  idea  of 
rotating  colleagues  is  flawed,  as  I noted 
in  my  original  letter.  I agree  with  Dr 
Scanlon’s  view  of  this.  However,  my 
greater  fear  is  having  another  person  in 
my  home.  Mac  worked  part-time,  but  I 
work  60  hours  a week.  Even  if  I cut 
down,  I need  someone  full-time.  Part- 
time  or  full-time,  any  constant  person 
in  a child’s  life  would  be  influential  or 
Dr  Scanlon  would  not  object  to  rota- 
tors. Much  more  influential  than  the  in- 
structions that  person  is  given  is  his  or 
her  personality  and  values.  It  often 
takes  years  to  truly  know  this  about 
someone.  As  I wrote  before,  “Years  to 
decide  on  the  father  and  a few  hours  to 
decide  on  a major  caregiver?”  Yes,  I do 
not  want  a stranger  having  such  an  in- 
fluence raising  my  children.  This  is  why 
my  husband  is  going  to  do  the  uncon- 
ventional thing  and  become  the  prima- 
ry caretaker  of  our  home.  Were  this  not 
the  case,  I think  I would  prefer  sharing 
with  colleagues  I have  known  for  years, 
despite  the  limitations  of  such  a plan. 
At  least  I would  really  know  who  they 
were.  I agree  that  for  those  parents  who 
can  accept  an  outsider  in  the  home,  the 
caregiver  should  be  well  trained  and 
well  paid.  This  would  attract  higher 
caliber  individuals.  This  is  one  of  the  so- 
cial structure  changes  I feel  we  need. 
Contrary  to  Dr  Scanlon’s  remarks,  I be- 
lieve that  our  problem  as  doctor/par- 
ents  has  nothing  to  do  with  commit- 
ment to  family,  moral  values,  love,  or 
self-discipline  in  children.  This  makes  it 
sound  like  doctors  have  misdirected  val- 
ues rather  than  valid  concerns.  Our 
problem  is  trying  to  balance  active  ca- 
reers with  the  full-time  requirements  of 
family  life.  Traditional  values  men- 
tioned above  were  accompanied  by  a 
full-time  mother.  If  she  is  removed 
from  the  home,  a new  social  system 
must  replace  her.  An  active  search  for 
new  social  solutions  includes  day  care, 
on-site  day  care,  professional  caretak- 
ers, new  family  roles,  shared  child  care 
with  trusted  others,  and  many  others,  I 
am  sure.  A debate  such  as  this  may  be 
helpful  in  finding  and  refining  such  at- 


tempts. Some  solutions  require  a com- 
munity effort. 

Dr  Scanlon  enters  into  this  debate 
with  her  ideas,  which  are  at  times  quite 
cogent.  But  there  is  no  continuity  in  her 
remarks.  Dr  Scanlon  believes  we  do  not 
need  new  social  structures,  but  we  do 
need  “support  systems.”  Is  there  a dif- 
ference? She  does  not  feel  Mac  had  an 
excess  influence  on  her  children,  but 
fears  what  would  happen  without  a 
“constant,  loving  careperson,”  so  Mac 
must  have  had  a strong  influence.  Dr 
Scanlon  describes  the  need  for  a mother 
and  father  to  be  “in  command,”  but  lat- 
er she  frames  child  care  as  something 
sought  by  “professional  women”  in- 
stead of  couples.  I feel  society  can  no 
longer  afford  such  distinctions.  Dr 
Scanlon  felt  the  child  care  responsibil- 
ities were  hers  and  not  the  communi- 
ty’s, but  then  suggests  society  should 
help  by  fostering  a child  care  profes- 
sion. Since  child  care  workers  are  cur- 
rently seen  as  part  of  a servant  class, 
finding  a competent,  psychologically 
healthy  person  with  similar  values  takes 
a lot  more  than  looking.  It  takes  a large 
measure  of  luck.  I guess  Dr  Scanlon 
was  lucky. 

VALERIE  KAISER,  MD 
19  Heathcote  Dr 
Albertson  Downs,  NY  11507 

1 . Kaiser  V : Responses  to  “ Parenthood  and  prac- 
tice.” NY  State  J Med  1990;  90:334. 

2.  Scanlon  AT:  Parenthood  and  practice.  NY 
State  J Med  1990;  90:326-327. 

In  reply.  It  was  a pleasure  reading  Dr 
Sheehy’s  honest  addendum  to  Dr  Scan- 
lon’s “Parenthood  and  practice.”'  I 
suppose  it  is  always  anxiety  provoking 
to  read  about  the  harmony  of  someone 
else’s  household  when  one’s  own  home 
reverberates  constantly  with  the  nor- 
mal sounds  of  five  children  who  play 
and  fight  by  turns.  This  anxiety  mani- 
fests itself  in  a defensiveness  when  one 
reads  a fond  memoir  which  omits  the 
sordid  details  of  day  to  day  life  and  fo- 
cuses on  the  best  aspects. 

Actually  Dr  Scanlon’s  memoirs  are 
heartening  and  encouraging,  and  I only 
pray  that  in  20  years  my  children  will 
also  recount  with  such  pride  and  joy 
their  upbringing.  I,  too,  have  no  regrets 
about  the  life  I chose  . . . and  I am  ex- 
pecting my  sixth  source  of  joy  in  April! 
The  companionship  my  children  pro- 
vide each  other  when  I am  gone  and  the 
gaiety  of  group  play  when  it  does  occur 
are  frequent  reminders  that  I did  the 
right  thing  for  my  family. 

I do  agree  entirely  with  Dr  Scanlon’s 
astute  comments  that  childcare  is  pri- 
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marily  the  parents’  responsibility  and 
that  no  hired  help  can  or  should  be  ex- 
pected to  provide  the  guardianship  a 
child  needs  from  day  to  day.  Fortunate- 
ly, though,  I am  an  obstetrician/gyne- 
cologist in  private  practice.  I work  in  a 
group  where  five  of  us  rotate  calls,  so  I 
am  home  most  evenings  to  make  dinner 
and  do  homework,  and  home  most 
mornings  to  make  corn  muffins  and 
prepare  lunch. 

If  I ever  do  have  a crisis  maybe  I will 
call  Dr  Sheehy  or  Dr  Scanlon  for  some 
advice! 

JESSICA  R.  JACOB,  MD 

Long  Island  OBS/GYN,  PC 
179  Community  Dr 
Great  Neck,  NY  11021 

1.  Scanlon  AT:  Parenthood  and  practice.  NY 
State  J Med  1990;  90:326-327. 


Fibrous  disease  of  the  breast  in 
juvenile  diabetes 

TO  THE  EDITOR:  We  are  pleased  to 

read  Gump  and  McDermott’s  article, 
“Fibrous  disease  of  the  breast  in  juve- 
nile diabetes,’’’  because  it  constitutes 
the  fourth  documentation  of  the  link 
between  long-standing  insulin-depen- 
dent diabetes  mellitus  (IDDM)  and  be- 
nign breast  masses  that  clinically  re- 
semble cancer. 

Gump  and  McDermott’s  report  on 
their  1 1 patients  with  this  entity  men- 
tions Soler  and  Khardouri’s  work  in 
1984^  and  that  of  Byrd  and  his  group  in 
1987,^  but  omits  our  recent  discussion 
in  Radiology‘S  of  36  patients,  from  20  to 
54  years  of  age  (median  age,  37  years), 
with  this  little-known  condition  that  we 


called  diabetic  fibrous  breast  disease 
(DFBD). 

As  we  noted  in  our  article,  the  patient 
must  fulfill  stringent  criteria  for  the  ra- 
diologist to  consider  a possible  diagno- 
sis of  DFBD.  These  include  a prolonged 
history  of  insulin-dependent  diabetes 
mellitus  (IDDM);  mammographically 
dense  glandular  tissue;  one  or  more  ex- 
ceedingly hard,  irregular,  freely  mov- 
able, discrete,  painless,  clinically  palpa- 
ble breast  masses  with  neither  skin 
change  nor  distortion  of  the  breast  con- 
tour. Sonographically,  these  masses  re- 
veal strong  acoustical  shadowing  and 
are  firmly  resistant  to  the  to-and-fro 
movement  of  the  needle  used  for  fine- 
needle-aspiration  cytology  (FNAC). 

By  monitoring  the  patients  who  meet 
all  these  criteria  with  serial  FNACs,  we 
have  found  that  we  could  spare  certain 
women  with  IDDM  the  ordeal  of  un- 
dergoing multiple  unnecessary  biopsies. 
During  an  average  of  seven  years  of 
monitoring  these  36  women,  not  one 
has  developed  breast  cancer  in  a mass 
fulfilling  all  our  requirements  for  dia- 
betic fibrous  breast  disease. 

As  we  observed  in  our  article,^  diabe- 
tes confers  no  immunity  from  breast 
cancer.  Nevertheless,  if  radiologists, 
surgeons,  and  internists  are  aware  of 
the  constellation  of  findings  produced 
by  diabetic  fibrous  breast  disease,  those 
women  with  IDDM  who  meet  all  our 
requirements  may  be  able  to  avoid  the 
physical,  psychological,  and  financial 
costs  of  unwarranted  biopsies. 

WENDE  W LOGAN-YOUNG,  MD 
NANCY  YANES  HOFFMAN,  MSc 
Breast  Clinic  of  Rochester 
1351  Mt  Hope  Ave 
Rochester,  NY  14620 
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In  reply.  We  are  pleased  to  find  addi- 
tional recognition  of  the  association  be- 
tween juvenile  diabetes  and  benign 
breast  masses.  Our  failure  to  mention 
the  authors’  contribution,  however, 
simply  reflects  the  fact  that  it  appeared 
after  our  paper  was  accepted  for  publi- 
cation in  the  New  York  State  Journal 
of  Medicine. 

We  share  the  authors’  view  that  these 
patients  can  be  followed  by  careful  clin- 
ical examination  and  repeated  fine  nee- 
dle aspiration  cytology.  Like  them,  we 
believe  that  increased  awareness  of  the 
association  between  type  I diabetes  and 
hard  breast  masses  will  reduce  the  need 
for  breast  biopsies  in  these  young 
women. 

FRANK  E.  GUMP,  MD 
JANETTE  MCDERMOTT,  MD 

Columbia-Presbyterian  Medical  Center 
161  Fort  Washington  Ave 
New  York,  NY  10032 


ERRATUM 

The  Special  Report  published  in  the 
August  1990  issue  of  the  Journal  erro- 
neously included  Nation's  Business 
among  the  list  of  magazines  that  do  not 
accept  tobacco  advertising. 
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LEADS  FROM  EPIDEMIOLOGY  NOTES 


Reprinted  from  the  August  1990  issue  o/ Epidemiology 
Notes  {Vol.  5,  No.  8),  published  by  the  Division  of  Epi- 
demiology, New  York  State  Department  of  Health,  Al- 
bany, NY. 


Birth  outcomes  in  New  York  State 

This  article  updates  the  information  contained  in  the 
August  and  September  1989  issues  of  Epidemiology 
Notes  {Vol.  4,  Nos.  8 and  9). 

Measures  of  infant  morbidity  and  mortality  are  used  by 
health  professionals  as  indicators  of  the  health  of  society 
as  a whole.  Traditionally,  the  public  health  sector  is  at  the 
forefront  in  the  effort  to  promote  desirable  birth  out- 
comes. This  article  is  intended  to  provide  maternal  and 
child  health  service  providers  and  governmental  agencies 
information  that  will  be  useful  in  monitoring  and  evaluat- 
ing existing  programs  and  planning  for  efficient  and  effec- 
tive application  of  available  resources.  It  contains  infor- 
mation on  patterns  of  adverse  birth  outcome  in  New  York 
State. 

Birth  outcomes  were  examined  over  time  and  included: 
fetal,  neonatal,  postneonatal  and  infant  mortality;  low 
birthweight  and  prematurity;  congenital  defects;  frequen- 
cy of  miscarriages  and  abortions;  and  selected  neonatal 
diagnosis  related  groups  (DRGs).  In  addition,  sociodemo- 
graphic variables  associated  with  birth  outcomes  such  as 
maternal  age,  race/ethnicity,  education  and  use  of  prena- 
tal care  were  also  reviewed.  These  analyses  are  descriptive 
in  nature  and  cannot  fully  explain  the  interrelationships 
between  the  sociodemographic  factors  and  birth  out- 
comes. 

There  were  279,976  births  to  New  York  State  residents 
in  1988.  Approximately  46%  of  births  occurred  in  New 
York  City;  27%  of  births  were  to  nonwhite  residents  of 
New  York  State.  In  addition,  there  were  136,012  induced 
abortions  and  2,316  spontaneous  fetal  deaths  (20-1-  weeks 
gestation)  reported  among  New  York  State  residents  in 
1988.  An  estimated  4,326,015  women  aged  15-44  in  New 
York  State  in  1988  provided  a fertility  rate  (live  births/ 
women  15-44)  of  64.4/1,000. 

Fetal  Mortality 

The  rate  of  spontaneous  fetal  deaths  (20-1-  weeks  gesta- 
tion) has  decreased  within  the  last  decade.  The  20.4%  re- 
duction from  10.3  per  1,000  live  births  plus  fetal  deaths  in 
1978  to  8.2  per  1,000  in  1988  was  evident  in  both  the  New 
York  State  and  New  York  City  populations,  with  New 
York  City  consistently  having  a higher  fetal  mortality 
rate.  The  nonwhite  spontaneous  fetal  death  rate  (1 1 .2  per 

1,000)  was  41.1%  higher  than  the  white  rate  (6.6  per 

1,000)  in  1988.  The  statewide  rate  dropped  between  1987 
and  1988  from  8.9  to  8.2  per  1,000. 


Infant  Mortality 

The  1988  New  York  State  infant  mortality  rate  of  10.7 
per  1,000  live  births  was  unchanged  from  1987  and  indi- 
cates a leveling  off  of  infant  mortality  after  a near  decade 
of  continuous  decline.  This  rate  was  somewhat  higher 
than  the  provisional  national  rate  of  9.9  per  1,000.  New 
York  City  residents  had  an  infant  mortality  rate  (13.2  per 

1,000)  51.7%  higher  than  residents  in  the  rest  of  the  state 
(8.7  per  1,000)  (Fig  1). 

The  gap  between  white  and  nonwhite  mortality  has  not 
substantially  changed  in  the  past  decade.  Nonwhite  resi- 
dents had  a 1988  infant  mortality  rate  (14.7  per  1,000) 
58%  higher  than  their  white  counterparts  (9.3  per  1,000). 
Hispanics  had  the  lowest  infant  mortality  rate  in  1988 
(7.4  per  1,000)  compared  to  non-Hispanic  white  (8.2  per 

1,000)  and  non-Hispanic  black  (18.6  per  1,000)  births. 

The  general  reduction  in  infant  mortality  experienced 
over  the  past  ten  years  is  primarily  due  to  a drop  in  the 
neonatal  mortality  rate  (deaths  within  less  than  28  days  of 
birth).  The  postneonatal  mortality  (deaths  28  days  to  one 
year)  decreased  only  15.4%  from  3.9  per  1,000  in  1978  to 
3.3  per  1,000  in  1988. 

Cause  of  Death 

In  1988,  there  were  3,007  infant  deaths  to  New  York 
State  residents.  Of  these  deaths,  69.1%  (2,078)  occurred 
during  the  neonatal  period;  30.9%  (929)  were  postneona- 
tal deaths.  Of  the  neonatal  deaths,  20.6%  were  due  to  con- 
genital anomalies  (ICD  740-759),  20.3%  due  to  short  ges- 
tation-low birthweight  (ICD  769)  and  36.8%  to  other 
conditions  originating  in  the  perinatal  period  (ICD  760- 
764,  766-768,  770-779).  The  leading  cause  of  postneona- 
tal deaths  was  sudden  infant  death  syndrome  (ICD  798) 
comprising  23.4%  of  the  total,  followed  by  congenital 
anomalies  (20.0%)  and  other  conditions  originating  in  the 
perinatal  period  (6.6%). 

Low  Birthweight 

Changes  in  the  rates  of  low  birthweight  births  in  the  last 
decade  have  not  paralleled  changes  in  infant  mortality 
during  the  same  time  period.  The  rate  of  births  less  than 
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FIGURE  1.  Infant  mortality  rates,  New  York  State,  Upstate,  and  New 
York  City,  1978-1988. 
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2,500  grams  has  increased  slightly  from  7.7  of  all  live 
births  in  1978  to  7.8%  of  all  live  births  in  1988  (Fig  2). 
There  was  an  11.1%  increase  in  the  occurrence  of  births 
less  than  2,000  grams  in  the  same  decade,  from  2.7  to 
3.0%. 

As  with  infant  mortality,  the  white/nonwhite  differen- 
tial is  also  evident  when  comparing  the  percent  of  low 
birthweight  infants.  The  rate  for  nonwhite  residents  was 
1 2.7%,  more  than  double  the  white  rate  of  5.9%.  Non-His- 
panic  whites  had  the  lowest  percentage  of  low  birthweight 
infants  in  1988  (5.3%)  compared  to  Hispanic  (8.3%)  and 
non-Hispanic  black  (14.6%)  births. 

The  premature  birth  (less  than  37  weeks’  gestation) 
rate  has  remained  fairly  static  over  the  last  decade.  The 
1988  rate  of  10.6%,  however,  is  higher  than  the  1987  rate 
of  9.9%.  The  rate  of  small-for-gestational-age  infants,  de- 
fined as  births  with  37  or  more  weeks’  gestation  and 
weighing  less  than  2,500  grams,  increased  slightly  from 
3.4%  in  1987  to  3.5%  in  1988. 

Congenital  Malformations 

The  Congenital  Malformations  Registry  collects  clini- 
cal and  demographic  information  on  every  child  with  a 
congenital  malformation  that  is  diagnosed  by  the  time  the 
child  is  two  years  old.  The  registry  now  has  data  on  the 
cohort  of  children  born  in  1985.  There  were  16,744  chil- 
dren born  in  1985  reported  as  having  a congenital  malfor- 
mation. This  represented  6.5%  of  all  live  births  in  that 
year.  More  than  80%  of  these  children  were  reported  as 
having  one  malformation.  The  rate  of  malformation  was 
highest  among  black  children  (7.6%)  followed  by  white 
(6.1%)  and  other  nonwhite  (6.1%). 

A major  malformation  is  defined  as  one  having  an  ad- 
verse effect  on  the  individual’s  health,  functioning  and  so- 
cial acceptability.  Of  those  born  in  1985,  9,636  were  re- 
ported as  having  one  or  more  major  malformations  (3.7% 
of  all  births).  The  race-specific  rate  was  3.8%  among 
white  births,  3.8%  among  black  births  and  3.0%  among 
other  racial  groups.  A review  of  13,077  major  malforma- 
tion reports  revealed  the  organ  systems  most  frequently 
affected  were  the  musculoskeletal  (29%),  followed  by  car- 
diovascular (24%)  and  genitourinary  (13%)  systems  (Fig  3). 


Respiratory 
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FIGURE  3.  Major  congenital  malformations  reported  among  children 
born  in  1985,  New  York  State. 

er  than  the  1987  ratio  of  64.8%.  The  ratio  is  higher  for 
residents  outside  of  New  York  City  (73.9%)  than  for 
women  residing  in  New  York  City  (60.2%).  There  is  a 
trend  toward  higher  birth  to  pregnancy  ratios  since  1984 
for  all  residents  of  New  York  State. 

Maternal  Age 

The  live  birth  to  pregnancy  ratio  in  women  19  years  of 
age  and  younger  in  New  York  State  had  decreased  from 
46.4%  in  1978  to  44.3%  in  1987.  However,  the  ratio  in- 
creased to  47.0%  in  1988. 

Between  1978  and  1988,  the  pregnancy  rate  among 
teenagers  (<19  years  of  age)  increased  from  40.5  per 
1,000  to  48.8  per  1,000.  This  increase  occurred  statewide. 

During  1988,  almost  13%  of  the  births  to  adolescents  17 
years  of  age  or  younger  in  New  York  State  were  to  fe- 
males who  had  given  birth  previously  and  22%  to  females 
who  had  previously  been  pregnant.  Among  births  to  teens 
18-19  years  of  age,  25%  of  the  women  had  previously  giv- 
en birth  and  39%  had  previously  been  pregnant  (Fig  4). 

Maternal  age  and  race  have  been  identified  with  low 


Live  Births/Pregnancy  Ratio 

During  1988,  66.9%  of  pregnancies  reported  by  New 
York  State  residents  resulted  in  live  births.  This  was  high- 


FIGURE  2.  Percent  of  births  <2500  grams.  New  York  State,  Upstate, 
and  New  York  City,  1978-1988. 
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FIGURE  4.  Percentage  of  births  to  adolescent  mothers  who  had  previ- 
ously been  pregnant  or  given  birth.  New  York  State,  1988. 


620  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


birthweight  infants.  In  1988,  the  low  birthweight  rate  was 
10.4%  for  births  to  mothers  19  years  of  age  and  under, 
compared  to  7.8%  for  all  ages.  Nonwhite  mothers  under 
age  20  delivered  13.6%  of  their  babies  weighing  under 
2,500  grams. 

Prenatal  Care 

Many  New  York  State  women  continue  to  receive  inad- 
equate prenatal  care.  Data  for  the  period  1978  to  1986 
showed  only  a 1 .6%  increase  (8 1 .4%  to  82.7%)  in  the  num- 
ber of  pregnant  women  receiving  first  trimester  prenatal 
care.  However,  the  percentage  had  increased  from  1986  to 
83.6%  in  1988.  From  1978  to  1987  there  was  an  increase 
in  the  percentage  of  women  who  did  not  begin  prenatal 
care  until  the  third  trimester  or  who  received  no  prenatal 
care  at  all  ( 1 1 . 1 % to  1 1 .4%) . However,  in  1 98 8 there  was  a 
marked  decrease  in  late  or  no  prenatal  care  to  7.9%.  This 
arises  primarily  from  a decrease  for  New  York  City  resi- 
dents from  21.4%  in  1987  to  13.9%  in  1988.  This  trend 
may  partially  be  an  artifact  of  a change  in  the  reporting  of 
prenatal  care  on  the  NYC  birth  certificate  between  1987 
and  1988. 

This  article  was  adapted  from  the  report  entitled  Birth 
Outcomes  of  New  York  State  March  1990.  Single  copies 
of  the  report  may  be  obtained  from  New  York  State  De- 
partment of  Health,  Office  of  Public  Health  Information 
Group,  Corning  Tower,  Room  742,  Empire  State  Plaza, 
Albany,  NY  12237,  or  by  calling  (518)  474-2543. 

Pesticide  poisoning  a reportable 
disease  in  New  York 

To  try  to  better  understand  the  health  effects  of  pesti- 
cides on  New  York  residents.  Pesticide  Poisonings  have 
recently  been  added  to  the  list  of  reportable  medical  con- 
ditions in  New  York  (Sections  22.1 1 and  22.12  of  Title  10 
{Health)  of  the  Official  Compilation  of  Codes,  Rules,  and 
Regulations  of  the  State  of  New  York).  The  following 
regulations,  which  were  enacted  by  the  New  York  State 
Public  Health  Council,  became  effective  August  29,  1 990: 

22.11  REPORTING  OF  PESTICIDE  POISONING.  Every 
physician,  health  facility,  and  clinical  laboratory  in  attendance 
on  a person  with  confirmed  or  suspected  pesticide  poisoning  or 
with  any  of  the  clinical  laboratory  results  as  described  in  section 

22. 1 2 of  this  Part,  shall  report  such  occurrence  to  the  State  Com- 
missioner of  Health  within  48  hours  .... 

22.12  REPORTABLE  LABORATORY  TESTS  FOR  PESTI- 
CIDE POISONING.  For  purposes  of  section  22. 1 1 of  this  Part 
the  following  laboratory  tests  are  reportable  to  the  State  Com- 
missioner of  Health: 

(a)  Blood  cholinesterase  levels  which  are  below  the  normal 
range  established  by  the  clinical  laboratory  performing  the  test 

(b)  Levels  of  pesticides  in  human  tissue  samples  which  exceed 
the  normal  range  established  by  the  clinical  laboratory  perform- 
ing the  test  .... 

All  reports  of  confirmed  or  suspected  pesticide  poison- 
ings in  New  York  will  be  investigated  by  epidemiologists 
working  with  the  newly  formed  pesticide  registry  within 


the  Division  of  Environmental  Epidemiology  and  Occupa- 
tional Health,  New  York  State  Department  of  Health. 
The  goals  of  the  registry  are  to  (1)  promptly  investigate 
and  intervene  in  any  situations  where  the  risk  of  pesticide 
poisonings  is  continuing,  (2)  develop  and  implement  inter- 
ventions to  reduce  the  risks  of  pesticide  poisoning,  (3) 
monitor  both  the  acute  and  chronic  effects  of  pesticide 
exposures  and  (4)  increase  the  awareness  of  pesticide  poi- 
sonings by  members  of  the  medical  community. 

Pesticides,  which  include  insecticides,  herbicides,  fun- 
gicides, rodenticides  and  fumigants,  are  widely  used  in  the 
United  States.  Agriculture  accounts  for  approximately 
75%  of  total  pesticide  use;  the  remaining  25%  is  used  by 
industry,  the  public  sector  and  homeowners.  Because  of 
the  ubiquity  of  pesticides  in  our  society,  the  potential  for 
exposure  is  high  in  both  occupational  and  nonoccupation- 
al  settings.  Pesticide  poisonings  have  resulted  from  the 
following  exposures: 

Nonoccupational: 

• accidental  ingestions  by  children; 

• intentional  ingestions  (suicide  or  homicide); 

• ingestion  of  pesticide  contaminated  food  or  water; 

• exposure  to  pesticide  treated  buildings,  lawns,  gar- 
dens, fields,  and/or  animals; 

• exposure  to  pesticides  released  into  the  environment 
either  during  production  or  through  dumping  of 
waste  products; 

Occupational: 

• worker  exposure  during  the  production,  formulation 
and  mixing  of  pesticides; 

• worker  exposure  during  the  application  of  pesticides 
(exposure  by  either  the  applicator  or  by  workers  in 
the  vicinity  of  the  application  area); 

• worker  exposure  to  pesticide  residues  in  buildings, 
fields,  and/or  on  plants; 

Medical  and  laboratory  personnel  should  report  all  sus- 
pected pesticide  poisonings  directly  to  the  NYS  Pesticide 
Poisonings  Registry  at  1-800-322-6850.  Further  informa- 
tion regarding  the  registry  can  be  obtained  by  contacting 
the  Bureau  of  Occupational  Health  at  518-458-6228.  Ad- 
vice regarding  medical  treatment  can  be  obtained,  toll 
free,  from  the  National  Pesticide  Telecommunications 
Network  at  1-800-858-7378  or  from  the  local  poison  con- 
trol center: 

Western  New  York  (Buffalo) 

1-800-888-7655 
Finger  Lakes  (Rochester) 

1-800-333-0542 

Central  New  York  (Syracuse) 

1-800-252-5655 
Hudson  Valley  (Nyack) 

1-800-336-6997 

New  York  City 

1-2 12-POISONS 

Long  Island  (East  Meadow) 

1-516-542-2323 
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PREVENTING  AIDS:  THE  DESIGN  OF 
EFFECTIVE  PROGRAMS 

By  Ronald  O.  Valdiserri,  MD.  304  pp, 
illustrated.  New  Brunswick,  NJ, 
Rutgers  University  Press,  1989.  $15.00 
(softcover),  $38.00  (hardcover) 

The  onset  of  the  epidemic  of  the  hu- 
man immunodeficiency  virus  (HIV) 
has  necessitated  the  development  of  a 
programmatic  response  to  prevent  fur- 
ther transmission  of  the  virus.  These  re- 
sponses must  occur  within  the  larger 
framework  of  society’s  response  to  the 
disease.  Nonetheless,  as  opposed  to 
treatment  and  research  programs  in 
which  the  intervention  is  well  defined, 
HIV  infection  prevention  must  inte- 
grate multiple  biologic  and  social  con- 
cepts. As  educational  and  social  inter- 
ventions become  defined,  many 
programs  aimed  at  reducing  the  spread 
of  HIV  are  being  developed.  This  text  is 
intended  as  a guide  for  those  developing 
such  AIDS  prevention  programs. 

The  author  is  a clinical  pathologist 
who  has  been  involved  in  the  HIV  epi- 
demic since  its  initial  recognition.  He 
has  published  numerous  articles  de- 
scribing health  education  efforts  for 
gay  men,  and  played  a major  role  in  the 
highly  successful  recruitment  efforts  of 
one  of  the  first  studies  to  describe  the 
natural  history  of  HIV  infection  in  this 
population.  He  currently  serves  as  the 
Director  of  the  Division  of  Laboratory 
Systems  at  the  Centers  for  Disease 
Control  in  Atlanta.  By  virtue  of  both  his 
strong  background  in  the  laboratory 
and  clinical  sciences  as  well  as  his  work 
in  AIDS  education,  he  appears  to  be 
well-qualified  to  write  such  a book.  Ad- 
ditionally, he  has  sought  the  assistance 
of  two  other  authors  to  write  the  chap- 
ters on  the  theoretical  foundation  of 
AIDS  prevention  and  the  role  of  HIV 
testing  in  AIDS  prevention. 

The  book  is  divided  into  eight  chap- 
ters. The  first  is  a basic  primer  in  the 
epidemiology  of  the  infection,  and  pro- 
vides the  link  between  epidemiology 
and  the  implications  for  prevention  pro- 
grams. The  second  chapter  places 
AIDS  prevention  programs  within  the 
historical  context  of  other  STD  control 
programs.  There  is  a particularly  in- 
sightful comparison  of  the  responses  to 
syphilis  and  HIV.  The  third  chapter, 
written  by  a former  colleague  at  the 
University  of  Pittsburgh,  discusses  the 


theoretical  foundation  of  AIDS  preven- 
tion. This  chapter  examines  theories  of 
health  related  behavior  so  that  the 
reader  might  avoid  the  mistakes  of 
many  of  the  previous  attempts  of  health 
education.  In  the  fourth  chapter,  the 
author  links  the  development  of  specific 
health  promotion  messages  to  specific 
target  groups.  This  is  a critical  chapter, 
since  the  health  education  message  will 
need  to  be  tailored  for  specific  age 
groups  (eg,  adolescents)  or  cultural 
groups  (eg,  immigrants).  Chapter  5 
draws  on  the  experience  of  many  differ- 
ent AIDS  prevention  programs  using  a 
case  study  approach,  while  the  sixth 
chapter  discusses  the  role  of  HIV  test- 
ing in  AIDS  prevention.  In  addition  to 
its  use  as  a tool  in  preventing  further 
spread  of  HIV,  the  use  of  HIV  testing  is 
becoming  far  more  important  as  specif- 
ic interventions,  such  as  prophylaxis  of 
opportunistic  infection  and  the  use  of 
zidovudine,  become  standard  practice 
in  individuals  who  are  not  yet  symptom- 
atic. The  last  two  chapters  discuss  the 
evaluation  of  AIDS  prevention  pro- 
grams and  further  define  the  barriers  to 
AIDS  prevention  programs. 

This  book  is  a practical  and  accessi- 
ble guide  in  the  development  of  HIV 
prevention  programs.  Until  its  publica- 
tion there  was  a critical  gap  in  this  liter- 
ature. It  will  be  useful  to  those  building 
programs  designed  to  reach  many 
groups — whether  they  be  adolescents, 
minorities,  or  intravenous  drug  users. 
In  particular,  as  AIDS  prevention  pro- 
grams expand  and  bring  in  individuals 
trained  in  other  fields,  this  book  will 
serve  to  emphasize  the  commonality  of 
AIDS  prevention  with  other  health  pro- 
motion issues. 

JACK  A.  DeHOVITZ,  MD 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
450  Clarkson  Ave,  Box  43 
Brooklyn,  NY  11203 


YOUR  BABY  AND  CHILD:  FROM  BIRTH 
TO  AGE  FIVE 

By  Penelope  Leach,  PhD.  553  pp,  illus- 
trated. New  York,  Alfred  A.  Knopf, 
Publisher,  1989.  $16.95  (paperback) 

Dr  Leach,  a British-trained  child 
psychologist,  skillfully  describes  the 
stages  of  normal  child  development  in 
this  revised  volume.  Her  aim  is  to 


present  parents  with  an  understanding 
of  their  child’s  growth  and  development 
from  the  “child’s  point  of  view.’’  These 
concepts  are  beautifully  depicted  in 
photographs  by  Camilla  Jessel. 

The  book  is  divided  into  chapters 
dealing  with  the  newborn,  the  baby  un- 
der six  months,  the  infant  six  months  to 
one  year,  the  toddler,  and  the  preschool 
child.  Each  chapter  addresses  basic 
age-appropriate  issues  such  as  sleeping, 
feeding,  health,  play,  and  emotional 
and  cognitive  development.  Although 
Dr  Leach  states  that  there  are  no  rules 
in  child  care,  at  times  she  tends  to 
present  her  opinions  as  dogma.  A new 
parent  might  interpret  these  general- 
izations as  facts,  such  as  the  statement 
that  a six-  to  12-month-old  baby  eats 
three  to  four  times  a day.  Certainly, 
many  six-month-olds  eat  more  than 
four  times  in  a 24-hour  period.  Pediatri- 
cians also  might  take  exception  to  some 
of  her  recommendations  such  as  adding 
sugar  to  baby  cereal  because  “most  ba- 
bies will  refuse  it”  otherwise. 

Many  inserts,  drawings,  and  tables 
present  concise  illustration  of  the  text. 
The  book  serves  as  a useful  reference 
for  parents,  with  a complete  index  and 
appendices  on  illness  and  medical 
emergencies.  Here,  again,  a flaw  is  not- 
ed. The  instructions  on  how  to  handle  a 
choking  emergency  do  not  comply  with 
the  recommendations  of  the  American 
Red  Cross.  Other  appendices  include 
suggestions  on  simple  yet  creative  play- 
things for  the  infant  and  older  child. 

Overall,  Your  Baby  and  Child  is  an 
excellent  text  for  parents,  sensitively 
narrating  the  phenomenon  of  the  devel- 
opment of  a human  being  from  birth  to 
age  five.  It  also  provides  a virtual  ency- 
clopedia of  day-to-day  child  care.  It  will 
be  received  and  recommended  with  the 
same  enthusiasm  as  was  the  1977  edi- 
tion. 

CLAUDIA  THOMAS.  MD 
New  York  Hospital 
New  York,  NY  10021 


THE  COMPLETE  BOOK  OF  PREGNANCY 
AND  CHILDBIRTH 

By  Sheila  Kitzinger.  399  pp,  illustrated. 
New  York,  Alfred  A.  Knopf,  Publisher, 
1989.  $18.95  (hardcover) 

This  book  is  a comprehensive  and  ac- 
curate guide  for  the  general  public.  Ms 
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Kitzinger,  a social  anthropologist  and 
childbirth  educator,  has  centered  her 
research  on  women’s  experience  of 
pregnancy,  childbirth,  and  mother- 
hood. This  is  the  second  edition  of  her 
book,  which  was  originally  published  in 
1980. 

The  book  is  organized  into  chapters 
on  early  pregnancy,  physiologic  and 
emotional  aspects  of  pregnancy,  late 
pregnancy,  childbirth,  and  the  newborn 
period.  There  is  also  an  important  sec- 
tion on  abortion,  miscarriage,  and  still- 
birth. The  logical  sequence  breaks 
down  at  points  (such  as  the  discussion 
of  positions  for  labor  in  both  the  chap- 
ter on  late  pregnancy/preparation  for 
labor  and  again  in  the  chapter  on  labor 
and  delivery).  However,  the  excellent 
index,  glossary,  and  appendices  and  the 
very  readable  format  (with  tables,  dia- 
grams, and  inserts)  more  than  compen- 
sate for  the  occasional  lapses  in  organi- 
zation. 

The  information  on  physiology  of 
pregnancy  and  childbirth  is  more  com- 
plete than  most  books  on  the  subject, 
and  the  1989  revised  edition  includes 
new  information,  where  appropriate, 
such  as  brief  discussions  of  AIDS  and 
pregnancy  and  chorionic  villus  sam- 
pling. However,  it  should  be  noted  that 
Ms  Kitzinger  does  not  follow  the  cur- 
rent American  College  of  Obstetricians 
and  Gynecologists  recommendations 
for  pregnant  women  in  that  she  recom- 
mends exercises  in  which  the  woman 
lies  flat  on  her  back. 

Ms  Kitzinger  focuses  on  psychopro- 
phylaxis and  the  emotional  aspects  of 
the  childbirth  experience.  Obstetricians 
and  professionals  in  the  field  should  be 
aware  that  the  author  is  a major  propo- 
nent of  what  might  be  considered  alter- 
native birthing  experiences,  such  as 
home  births  and  water  deliveries.  She  is 
so  opinionated  in  her  discussion  of  con- 
ventional obstetrical  care  that  she  leads 
the  reader  to  expect  major  difficulties 
and  even  confrontation  during  the  first 
visit  with  the  obstetrician.  She  outlines 
the  need  for  arbitration  techniques  in 
discussing  the  anticipated  labor/birth 
experience.  Furthermore,  the  author  is 
so  emphatic  about  the  importance  of 
the  immediate  postpartum  period  in  the 
bonding  experience  that  she  neglects  to 
reassure  parents  that  parent-child  con- 
tact immediately  after  birth  is  not  re- 
quired for  adequate  bonding.  This  im- 
portant and  professionally  validated 
fact  is  not  included.  Mothers  of  babies 
requiring  immediate  intensive  care  or 
mothers  requiring  general  anesthesia 
may  feel  unnecessary  grief  at  not  being 


able  to  hold  their  babies  right  away. 

There  are  a multitude  of  books  for 
the  lay  public  on  pregnancy  and  child- 
birth. The  obstetric  practitioner  may 
feel  confident  that  The  Complete  Book 
of  Pregnancy  and  Childbirth  provides 
thorough,  medically  up-to-date  infor- 
mation in  the  context  of  viewing  women 
as  positive  and  active  participants  in 
their  own  medical  care. 

CLAUDIA  THOMAS.  ,MD 
New  York  Hospital 
New  York,  NY  10021 


THE  BIRTH  OF  THE  FAMILY:  AN 
EMPIRICAL  INQUIRY 

By  Jerry  M.  Lewis,  MD.  224  pp.  New 
York,  Brunner/Mazel  Publishers, 
1989.  $26.95  (hardcover) 

Family  systems  medicine,  a merger 
of  the  fields  of  family  medicine  and 
family  therapy,  is  still  in  its  infancy. 
While  the  field  now  boasts  a journal  de- 
voted to  the  publication  of  original  re- 
search and  offers  several  fellowship 
training  programs,  many  of  the  con- 
cepts in  the  field  lack  an  empirical  ba- 
sis. 

The  concept  of  the  family  life  cycle  is 
central  to  an  understanding  of  families 
in  family  medicine.  The  concept  is  anal- 
ogous to  Erickson’s  individual  develop- 
mental stages  in  that  families  pass 
through  periods  of  transition  during 
which  developmental  tasks  must  be 
faced.  These  stages,  which  include  mar- 
riage, pregnancy,  launching  of  chil- 
dren, retirement,  and  death,  represent 
opportunities  for  family  growth  as  well 
as  sources  of  family  stress.  The  con- 
struct offers  clinical  utility  in  that  it 
alerts  the  physician  to  periods  during 
which  the  family  may  need  support  or 
even  therapy.  Unfortunately,  few  stud- 
ies have  examined  the  validity  of  the 
concept. 

The  Birth  of  the  Family  is  a longitu- 
dinal study  of  family  development  that 
examines  the  relationship  between  fam- 
ily competence  and  successful  transi- 
tion to  parenthood.  Such  studies  are 
rare  both  because  the  field  is  young  and 
because  of  the  complex  methodology 
involved. 

Lewis,  a senior  research  psychiatrist 
at  Timberlawn  Psychiatric  Research 
Foundation,  brings  25  years  of  family 
research  to  his  ambitious  project.  He 
lays  the  groundwork  in  the  opening 
chapter  with  a discussion  of  “the  con- 
tinuum of  family  competence,”  a con- 
struct central  to  his  study.  Lewis  argues 


that  family  function  can  be  assessed  on 
a continuum  ranging  from  highly  com- 
petent to  severely  dysfunctional. 
Moreover,  he  argues  that  family  func- 
tion predicts  a family’s  ability  to 
weather  such  developmental  tasks  as 
the  incorporation  of  a first  child  into 
the  family. 

The  study  was  conducted  by  assess- 
ing the  marital  competence  of  38  white, 
middle  class,  married,  childless  couples 
from  obstetric  practices  at  Baylor  Uni- 
versity Medical  Center.  Families  were 
assessed  twice  prenatally,  at  the  birth  of 
the  child,  and  at  three  months  and  one 
year  postpartum.  Family  competence 
was  assessed  utilizing  a variety  of  mo- 
dalities including  videotapes,  audiotape 
transcripts,  and  individually  adminis- 
tered inventories. 

The  results  are  generally  supportive 
of  the  hypothesis  that  more  competent 
families  better  navigate  the  passage  to 
parenthood  and  tend  to  remain  func- 
tioning at  a better  level. 

Unfortunately,  the  study  is  plagued 
by  a number  of  methodologic  problems 
not  the  least  of  which  is  the  small  sam- 
ple size  of  family  subsets.  Furthermore, 
Lewis  tends  to  over-interpret  his  data 
and  draws  post  hoc  conclusions  based 
on  tenuous  statistical  correlations.  Nev- 
ertheless, while  Lewis  may  not  have 
fully  succeeded  in  his  ambitious  pro- 
ject, he  clearly  outlines  a framework  for 
future  work  in  the  field. 

The  book  should  be  of  interest  to  both 
clinicians  and  researchers  in  the  field  of 
family  systems  medicine.  The  concept 
of  family  competence  has  potential 
clinical  applications  while  the  research 
protocols  reproduced  in  the  appendix 
might  prove  useful  to  scholars  in  the 
field. 

KEVIN  A.  FISCELLA,  MD 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 
Department  of  Family  Medicine 
Buffalo,  NY  14215 


TRAUMA,  TRANSFORMATION,  AND 
HEALING:  AN  INTEGRATIVE 
APPROACH  TO  THEORY,  RESEARCH 
AND  POST-TRAUMATIC  THERAPY 

By  John  T.  Wilson,  PhD.  368  pp.  New 
York,  Brunner/Mazel  Publishers, 
1989.  $40.00  (hardcover) 

Fifteen  years  ago  Dr  Wilson  pioneer- 
ed a landmark  research  project  regard- 
ing post-traumatic  stress  disorders  in 
Vietnam  era  veterans  with  his  “Forgot- 
ten Warrior”  project.  Since  that  time 
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he  has  published  numerous  articles  re- 
garding the  psychological  impact  of 
post-traumatic  stress.  This  text  is  a 
long-awaited,  well-thought-out,  and 
well-written  publication  that  brings  to- 
gether a wide  range  of  theoretical  con- 
cepts, current  research,  and  compre- 
hensive clinical  understanding, 
providing  the  most  up-to-date  and  de- 
tailed account  available  of  traumatic 
stress  and  its  consequences.  Therefore, 
for  a clinician  who  is  dealing  with  vic- 
tims of  post-traumatic  stress,  this  text 
will  act  as  a comprehensive  guide  to  the 
latest  research  concerning  the  psycho- 
logical, biological,  and  cultural  con- 
cepts that  one  encounters  when  dealing 
with  post-traumatic  stress  disorders. 

The  author  moves  through  the  con- 
tents of  this  publication,  incorporating 
theory,  empirical  support,  and  clinical 
applications,  and  providing  a number  of 
important  appendices  such  as  the  Viet- 
nam era  stress  inventory  and  the  Pearl 
Harbor  research  questionnaire.  These 
two  pieces  of  research  methodology 
alone  are  well  worth  the  price  of  this 
book.  As  Wilson  moves  through  his 
text,  painting  an  interwoven  matrix  of 
theoretical  frameworks  from  Freud  to 
Selye,  examining  the  interaction  be- 
tween trauma,  the  person,  and  the  post- 
traumatic  environment,  he  allows  us  to 
understand  the  interaction  of  psycho- 
logical and  biological  processes  in  reac- 
tion to  stress  and  the  adaptations  that 
may  develop  following  stress. 

Additionally,  this  text  also  addresses 
issues  such  as  the  impact  of  cultural  be- 
liefs with  regard  to  the  healing  process 
following  a traumatic  stressor.  An  ex- 
tremely interesting  chapter  on  culture 
and  trauma  focuses  on  cultural  rituals 
for  healing,  growth,  and  psychic  inte- 
gration. This  chapter  offers  an  in-depth 
view  of  the  trauma  healing  process  that 
has  been  performed  for  centuries  by  the 
Native  American  shaman.  It  also  care- 
fully reviews  a Native  American  tribal 
methodology  for  dealing  with  the  com- 
plex social,  psychological,  and  religious 
processes  used  to  reintegrate  warriors 
within  the  matrix  of  their  society.  This 
description  of  returning  warriors  pro- 
cessed through  a cleansing  ritual  cere- 
mony is  perhaps  the  best  of  its  kind  in 
current  literature.  As  pointed  out  in  the 
chapter,  “These  rituals  have  a common 
purpose  of  building  inner  strength  and 
reaffirming  individual  identity  in  a 
sense  of  connectedness  and  continuity 
within  a meaningful  community.”  This 
chapter  also  explores  the  idea  of  a neu- 
rophysiologic link  between  certain  ritu- 
als and  positive  therapeutic  conse- 


quences which  have  been  reported 
before  in  literature  examining  the 
adaptive  function  of  a human  spirit  to 
emotional  distress. 

The  strength  of  this  book  is  its  ability 
to  examine  the  transformation  that  in- 
dividuals go  through  even  when  con- 
fronted by  insurmountable  adversity. 
An  excellent  example  of  this  is  the  thor- 
ough study  provided  on  the  psychiatric 
sequelae  of  the  survivors  of  the  Japa- 
nese attack  at  Pearl  Harbor  in  1941. 
This  study  examined  250  members  of 
the  Pearl  Harbor  Survivors  Association 
and  offers  the  same  kind  of  thorough- 
ness and  precise  methodology  for  which 
Wilson  is  famous  in  his  past  research 
projects  with  Vietnam  veterans. 

The  clinician  who  deals  with  victims 
of  extremely  stressful  life  events  cer- 
tainly needs  to  be  aware  of  the  chapter 
covering  intervention  and  principles  of 
treatment.  It  carefully  examines  the 
challenging  dynamics  and  progressions 
that  these  patients  have  related  to 
stressors  they  have  encountered.  It  also 
carefully  examines  post-traumatic 
stress  disorder  as  the  expected  human 
pattern  of  adaptation  to  extremely 
stressful  life  events,  and  how  in  the 
course  of  treatment  both  the  patient 
and  the  therapist  should  be  united  and 
allied  in  facilitating  a safe  and  support- 
ive environment  for  healing. 

In  summary,  there  is  a great  need  for 
a comprehensive  text  describing  the 
therapeutic  treatment  of  post-traumat- 
ic stress  patients.  This  text  allows  the 
clinician  to  offer  the  patient  the  ability 
to  transform  the  trauma  and  restore 
psychological  cohesiveness  and  conti- 
nuity in  personal  identity.  Trauma, 
Transformation,  and  Healing  provides 
a clear,  concise  understanding  of  the 
treatment  necessary  for  therapists  to 
deal  with  their  patients’  traumatic 
events. 

KENNETH  R.  HARBERT.  MHA 
Director,  Physician  Extender  Services 
Geisinger  Medical  Center 
Danville,  PA  17822 


THE  HEART  FACTOR  FOOD  PLAN:  A 
COMPREHENSIVE  DIETARY  PLAN  FOR 
A HEALTHIER  HEART 

By  Mary  Joan  Oexmann,  MS.  191  pp. 
New  York,  William  Morrow  & Co, 
Inc,  1990.  $16.95  (clothcover) 

Interest  in  nutrition  has  produced  so 
many  books  for  the  layman  that  the 
bookstore  shelves  are  bulging  with 
them.  Most  of  them  have  a special  gim- 


mick to  make  them  saleable.  This  one  is 
written  by  a nutritionist  whose  experi- 
ence is  concentrated  on  hypertension 
patients  in  a clinic  setting. 

The  author’s  goal  is  to  motivate  her 
readers  with  some  elementary  knowl- 
edge to  avoid  the  pitfalls  of  hyperten- 
sion and  obesity.  Generally  the  book 
provides  good  advice,  and  some  good 
tables  and  recipes  for  cutting  down  cal- 
ories. In  some  areas  the  author  goes  a 
little  too  far  in  stressing  some  points 
that  are  not  generally  accepted,  such  as 
the  therapy  of  hypertension  with  potas- 
sium. We  know  that  sodium  has  a dele- 
terious effect  on  volume,  and  thus  on 
hypertension.  But  more  potassium  is 
not  the  answer.  Also,  not  everyone 
needs  to  lower  sodium  intake.  This  is  a 
genetic  sensitivity,  and  some  people  ex- 
perience adverse  effects  from  too  much 
salt  restriction.  My  worry  would  be  that 
readers  would  follow  this  advice  with- 
out medical  supervision.  Also,  I do  not 
understand  what  the  author  means  by 
“nutrient  to  the  heart”;  I am  not  aware 
that  there  is  a special  nutrient  to  the 
heart. 

While  The  Heart  Factor  sounds  im- 
pressive for  a title,  the  formula 
(meq.Na  — meq.K)  would  lead  readers 
to  believe  that  only  sodium  and  potassi- 
um are  essential  factors  with  respect  to 
cardiac  disease  and  hypertension. 
There  can  be  no  quarrel,  however,  with 
the  fact  that  the  author  urges  the  reader 
to  make  a commitment  to  identify  the 
sodium,  potassium,  and  percentage  of 
fat  content  in  their  daily  food  intake, 
which  is  certainly  good  advice.  The 
book  is  easy  to  read,  concise,  and  has 
good  tables  on  calorie  counts  and  per- 
centage of  fat  content  and  other  miner- 
als. The  advice  that  “calories  do 
count”  and  to  “either  cut  down  on  your 
intake  or  spend  more  calories  with  ex- 
ercise” is  valuable.  The  author’s  sug- 
gestions on  how  to  deal  with  the  “hun- 
gries”  and  with  the  common  excuses  for 
not  making  good  food  choices  are  sound 
and  effective.  The  chapter  on  risk  fac- 
tors is  good  and  makes  it  easy  for  the 
reader  to  identify  with  the  issues. 

The  problem  of  hyperlipidemia  in 
this  country  is  as  important  as,  if  not 
more  so  than,  that  of  the  electrolytes. 
Yet  the  chapter  on  cholesterol  is  very 
sketchy,  and  the  importance  of  the  dif- 
ference between  saturated  and  unsatu- 
rated fats  is  not  discussed. 

The  book  is  not  intended  for  the  med- 
ical profession,  but  rather  for  the  gener- 
al public.  Thus,  it  does  not  add  to  the 
medical  literature.  There  are  many 
food  plans  and  recipe  books,  all  helpful 
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to  the  layman.  On  balance,  the  book 
gives  a good  introduction  to  nutrition 
for  the  layman,  and  offers  solid  advice 
on  the  risk  factors.  It  is  easy  to  read, 
practical,  and  not  outrageous.  I hope  it 
will  reach  some  people  and  help  a lot  of 
them. 

ROBERTA  SLONIM.  MD 
Baptist  Hospital  of  Miami 
Suite  203,  9000  SW  87th  Ct 
Miami,  FL  33176 


LEGAL  ASPECTS  OF  MEDICINE 

Edited  by  James  R.  Vevaina,  MD,  Rog- 
er C.  Bone,  MD,  and  the  Honorable  Ed- 
win Kassoff.  340  pp.  New  York, 
Springer- Verlag,  1989.  $73.00  (hard- 
cover) 

Cookbooks  are  useful  tools  to  have  in 
one’s  life.  They  can  make  the  unknown 
not  only  comprehensible  but  also  enjoy- 
able. They  can  cover  a wide  subject 
matter  or  a limited  menu.  In  any  event, 
they  are  all  divided  into  chapters  which 
discuss  a single  topic,  with  one  topic  un- 
related to  the  next.  That  is,  you  do  not 
have  to  read  the  chapter  on  peach  pies 
to  understand  the  chapter  on  angel  food 
cake. 

This  “cookbook”  approach  of  Legal 
Aspects  of  Medicine  has  the  same  ad- 
vantages and  disadvantages.  There 
really  is  no  overall  theme,  but  particu- 
lar chapters  can  be  interesting  and  in- 
structive. 

The  book  is  divided  into  two  parts: 
the  first,  “Law  in  Medicine:  An  Over- 
view”; and  the  second,  “Legal  Dimen- 
sions of  Cardiology,  Pulmonary  Medi- 
cine, and  Critical  Care  Medicine.”  Two 
of  the  editors  specialize  in  pulmonary 
care,  and  presumably  that  is  the  reason 
for  the  book’s  emphasis  on  pulmonary 
medicine.  Most  of  the  chapters  discuss 
very  narrow  subjects  of  pulmonary 
care,  and  would  probably  be  very  inter- 
esting to  a specialist.  Only  a small  per- 
centage of  this  part  of  the  book  is  devot- 
ed to  legal  issues  and  they  are  generally 
well  written. 

Chapter  23,  “Withholding  and 
Withdrawing  Life  Support,”  presents 
some  genuine  guidelines,  not  only  for  a 
physician  in  the  intensive  care  unit,  but 
for  any  physician  taking  care  of  criti- 
cally ill  patients.  This  chapter  should  be 
read  in  conjunction  with  chapter  22, 
“Brain  Death  and  the  Law.”  The  com- 
bination gives  a thoughtful  analysis  of 
problems  that  must  be  faced  by  physi- 
cians every  day. 

Part  I,  “Law  in  Medicine,”  gets  off  to 


a very  shaky  start  in  the  first  chapter, 
authored  by  Melvin  Belli.  There  is  an 
“editorial  comment”  after  Mr  Belli’s 
chapter  attempting  to  emphasize  his 
credentials.  Whether  Mr  Belli  repre- 
sented Mae  West,  however,  does  not 
seem  particularly  relevant  to  the  issues 
of  medical  malpractice.  Nothing  in  the 
chapter  is  relevant,  beginning  with  his 
allegation  of  “the  development  of  the 
well-documented  ‘conspiracy  of  si- 
lence.’” Mr  Belli  also  relates  how  he  sued 
and  was  victorious  against  some  physi- 
cians. He  goes  on  to  say,  “Doctors  who 
have  not  committed  any  wrongdoing 
will  be  surprised  to  learn  that  their  can- 
did cooperation  with  the  plaintiffs  at- 
torney during  the  preliminary  investi- 
gation often  will  lead  to  a dropping  of 
the  suit  before  it  is  filed.”  What  Mr 
Belli  has  omitted  to  add  is  that  cooper- 
ating with  the  plaintiffs  lawyer  may 
very  well  be  a breach  of  the  doctor’s 
professional  liability  insurance  con- 
tract. 

Unfortunately,  Mr  Belli  is  not  the 
only  plaintiffs  attorney  who  is  given  an 
opportunity  to  write  a chapter  in  this 
book.  It  is  a mystery  why  members  of 
the  medical  profession  turn  to  the  plain- 
tiffs bar  to  seek  advice.  Would  a chick- 
en farmer  turn  to  the  fox  for  guidance? 

Chapter  3,  “The  Defense  of  a Mal- 
practice Case,”  provides  some  solid  in- 
formation about  what  is  involved  in  a 
lawsuit.  The  concept  conveyed  that 
many  trials  “are  won  or  lost  at  deposi- 
tion” is  an  accurate  and  critical  com- 
ment. Unfortunately,  the  subject  is 
treated  in  just  a few  lines  whereas  it 
probably  deserved  its  own  chapter. 

Chapter  5 should  be  mandatory 
reading  for  every  physician.  This  chap- 
ter, “The  Regulatory  Law  as  It  Affects 
Physicians,”  discusses  legal  processes 
that  may  be  more  damaging  to  physi- 
cians than  malpractice  litigation.  The 
subject  is  investigations  of  physicians 
by  government  agencies.  There  is  an  ex- 
cellent description  of  the  often  devious 
operation  of  such  agencies,  along  with  a 
very  clear  list  of  things  that  physicians 
should  do  to  protect  themselves  once 
they  become  aware  of  such  an  investi- 
gation. The  reason  why  physicians  must 
be  on  guard  with  the  first  hint  of  an  ad- 
ministrative investigation  is  summa- 
rized by  the  author  when  he  states  that 
“physicians  under  investigation  by 
state  agencies  have  fewer  rights  than 
common  criminals  as  they  are  not  enti- 
tled to  nor  normally  granted  the  right  of 
due  process.”  In  a medical  malpractice 
case,  the  issue  is  money  (usually  from 
an  insurance  company),  and  the  doctor 


is  protected  by  basic  due  process.  With 
administrative  hearings,  the  issue  may 
be  one’s  livelihood  (one’s  license),  and 
the  physician  is  often  denied  due  pro- 
cess. 

Chapter  8,  “Risk  Management  for 
Physicians,”  is  a very  readable  descrip- 
tion of  what  a risk  management  office 
in  a hospital  is  attempting  to  do.  In  re- 
cent years,  certainly  in  New  York, 
there  has  been  an  avalanche  of  laws 
regulating  hospitals  and  the  practice  of 
medicine.  This  chapter  is  useful  in  un- 
derstanding why  an  office  of  risk  man- 
agement is  crucial  in  this  highly  regu- 
lated world. 

On  the  other  hand,  the  chapter,  “Im- 
proving and  Refocusing  the  Medical- 
Legal  System,”  is  mysterious.  The  au- 
thor seems  to  be  saying  that  the 
physician  has  too  much  of  an  advantage 
in  a medical  malpractice  case.  Whether 
the  author  realizes  it  or  not,  what  he  is 
suggesting  is  that  a jury,  not  physicians, 
should  decide  what  was  appropriate 
medical  practice  in  each  case.  Such  an 
approach  would  not  only  be  devastating 
to  the  defense  of  a malpractice  case;  but 
also,  it  would  be  devastating  to  the 
practice  of  medicine. 

The  many  chapters  on  pulmonary 
care,  although  very  interesting,  shed  lit- 
tle light  on  legal  issues.  The  chapters 
that  discuss  legal  issues  attempt  to  sum- 
marize some  very  basic  knowledge  with 
mixed  results.  It  is  not  “the  blending  of 
great  minds  in  law  and  medicine”  that 
the  editors  had  hoped  to  achieve. 

Unfortunately,  there  is  no  simple  rec- 
ipe to  make  a lawsuit  “a  piece  of  cake.” 

RICHARD  A.  YOUNG,  LLB 
Martin,  Clearwater  & Bell 
220  E 42nd  St 
New  York,  NY  10017 


THE  STATE  OF  HEALTH  IN 
GREENLAND 

By  Jens  Misfeldt,  MD,  Anne  Rancke- 
Madsen,  Soren  Nordby  Hoick,  and 
Marianne  Pedersen.  116  pp.  Nuuk, 
Greenland,  Landslaegeembedet,  1989. 
(softcover) 

This  volume  represents  the  annual 
report  of  the  Chief  Medical  Officer  of 
Greenland  for  the  years  1987  and  1988 
and  will  be  of  considerable  interest  to 
those  concerned  with  health  and  health 
care  in  the  Arctic.  However,  its  general 
observations  and  conclusions  will  also 
interest  a wide  range  of  physicians. 

Greenland  has  an  indigenous  popula- 
tion of  45,000  and  a Danish  population 
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of  10,000.  During  the  past  few  decades, 
the  traditional  hunting  and  fishing  sub- 
sistence life  style  of  Greenlanders  has 
been  dramatically  altered  by  industrial- 
ization and  settlement  in  towns  and 
hamlets,  many  along  the  southwest 
coast.  Because  of  a thriving  fishing  in- 
dustry, per  capita  income  is  around 
$10,000  per  year.  Despite  many  ad- 
vances in  health  services  and  living 
standards,  life  expectancy  is  still  ten 
years  below  that  of  Denmark,  mainly 
due  to  a high  infant  mortality  rate. 
Greenland  has  one  of  the  highest  sui- 
cide rates  in  the  world  and  one  of  the 
highest  per  capita  consumption  rates 
for  alcohol.  The  abortion  rate  is  also 
very  high,  in  large  measure  because  of 
the  provision  of  free  abortions  prior  to 
the  12th  week  of  gestation.  Sexual 
abuse  of  children  is  a major  problem 
and  is  the  current  focus  of  much  public 
attention.  Violence  associated  with  al- 
cohol abuse  is  a significant  problem. 
Also  related  to  alcohol  abuse  is  the  fact 
that  Greenland  has  the  highest  rate  of 
jaw  fractures  in  the  world.  Most  are  the 
result  of  direct  injury  inflicted  by  in- 
toxicated men. 

Cancer  rates  are  similar  to  those  seen 
among  the  indigenous  populations  of 
Alaska  and  Canada.  As  in  those  areas, 
the  rates  of  esophageal,  pharyngeal, 
and  salivary  gland  cancer  are  higher 
than  in  Europe  and  the  United  States. 
However,  skin  and  prostate  cancer  are 
relatively  rare.  Lung  and  cervical  can- 
cer have  recently  shown  dramatic  in- 
creases, the  former  being  due  to  a high 
rate  of  cigarette  smoking.  Cancer  cur- 
rently accounts  for  18%  of  all  deaths, 
infectious  disease  for  4%,  and  cardiac 
and  cerebrovascular  disease  for  24.8%. 
Sexually  transmitted  diseases  are  a ma- 
jor problem,  even  though  the  incidence 
of  gonorrhea  fell  between  1984  and 
1988. 

The  first  cases  of  human  immunode- 
ficiency virus  (HIV)  infection  were  di- 
agnosed in  1985.  In  1987,  four  more 
cases  were  diagnosed  and  in  1988,  six. 
There  was  one  death  recorded  from 
AIDS  related  pneumonia  in  1988.  The 
Chief  Medical  Officer  launched  an 
HIV  serologic  surveillance  program  in 
1987.  HIV  testing  is  now  routinely  of- 
fered to  all  pregnant  women,  patients  at 
sexually  transmitted  disease  clinics, 
and  those  who  may  have  been  exposed 
to  infection.  All  blood  donors  are  also 


tested.  In  1987,  9,266  people  were  test- 
ed of  whom  only  14  were  positive.  The 
Chief  Medical  Officer  has  an  ongoing 
health  education  program  for  the  pre- 
vention of  AIDS  in  all  districts  of  the 
country. 

This  volume  attests  to  the  great 
strides  made  in  public  health  by  the 
medical  authorities  in  Greenland.  It 
also  demonstrates  the  key  role  played 
by  social,  environmental,  and  economic 
determinants  in  disease  causation.  In 
Greenland  these  have  resulted  in  mor- 
bidity and  mortality  patterns  distinct  in 
many  ways  from  those  seen  in  Europe 
and  the  United  States.  A detailed  En- 
glish narrative  is  given  at  the  beginning 
of  the  volume  and  bilingual  Danish/ 
English  legends  are  presented  with 
most  tables.  Copies  may  be  obtained 
from  the  Chief  Medical  Officer  of 
Greenland,  PO  Box  120,  DK-3900, 
Nuuk/Godthab,  Greenland. 

PASCAL  JAMES  IMPERATO,  MD 
Editor 


PATENTING  THE  SUN:  POLIO  AND  THE 
SALK  VACCINE 

By  Jane  S.  Smith.  413  pp,  illustrated. 
New  York,  William  Morrow  & Co, 
1990.  $22.95  (hardcover) 

The  principal  focus  of  this  book  is  on 
the  development  of  the  Salk  vaccine.  As 
part  of  this  story,  the  author,  Jane 
Smith,  describes  the  efforts  of  many  ex- 
cellent investigators  and  the  part  they 
played  in  the  search  for  a polio  vaccine. 
Many  readers  will  note  that  her  narra- 
tive recalls  famous  investigators  such  as 
Carrel,  Frances,  Rivers,  Enders,  and 
Basil  O’Connor.  Among  those  who  were 
stricken  by  poliomyelitis,  the  most  re- 
nowned was  President  Franklin  Delano 
Roosevelt. 

The  author  spins  an  interesting  and 
enjoyable  tale  which  details  the  search 
for  the  virus,  the  testing  of  the  vaccine, 
and  the  near  eradication  of  the  disease 
in  the  United  States.  Also  covered  are 
the  rivalry  between  Sabin  and  Salk,  the 
live  versus  the  killed  vaccine,  setbacks, 
adverse  reactions,  and  the  ultimate  suc- 
cess. Vaccine  development  required  the 
use  of  monkeys,  human  embryonic  ner- 
vous tissue,  and  placental  tissue. 

Animal  models  were  extremely  criti- 
cal in  this  research.  Those  opposing 


such  research  should  read  this  volume 
and  also  familiarize  themselves  with 
Pasteur’s  work  in  developing  anthrax 
and  rabies  vaccines  which  saved  count- 
less numbers  of  animals. 

The  author  includes  interesting  anec- 
dotes. Among  them  is  Salk’s  answer  to 
the  journalist  Edward  R.  Murrow’s 
question,  “Who  owns  the  patent  on  this 
vaccine?’’  Salk  replied,  “Well,  the  peo- 
ple. I would  say  there  is  no  patent. 
Could  you  patent  the  sun?” 

Well  done,  Jane  Smith! 

JULIUS  E.  STOLFL  MD 
Professor  Emeritus 
State  University  of  New  York 
Health  Science  Center  at  Brooklyn 
450  Clarkson  Ave 
Brooklyn,  NY  1 1 203 

ORGANIZING  VILLAGERS  FOR  SELF- 
RELIANCE:  A STUDY  OF 
GONOSHASTHYA  KENDRA  IN 
BANGLADESH 

By  Jayanta  Kumar  Ray.  104  pp.  Cal- 
cutta, India,  Orient  Longman  Ltd, 
1986.  NP  (paperback) 

Gonoshasthya  Kendra  are  communi- 
ty based  centers  that  deal  with  health, 
nutrition,  family  planning,  education, 
and  agriculture  and  which  emphasize 
self-reliance.  The  focus  of  this  book  is 
on  one  such  center  in  Bangladesh. 
There  are  similar  centers  located  in  In- 
dia as  well.  The  author,  Jayanta  Kumar 
Ray,  is  a distinguished  professor  who 
has  written  on  a wide  range  of  topics. 

The  text  outlines  the  various  pro- 
grams undertaken  by  the  center  and  de- 
scribes how  it  acts  as  an  instrument  of 
reform  in  the  community.  It  is  signifi- 
cant that  government  employees  do  not 
participate  in  the  center’s  programs. 
Special  coverage  is  given  to  how  the 
center  teaches  self-reliance  to  children. 
The  emancipation  of  women  and  spe- 
cial issues  relative  to  the  health  and 
mental  health  of  women  are  dealt  with 
in  some  detail. 

Unfortunately,  the  author  does  not 
provide  data  to  substantiate  a number 
of  his  conclusions.  Still,  the  book 
achieves  its  objective  of  providing 
guidelines  for  those  who  wish  to  under- 
take similar  initiatives. 

GADDAM  REDDY,  MD 
Catholic  Medical  Center 
Jamaica,  NY  11432 
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BOOKS  RECEIVED 


AIDS 

AIDS  Carriers  In  My  Practice.  By  Medical  Video 
Productions,  1 videotape,  28  minutes,  $89.00, 
rental  $45.00/2  weeks.  Decatur,  Ga,  Medical 
Video  Productions,  1989. 

AIDS  In  Your  Life.  By  Medical  Video  Produc- 
tions, 1 videotape,  20  minutes,  $49.00,  rental 
$35.00/2  weeks.  Decatur,  Ga,  Medical  Video 
Productions,  1990. 

The  Myth  of  Heterosexual  AIDS:  How  a Trage- 
dy Has  Been  Distorted  by  the  Media  and  Parti- 
san Politics.  By  Michael  Fumento.  41 1 pp.  New 
York,  Basic  Books,  1990.  $22.95  (hardcover) 

ANESTHESIA 

Anesthesia  for  Cardiac  Surgery.  By  James  A. 
DiNardo,  md.  and  Michael  J.  Schwartz,  md.  325 
pp,  illustrated.  East  Norwalk,  Conn,  1990. 
$55.00  (hardcover) 

CARDIOLOGY 

Pearls  & Pitfalls  In  Electrocardiography.  By 

Henry  J.  L.  Marriott,  md.  158  pp,  illustrated.  Phil- 
adelphia, Lea  & Febiger,  1990.  $17.50  (paper- 
back) 

ENDOCRINOLOGY 

Endocrinology  of  Thermal  Trauma:  Pathophys- 
iologic Mechanisms  and  Clinical  Interpreta- 
tion. Edited  By  Rajko  Dolecek,  md.  Loredana  Bri- 
zio-Molteni,  md,  Agostino  Molteni,  md.  and 
Daniel  Trader,  Phd.  469  pp,  illustrated.  Malvern, 
Pa,  Lea  & Febiger,  1990.  $78.50  (hardcover) 

GASTROENTEROLOGY 

Flexible  Sigmoidoscopy:  Techniques  and  Utili- 
zation. Edited  by  Melvin  Schapiro,  md,  and  Glen 
A.  Lehman,  md.  227  pp,  illustrated.  Baltimore, 
Md,  Williams  & Wilkins,  1990.  $45.00  (hardcover) 

GERIATRICS 

Geriatric  Nutrition:  A Comprehensive  Review. 

Edited  by  John  E.  Morley,  md,  Zvi  Glick,  PhD,  and 
Laurence  Z.  Rubenstein,  md.  521  pp,  illustrated. 
New  York,  Raven  Press,  1990.  $89.00  (hard- 
cover) 

HEALTH  CARE  ADMINISTRATION 

HCPCS  1990:  Medicare  Level  2 National 
Codes.  By  Professional  Medical  Management 
Corporation.  214  pp.  Willowbrook,  III,  Profes- 
sional Medical  Management  Corp,  1990. 
$28.00  (spiralbound) 

The  Crisis  In  Health  Care:  Ethical  Issues.  Edit- 
ed by  Nancy  F.  McKenzie,  phd.  640  pp.  New 
York,  Penguin  Books,  1990.  $12.95  (paper- 
back) 


HISTORY  OF  MEDICINE 

Patenting  the  Sun:  Polio  and  the  Salk  Vaccine. 

By  Jane  S.  Smith.  413  pp,  illustrated.  New  York, 
William  Morrow  & Co,  Inc,  1990.  $22.95  (hard- 
cover) 


INTERNAL  MEDICINE 

Risk  and  Prevention  of  Arterial  Lipidoses.  By 

Peter  Schwandt.  183  pp,  illustrated.  St  Louis, 
Mo,  Warren  H.  Green,  Inc,  1990.  $22.50  (paper- 
back) 


MEDICAL  ETHICS 

Ethics  In  Medicine:  Individual  Integrity  Versus 
Demands  of  Society  (Karolinaka  Institute  Nobel 
Conference  Series).  Edited  by  Peter  Allebeck, 
MD.  and  Bengt  Jansson,  md.  240  pp.  New  York, 
Raven  Press,  1990.  $99.00  (hardcover) 

MISCELLANEOUS 

Quality  of  Life  Assessments  In  Clinical  Trials. 
Edited  by  Bert  Spilker,  md.  492  pp,  illustrated. 
New  York,  Raven  Press,  1990.  $85.00  (hard- 
cover) 

Neurosciences:  The  Basics.  By  Brian  A.  Curtis, 
PhD.  172  pp,  illustrated.  Malvern,  Pa,  Lea  & Fe- 
biger, 1990.  $19.75  (paperback) 

Strangers  at  Home:  Vietnam  Veterans  Since 
the  War.  Edited  by  Charles  R.  Figley,  phD,  and 
Seymour  Leventman,  phD.  416  pp.  New  York, 
Brunner/Mazel  Publishers,  1990.  $26.95  (pa- 
perback) 

Males  With  Eating  Disorders.  Edited  by  Arnold 
E.  Andersen,  md.  288  pp,  illustrated.  New  York, 
Brunner/Mazel  Publishers,  1990.  $29.95  (hard- 
cover) 

Advances  In  Pain  Research  and  Therapy.  Vol- 
ume 16.  Second  International  Congress  on  Can- 
cer Pain.  Edited  by  Kathleen  M.  Foley,  md.  John 
J.  Bonica,  md,  and  Vittorio  Ventafridda,  md.  559 
pp,  illustrated.  New  York,  Raven  Press,  1990. 
$1 10.00  (hardcover) 

Dinosaurs  Alive  and  Well:  A Guide  to  Good 
Health.  By  Laurie  Krasny  Brown  and  Marc 
Brown.  32  pp,  illustrated.  Boston,  Mass,  Little, 
Brown  & Co,  1990.  $14.95  (hardcover) 

Medical  Abbreviations:  7000  Conveniences  at 
the  Expense  of  Communications  and  Safety. 

Fifth  Edition.  By  Neil  M.  Davis.  158  pp.  Hunting- 
don Valley,  Pa,  Neil  M.  Davis  Associates,  1990. 
$9.95  (paperback) 

Advances  In  Pain  Research  and  Therapy:  Myo- 
fascial Pain  and  Fibromyalgia.  Volume  17. 
Edited  by  James  R.  Fricton,  dds.  and  Essam  A. 
Awad,  MD.  376  pp,  illustrated.  New  York,  Raven 
Press,  1990.  $105.00  (hardcover) 

A Wise  Birth:  Bringing  Together  the  Best  of 
Natural  Birth  with  Modern  Medicine.  By  Penny 
Armstrong,  cnm,  and  Sheryl  Feldman,  ma.  288 
pp.  New  York,  William  Morrow  and  Co,  Inc, 


1990.  $18.95  (clothcover) 

Prisoners  of  Ritual:  An  Odyssey  Into  Female 
Genital  Circumcision  In  Africa.  By  Hanny  Light- 
foot-Klein.  306  pp,  illustrated.  Binghamton,  NY, 
The  Haworth  Press,  Inc,  1989.  $14.95  (paper- 
back) 

Down  Syndrome:  The  Facts.  By  Mark  Se- 
likowitz.  205  pp,  illustrated.  Cary,  North  Caroli- 
na, Oxford  University  Press,  1990.  $18.95 
(hardcover) 

The  Work  and  Play  of  WInnIcott.  By  Simon 
Grolnick,  md.  232  pp.  Northvale,  NJ,  Jason 
Aronson,  Inc,  1990.  $25.00  (hardcover) 

NEUROLOGY 

Epilepsy:  Current  Approaches  to  Diagnosis 
and  Treatment.  Edited  by  Dennis  B.  Smith,  md. 
288  pp,  illustrated.  New  York,  Raven  Press, 
1990.  $85.00  (hardcover) 

Neurologic  Emergencies:  Recognition  and 
Management.  Second  Edition.  Edited  by  Mi- 
chael Salcman,  md.  462  pp,  illustrated.  New 
York,  Raven  Press,  1990.  $80.00  (hardcover) 

The  Practical  Management  of  Spasticity  In 
Children  and  Adults.  Edited  by  Mel  B.  Glenn,  md, 
and  John  Whyte,  md.  325  pp,  illustrated.  Mal- 
vern, Pa,  Lea  & Febiger,  1990.  $39.50  (hardcov- 
er) 

Headache  and  Facial  Pain:  Diagnosis  and 
Management.  Edited  by  Alan  L.  Jacobson,  md. 
and  William  C.  Donlon,  md.  332  pp,  illustrated. 
New  York,  Raven  Press,  1990.  $88.00  (hard- 
cover) 

NUCLEAR  MEDICINE 

Nuclear  Medicine  Annual  1990.  Edited  by 
Leonard  M.  Freeman,  md.  256  pp,  illustrated. 
New  York,  Raven  Press,  1990.  $98.00  (hard- 
cover) 

NUTRITION 

The  Heart  Factor  Food  Plan:  A Comprehensive 
Dietary  Plan  for  a Healthier  Heart.  By  Mary 
Joan  Oexmann,  ms.  191  pp.  New  York,  William 
Morrow  & Co,  Inc,  1990.  $16.95  (clothcover) 

OBSTETRICS  AND  GYNECOLOGY 

Unexplained  Infertility:  Basic  and  Clinical  As- 
pects. (Serono  Symposia  Publications  from  Ra- 
ven Press,  Volume  62).  Edited  by  G.  Spera,  and 
L.  Gnessi.  315  pp,  illustrated.  New  York,  Raven 
Press,  1989.  $78.00  (hardcover) 

ORTHOPEDIC  SURGERY 

Knee  Ligaments:  Structure,  Function,  Injury, 
and  Repair.  Edited  by  Dale  M.  Daniel,  md. 
Wayne  H.  Akeson,  md.  and  John  J.  O’Connor,  be. 
576  pp,  illustrated.  New  York,  Raven  Press, 
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1990.  $110.00  (hardcover) 

PEDIATRICS 

Bone  Marrow  Transplantation  In  Children.  Edit- 
ed by  F.  Leonard  Johnson,  md.  and  Carl  Poched- 
ly,  MD  529  pp,  illustrated.  New  York,  Raven 
Press,  1990.  $125.00  (hardcover) 

The  Malnourished  Child.  Edited  by  Robert  M. 
Suskind,  md,  and  Leslie  Lewinter-Suskind,  mss. 
432  pp,  illustrated.  New  York,  Raven  Press, 
1990.  $48.00  (hardcover) 

PSYCHIATRY 

Systematic  Treatment  Selection:  Toward  Tar- 
geted Therapeutic  Interventions.  By  Larry  E. 
Beutler,  PhD,  and  John  F.  Clarkin,  PhD.  384  pp, 
illustrated.  New  York,  Brunner/Mazel  Publish- 


ers, 1990.  $40.00  (hardcover) 

Resolving  Resistances  In  Psychotherapy.  By 

Herbert  S.  Strean,  Dsw.  312  pp.  New  York, 
Brunner/Mazel  Publishers,  1990.  $22.95  (pa- 
perback) 

Stress  Management:  An  Integrated  Approach 
to  Therapy.  By  Dorothy  H.  G.  Cotton,  PhD.  288 
pp,  illustrated.  New  York,  Brunner/Mazel  Pub- 
lishers, 1990.  $30.00  (hardcover) 

Work  Without  Stress:  A Practical  Guide  to 
Emotional  and  Physical  Well-Being  on  the  Job. 

By  Samuel  H.  Klarreich,  PhD.  176  pp.  New  York, 
Brunner/Mazel  Publishers,  1990.  $17.95  (cloth- 
cover) 

A DSM-lll-R  Casebook  of  Treatment  Selection. 

By  Samuel  Perry,  md.  Allen  Frances,  md.  and 
John  Clarkin,  PhD.  395  pp.  New  York,  Brunner/ 
Mazel  Publishers,  1990.  $42.50  (hardcover) 


The  Broader  Implications  of  Ericksonian  Ther- 
apy. Ericksonian  Monographs  Number  7.  Edit- 
ed by  Stephen  R.  Lankton.  102  pp,  illustrated. 
New  York,  Brunner/Mazel  Publishers,  1990. 
$25.00  (hardcover) 

Brief  Therapy:  Myths,  Methods,  and  Meta- 
phors. Edited  by  Jeffrey  K.  Zeig,  PhO,  and  Ste- 
phen G.  Gilligan,  PhD.  492  pp,  illustrated.  New 
York,  Brunner/Mazel  Publishers,  1990.  $42.50 
(hardcover) 


SURGERY 

General  Surgery:  Current  Status  and  Future 
Trends.  (Serono  Symposia  Publications  from 
Raven  Press,  Volume  60)  Edited  by  T.  E.  Starzl, 
and  W.  Montorsi.  502  pp.  New  York,  Raven 
Press,  1989.  $105.00  (hardcover) 


628  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


NEWS  BRIEFS 


Dry  blood  typing  method  yields  instant  results 

A rapid  blood  typing  method  that  requires  no  laborato- 
ry equipment,  little  training,  and  no  refrigeration  of  re- 
agents would  be  very  useful  as  a bedside  check  of  a pa- 
tient’s blood  type  prior  to  a transfusion,  as  well  as  in 
battlefield  situations  and  in  developing  countries  where 
there  is  limited  access  to  refrigeration.  Blakeley  et  al  re- 
cently described  a monoclonal  antibody-based  dry  instant 
blood  typing  plate  {Lancet  1990;  336:854-855). 

Monoclonal  antibodies  for  detecting  A,  B,  and  Rh 
blood  group  antigens  can  be  dried  in  the  presence  of  treha- 
lose, a disaccharide,  and  will  maintain  full  agglutinating 
activity  for  more  than  two  years.  Blood  typing  with  the 
monoclonal  antibody/trehalose  plate  involves  rehydration 
with  two  drops  of  distilled  water,  addition  of  one  drop  of 
blood,  and  agitation  of  the  plate  for  five  minutes.  A posi- 
tive result  will  be  evident  within  one  minute  at  room  tem- 
perature. 

The  authors  tested  the  accuracy  of  this  dry  blood  typing 
plate  on  1 ,000  consecutive  blood  samples  that  were  first 
typed  by  the  standard  semiautomated  procedure.  The  two 
techniques  were  in  agreement  in  997  of  1,000  typings,  for 
an  accuracy  rate  comparable  to  the  standard  method  of 
blood  group  typing. 

Breakfast  cereal  produces  anaphylactic  reaction 

Heartwise,  a cereal  introduced  by  the  Kellogg  Compa- 
ny in  August  1989,  is  the  first  food  product  to  contain 
psyllium,  a grain  used  primarily  in  India  and  the  Mediter- 
ranean region.  Psyllium  is  a common  ingredient  in  over- 
the-counter  laxatives,  and  recent  studies  have  suggested 
that  as  a form  of  soluble  fiber,  psyllium  may  lower  serum 
cholesterol  levels. 

Nurses  and  other  health  care  workers,  as  well  as  work- 
ers in  the  pharmaceutical  industry,  who  are  exposed  to 
psyllium  dust  may  develop  a sensitivity  to  psyllium.  Ka- 
plan reported  on  a nurse  who  had  an  anaphylactic  reaction 
shortly  after  eating  Heartwise  for  the  first  time  {N  Engl  J 
Med  1990;  323:1072-1073).  The  patient  had  the  follow- 
ing symptoms:  itching;  swelling  of  the  face,  eyes,  mouth, 
and  tongue;  coughing;  vomiting;  and  syncope.  Her  treat- 
ment in  the  emergency  room  included  epinephrine  and  di- 
phenhydramine, and  she  was  discharged  on  oral  medica- 
tions after  four  hours.  Subsequent  skin  testing  with 
psyllium  yielded  a strongly  positive  reaction. 

In  response  to  this  report,  the  Kellogg  Company  de- 
scribed its  efforts  to  warn  of  potential  allergic  reactions  to 
psyllium.  These  include  a notification  statement  distribut- 
ed to  hospitals  and  nursing  homes,  a prominent  declara- 
tion on  the  front  of  the  cereal  box  that  Heartwise  contains 
psyllium,  and  a newly  added  warning  on  the  box  aimed  at 
persons  who  may  have  been  occupationally  exposed  to 
psyllium.  The  Kellogg  Company  reported  that  the  major- 
ity of  documented  allergic  reactions  to  Heartwise  oc- 
curred among  nurses  who  had  handled  psyllium-contain- 
ing laxatives. 


NEWS  BRIEFS  are  compiled  and  written  by  Vicki  Glaser. 


Ivermectin  shown  effective  against  river  blindness 

Onchocerciasis,  or  river  blindness,  is  caused  by  the  par- 
asite Onchocerca  volvulus,  whose  microfilaria  travel 
through  the  skin  and  damage  the  eye.  Blackflies,  which 
breed  in  rivers  in  tropical  regions,  transmit  the  parasite. 
The  antiparasitic  drug  ivermectin  can  kill  the  microfilar- 
ial  form  of  this  parasitic  worm,  thereby  blocking  progres- 
sion of  the  disease  and  reducing  the  spread  of  the  disease 
by  lessening  the  likelihood  that  a person  bitten  by  a black- 
fly  will  be  a host  for  the  parasite  {Science  1990;  250:1 16- 
118). 

The  parasite  affects  approximately  18  million  people 
living  in  tropical  regions.  In  one  community  of  1 4,000  peo- 
ple on  a rubber  plantation  in  Liberia,  90%  of  the  adults 
harbored  the  parasite  in  1987,  at  the  start  of  a three-year 
study.  A once-a-year  dose  of  ivermectin  administered  to 
the  vast  majority  of  this  population  during  the  study  peri- 
od yielded  an  84%  reduction  in  the  average  number  of  mi- 
crofilaria in  skin  snip  samples.  Among  all  the  five-year- 
old  children  in  this  community,  the  use  of  ivermectin 
produced  a 21%  drop  in  the  rate  of  new  infection. 

Experimental  anticancer  drug  may  prevent  baldness 
caused  by  chemotherapy 

As  yet,  the  experimental  anticancer  drug  ImuVert  has 
only  demonstrated  its  potential  for  preventing  hair  loss 
caused  by  chemotherapeutic  drugs  in  rats.  However,  if 
this  finding  is  substantiated  and  further  clarified,  the 
prospect  of  preventing  hair  loss  in  human  cancer  patients 
would  be  emotionally  uplifting  for  patients  facing  the 
weakening  and  demoralizing  effects  of  chemotherapy 
{Science  1990;  249:1564-1566). 

ImuVert  has  been  under  study  as  an  adjunct  to  stan- 
dard chemotherapeutic  agents.  Researchers  believe  that 
ImuVert  stimulates  the  immune  system  in  such  a way  as 
to  enhance  the  ability  of  anticancer  drugs  to  destroy  ma- 
lignant cells.  In  one  study  of  leukemic  rats,  two  of  23  rats 
receiving  the  chemotherapeutic  drug  cytosine  arabinoside 
fought  the  disease,  whereas  18  of  20  rats  receiving  cyto- 
sine arabinoside  and  ImuVert  overcame  the  leukemia. 

The  surprising,  accidental  finding  was  that  while  all  of 
the  23  rats  in  the  first  treatment  group  lost  some  or  all  of 
their  hair,  none  of  the  20  rats  on  ImuVert  experienced  hair 
loss.  Subsequent  studies  of  ImuVert  in  combination  with 
doxorubicin  or  cyclophosphamide  in  leukemic  rats  dupli- 
cated the  protection  against  hair  loss  with  the  former 
drug,  but  was  unsuccessful  in  preventing  hair  loss  with 
cyclophosphamide. 

Long  term  study  of  AIDS  focuses  on  disease  progression 
and  therapeutic  alternatives 

The  federally  funded  National  Institute  of  Allergy  and 
Infectious  Disease  together  with  the  privately  funded 
American  Foundation  for  AIDS  Research  will  sponsor  a 
long  term  study  of  the  AIDS  epidemic  in  North  America, 
compiling  comprehensive  information  on  HIV  infected 
persons  {Nature  1990;  347:416).  The  study  will  focus  on 
disease  progression  among  various  patient  populations,  in- 


DECEMBER  1990/NEW  YORK  STATE  JOURNAL  OF  MEDICINE  629 


eluding  homosexual  and  bisexual  men,  women,  pregnant 
women,  and  intravenous  drug  abusers,  tracking  the  inci- 
dence of  the  opportunistic  infections  that  plague  persons 
infected  with  the  human  immunodeficiency  virus. 

Another  goal  of  the  study  will  be  to  assess  the  effective- 
ness of  approved  drugs  such  as  AZT,  experimental  drugs 
including  ddl,  ddC,  interleukin-2,  alpha-  and  beta-inter- 
feron, and  soluble  CD4,  alternative  treatments  such  as 
acupuncture  and  herbal  remedies,  and  “miracle”  drugs 
such  as  Compound  Q that  receive  media  exposure  as  po- 
tential cures,  with  no  scientific  evidence  to  support  such 
claims. 

Breast  cancer  risk  related  to  long  term  hormone 
replacement  therapy 

There  is  a continuous  dialogue  and  controversy  con- 
cerning the  carcinogenic  effects  of  hormone  treatment  in 
women,  whether  it  is  for  contraceptive  purposes  or  post- 
menopausal hormone  replacement  therapy  (HRT).  Re- 
cent studies  in  the  US  and  Europe  suggest  an  association 
between  breast  cancer  risk  and  the  duration  of  HRT,  al- 
though studies  from  various  countries  differ  with  respect 
to  relative  risk  and  “safe”  time  periods  for  HRT  (CA 
1990;  40:289-295). 

In  the  United  States  prior  to  1976,  HRT  was  essentially 
equivalent  to  estrogen  replacement  therapy.  Following  the 
publication  of  studies  demonstrating  that  estrogen  re- 
placement therapy  greatly  increased  the  risk  of  endome- 
trial cancer,  it  became  accepted  practice  to  include  pro- 
gestins  in  all  or  part  of  the  HRT  regimen  for  women  with 
intact  uteri.  Progestins  counteract  the  estrogens’  prolifer- 
ative effect  on  endometrial  tissue. 

Since  combined  estrogen  and  progestin  treatment  only 
became  accepted  practice  in  the  late  1970s,  data  on  the 
long  term  effects  of  combined  HRT  are  just  emerging. 
There  is  evidence  that  the  addition  of  progestins  promotes 
an  adverse  effect  with  respect  to  breast  cancer  risk. 

Virtually  no  support  for  an  association  between  HRT 
and  breast  cancer  emanated  from  studies  performed  in  the 
1970s.  Evidence  that  longer  periods  of  HRT  may  increase 
breast  cancer  risk  began  to  appear  in  the  early  1980s.  Re- 
cent studies  of  large  populations  tend  to  support  this  asso- 
ciation for  postmenopausal  women  with  and  without  uteri 
and/or  ovaries.  Recent  studies  in  the  US  have  suggested 
that  the  risk  estimate  for  breast  cancer  increased  to  1.5 
only  after  at  least  15  years  of  HRT.  Studies  conducted  in 
Sweden  and  Denmark  demonstrated  an  even  greater  risk 
estimate  after  six  to  nine  years  of  HRT.  These  differences 
could  be  due  to  the  use  of  different  forms  of  estrogen  in 
various  countries. 

Asthma  mortality  increased  in  1980s,  especially  among 
children 

Of  the  9.9  million  persons  affected  by  asthma  in  the  US, 
children,  blacks,  and  the  poor  represent  a disproportionate 
share  of  this  population.  In  a recent  issue  of  JAMA 
(1990;  264:1683-1687),  Weiss  and  Wagener  came  to  an 
unsettling  conclusion:  “Both  the  prevalence  and  the  sever- 
ity of  asthma  seem  to  be  increasing.”  Asthma  mortality  in 
the  US  among  persons  5 to  34  years  old  steadily  declined 


between  1968  and  1977,  with  a yearly  drop  of  7.8% 
(-1-1.0%)  during  the  period  1970-1977.  The  mortality  rate 
began  to  rise  in  1978  and  increased  at  an  estimated  rate  of 
6.2%  (-1-1.2%)  per  year  through  1987.  Among  children 
aged  5 to  14  years,  asthma  mortality  rose  at  a significantly 
increased  rate  compared  to  that  of  persons  aged  1 5 to  34 
years.  Males  and  females  experienced  a similar  increase, 
and  the  rate  was  only  slightly  higher  among  whites  com- 
pared to  nonwhites. 

There  is  no  known  cause  for  the  increase  in  asthma  mor- 
tality, and  the  authors  ruled  out  changes  in  International 
Classification  of  Diseases  coding  and  improved  recogni- 
tion of  asthma — based  on  a review  of  autopsy  findings — 
as  possible  explanations. 

Alzheimer’s  disease  is  not  a homogeneous  genetic 
disorder 

Although  the  cause  of  Alzheimer’s  disease  is  not 
known,  the  disorder  has  been  considered  to  be  a single  en- 
tity with  a genetic  basis.  Recent  genetic  linkage  studies 
have  suggested  a genetic  anomaly  involving  chromosome 
21  as  the  cause  of  familial  Alzheimer’s  disease,  while  oth- 
er studies  have  failed  to  substantiate  these  findings. 

A new  study  of  members  of  48  pedigrees  used  five  DNA 
markers  that  constitute  three  independent  loci  on  chromo- 
some 21  to  test  for  linkage  {Nature  1990;  347:194-197). 
The  authors  concluded  that  there  are  multiple  causes  of 
Alzheimer’s  disease.  Whereas  a defect  on  chromosome  21 
can  cause  the  disorder,  Alzheimer’s  disease  could  also  be 
due  to  “mono-  or  polygenic  genetic  defects,  from  nonge- 
netic  agents,  or  from  mixed  genetic  and  environmental 
factors.” 

Medicinal  leeches  are  making  a comeback 

Mention  of  leeches  in  relation  to  medical  treatment 
conjures  up  the  practice  of  blood-letting,  a common  treat- 
ment for  a variety  of  illnesses  prior  to  the  20th  century. 
However,  leeches  can  aid  in  healing,  particularly  follow- 
ing plastic  and  reconstructive  surgery,  and  their  use  is 
documented  in  current  medical  journals.  Wade,  Brab- 
ham, and  Allen  review  five  cases  in  which  they  successful- 
ly used  leeches  to  treat  venous  congestion  following  re- 
plantation or  free  tissue  transfer,  primarily  involving 
crush  injuries  {South  Med  J 1990;83:1168-1173). 

The  salivary  glands  of  the  leech  secrete  a local  anesthet- 
ic, making  the  bite  painless,  as  well  as  hirudin,  a protein 
that  has  vasodilating  and  anticoagulant  properties.  The 
leech  may  secrete  another  protein,  which  acts  as  a throm- 
bolysin.  The  combined  effect  of  these  proteins  is  to  “pre- 
vent the  collapse  of  host  capillaries.  This  allows  the  para- 
site to  suck  uncoagulated  blood.” 

The  beneficial  effects  of  hirudin  on  healing  following 
microsurgery  have  contributed  to  the  renewed  acceptance 
of  leeches  in  clinical  practice.  “With  replantation  as  well 
as  free  tissue  transfer,  the  most  common  vascular  compli- 
cations relate  to  venous  outflow  . . . .”  The  leech  inhibits 
venous  congestion  and  prevents  coagulation  until  healing 
allows  for  restored  venous  flow.  At  the  site  of  attachment, 
hirudin’s  effects  are  long  lasting,  with  a continual  oozing 
of  blood  from  the  wound  for  as  long  as  24  hours. 


630  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


OBITUARIES 


Jesse  Murray  Brown,  MD,  Jackson 
Heights.  Died  September  14,  1990;  age 
79.  Dr  Brown  was  a 1934  graduate  of 
the  New  York  Medical  College,  New 
York.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New 
York. 

Anthony  M.  De  Angelis,  MD,  Yonkers. 
Died  August  1990;  age  79.  Dr  De  An- 
gelis was  a 1934  graduate  of  the  Co- 
lumbia University  College  of  Physi- 
cians and  Surgeons,  New  York.  He  was 
a Qualified  Fellow  of  the  International 
College  of  Surgeons.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the 
County  of  Westchester,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Alan  Charles  Geller,  MD,  Merrick.  Died 
September  13,  1990;  age  53.  Dr  Geller 
was  a 1962  graduate  of  the  Chicago 
Medical  School,  Chicago,  Illinois.  He 
was  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  He  was  a 
member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

William  B.  George,  MD,  Rochester. 
Died  August  28, 1 990;  age  72.  Dr  George 
was  a 1943  graduate  of  the  University  of 
Rochester  School  of  Medicine-Dentistry, 
Rochester,  New  York.  He  was  a member 
of  the  Medical  Society  of  the  County  of 
Monroe  and  the  Medical  Society  of  the 
State  of  New  York. 

Earle  Harold  Harris,  MD,  Forest  Hills. 
Died  September  9,  1990;  age  84.  Dr 
Harris  was  a 1933  graduate  of  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine, Baltimore,  Maryland.  His  mem- 
berships included  the  American  Public 
Health  Association,  the  Medical  Soci- 
ety of  the  County  of  Queens,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Marie  H.  Heller,  MD,  Buffalo.  Died 
September  4,  1990;  age  64.  Dr  Heller 
was  a 1950  graduate  of  the  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine,  Buffalo,  New  York.  Her 
memberships  included  the  New  York 
Academy  of  Medicine,  the  American 
Medical  Women’s  Association,  the 
Medical  Society  of  the  County  of  Erie, 
and  the  Medical  Society  of  the  State  of 
New  York. 


Karl  Herz,  MD,  Bronx.  Died  September 
5,  1990;  age  84.  Dr  Herz  was  a 1932 
graduate  of  the  Medizinische  Fakultaet 
der  Universitaet  Koln,  Koln,  Nord- 
rhein-Westfalen, Germany.  He  was  a 
member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Stefanie  Lichtenstein,  MD,  New  York. 
Died  August  15,  1990;  age  77.  Dr  Lich- 
tenstein was  a 1938  graduate  of  the 
Deutsche  Univerzita  Medizinische  Fa- 
kulta,  Praha,  Czechoslovakia.  She  was 
a Fellow  of  the  American  College  of 
Anesthesiologists.  Her  memberships 
included  the  New  York  State  Society  of 
Anesthesiologists,  the  American  Soci- 
ety of  Anesthesiologists,  Inc,  the  New 
York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Samuel  L.  Lieberman,  MD,  Buffalo. 
Died  August  23,  1990;  age  76.  Dr  Lie- 
berman was  a 1938  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Anesthesiology.  He 
was  a Fellow  of  the  American  College 
of  Anesthesiologists.  His  memberships 
included  the  American  Society  of  An- 
esthesiologists, Inc,  the  Medical  Soci- 
ety of  the  County  of  Erie,  and  the  Medi- 
cal Society  of  the  State  of  New  York. 

Louis  Joseph  Mautone,  MD,  St  James. 
Died  September  3,  1990;  age  80.  Dr 
Mautone  was  a 1940  graduate  of  the 
Facolta  di  Medicina  e Chirurgia  dell’ 
Universita  di  Bologna,  Bologna,  Italy. 
He  was  a Fellow  of  the  American  Acad- 
emy of  Family  Physicians.  He  was  a 
member  of  the  Suffolk  County  Medical 
Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Bernard  E.  Mishuris,  MD,  Fort  Lauder- 
dale, Florida.  Died  July  1990;  age  82. 
Dr  Mishuris  was  a 1935  graduate  of  the 
Faculte  de  Medecine  de  I’Universite  de 
Lausanne,  Lausanne,  Switzerland.  He 
was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Eugene  Moskowitz,  MD,  Salisbury, 
Connecticut.  Died  September  1,  1990; 
age  78.  Dr  Moskowitz  was  a 1937  grad- 
uate of  the  Medizinische  Fakultaet  der 
Universitaet  Basel,  Basel,  Switzerland. 


He  was  a Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Reha- 
bilitation. His  memberships  included 
the  American  Academy  of  Physical 
Medicine  and  Rehabilitation,  the  Med- 
ical Society  of  the  County  of  Westches- 
ter, and  the  Medical  Society  of  the 
State  of  New  York. 

Benjamin  F.  Norris,  MD,  Guilderland. 
Died  April  3,  1990;  age  69.  Dr  Norris 
was  a 1950  graduate  of  the  Albany 
Medical  College  of  Union  University, 
Albany,  New  York.  He  was  a Diplo- 
mate of  the  American  Board  of  Pathol- 
ogy. He  was  a Fellow  of  the  American 
College  of  Pathologists.  His  member- 
ships included  the  American  Society  of 
Clinical  Pathologists,  the  Medical  Soci- 
ety of  the  County  of  Albany,  and  the 
Medical  Society  of  the  State  of  New 
York. 

Oscar  W.  Oberlander  Jr,  MD,  Syracuse. 
Died  September  4,  1990;  age  68.  Dr 
Oberlander  was  a 1946  graduate  of  the 
State  University  of  New  York  Upstate 
College  of  Medicine,  Syracuse,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Ophthalmology. 
His  memberships  included  the  Ameri- 
can Academy  of  Ophthalmology  and 
Otolaryngology,  the  Onondaga  County 
Medical  Society,  and  the  Medical  Soci- 
ety of  the  State  of  New  York. 

Norbert  Joseph  Roberts,  MD,  New 

York.  Died  September  1,  1990;  age  74. 
Dr  Roberts  was  a 1940  graduate  of  the 
State  University  of  New  York  at  Buffa- 
lo School  of  Medicine,  Buffalo,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine 
and  the  American  Board  of  Preventive 
Medicine,  Inc.  He  was  a Fellow  of  the 
American  College  of  Physicians,  the 
American  College  of  Preventive  Medi- 
cine, and  the  American  College  of  Oc- 
cupational Medicine.  His  memberships 
included  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medi- 
cal Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Philip  Sawyer,  MD,  Schroon  Lake.  Died 
August  17,  1990;  age  81.  Dr  Sawyer 
was  a 1 933  graduate  of  the  Charles  Un- 
iverzita Fakulta  of  Ped-Gen  Medicine, 
Praha,  Czechoslovakia.  He  was  a Fel- 
low of  the  American  Academy  of  Fam- 
ily Physicians.  His  memberships  in- 
cluded the  New  York  Academy  of 
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Medicine,  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  Coun- 
ty of  Essex,  and  the  Medical  Society  of 
the  State  of  New  York. 

Edward  Schall,  MD,  Miami  Beach, 
Florida.  Died  September  8,  1990;  age 
99.  Dr  Schall  was  a 1917  graduate  of 
the  Universitaet  Wien,  Medizinische 
Fakultaet,  Wien,  Austria.  He  was  a 
member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Joseph  Schwartzman,  MD,  Brooklyn. 
Died  September  19,  1990;  age  85.  Dr 
Schwartzman  was  a 1930  graduate  of 
the  New  York  Medical  College,  New 
York.  He  was  a Diplomate  of  the 
American  Board  of  Pediatrics.  He  was 
a Fellow  of  the  American  Academy  of 
Pediatrics.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings 
and  the  Medical  Society  of  the  State  of 
New  York. 

Simon  Shulman,  MD,  Lawrence.  Died 
September  7,  1990;  age  86.  Dr  Shul- 
man was  a 1927  graduate  of  Tufts  Uni- 
versity School  of  Medicine,  Boston, 
Massachusetts.  He  was  a Diplomate  of 
the  American  Board  of  Radiology.  He 
was  a Fellow  of  the  American  College 
of  Radiology.  His  memberships  includ- 


ed the  Radiological  Society  of  North 
America,  Inc,  the  Nassau  County  Med- 
ical Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Taylor  St  Mary,  MD,  Malone. 
Died  June  5,  1990;  age  73.  Dr  St  Mary 
was  a 1943  graduate  of  the  State  Uni- 
versity of  New  York  Health  Science 
Center  at  Brooklyn.  He  was  a Diplo- 
mate of  the  American  Board  of  Family 
Practice.  He  was  a Fellow  of  the  Ameri- 
can Academy  of  Family  Practice.  He 
was  a member  of  the  Medical  Society  of 
the  County  of  Franklin  and  the  Medical 
Society  of  the  State  of  New  York. 

Harold  L.  Trigg,  MD,  New  York.  Died 
September  25,  1990;  age  66.  Dr  Trigg 
was  a 1946  graduate  of  the  Meharry 
Medical  College,  Nashville,  Tennessee. 
He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology. 
His  memberships  included  the  New 
York  Academy  of  Medicine,  the  Amer- 
ican Psychiatric  Association,  the 
American  Academy  of  Psychoanalysis, 
the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of 
New  York. 

Robin  Caird  Watson,  MD,  New  York. 
Died  August  24,  1990;  age  61.  Dr  Wat- 
son was  a 1955  graduate  of  the  Univer- 


sity of  London  Faculty  of  Medicine, 
London,  England.  He  was  a Diplomate 
of  the  American  Board  of  Radiology 
and  a Fellow  of  the  American  College 
of  Angiology.  His  memberships  includ- 
ed the  New  York  Roentgen  Society,  the 
New  York  Academy  of  Medicine,  the 
Society  of  Surgical  Oncology,  the  Ra- 
diological Society  of  North  America, 
Inc,  the  American  Roentgen  Ray  Soci- 
ety, the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the 
State  of  New  York. 

David  Zaris,  MD,  Cliffside  Park,  New 
Jersey.  Died  September  20,  1990;  age 
8 1 . Dr  Zaris  was  a 1 937  graduate  of  the 
Friedrich-Wilhelms  Universitaet  Me- 
dizinische Fakultaet,  Berlin,  Berlin, 
Germany.  His  memberships  included 
the  American  Psychiatric  Association, 
the  American  Academy  of  Neurology, 
the  American  Psychoanalytic  Associa- 
tion, the  Bronx  County  Medical  Soci- 
ety, and  the  Medical  Society  of  the 
State  of  New  York. 

Morris  Zimmerman,  MD,  New  York. 
Died  September  25,  1990;  age  84.  Dr 
Zimmerman  was  a 1930  graduate  of 
the  University  of  Tennessee  Center  for 
Health  Sciences,  Memphis,  Tennessee. 
He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medi- 
cal Society  of  the  State  of  New  York. 


632  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


INDEX 

Volume  90 
January-December 

1990 


Editor; 

Pascal  James  Imperato,  md 


Published  by  the 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
PO  Box  5404 
420  Lakeville  Road 
Lake  Success,  NY  11042 


ISSUE 

NUMBER 

PAGES 

January 

1 

1-50 

February 

2 

51-114 

March 

3 

115-170 

April 

4 

171-230 

May 

5 

231-282 

June 

6 

283-344 

July 

7 

345-392 

August 

8 

393-438 

September 

9 

439-484 

October 

10 

485-530 

November 

11 

531-584 

December 

12 

585-646 

CC  = Clinical  Conference 

CPC  = Clinicopathologic  Conference 

CR  = Case  Report 

ED  = Editorial  Commentary 


CLASSIFICATION  CODES 

EP  = Essay  in  Pediatrics 
ER  = Essay  Review 
HIST  = History  of  Medicine 


LE  = Letter  to  the  Editor 

LEN  = Leads  from  Epidemiology  Notes 

NF  = News  Feature 


SUBJECT  INDEX 


Abdominal  aortic  aneurysmectomy 

Abdominal  aortic  aneurysmectomy  without 
preoperative  angiography:  A 
prospective  study,  176 
Abdominal  trauma 

Small  bowel  injuries  following  blunt 
abdominal  trauma:  Early  recognition  and 
management,  446 

Acquired  Immunodeficiency  syndrome 

Acquired  immunodeficiency  syndrome: 

The  agenda  for  the  1990s  (ED),  115 
AIDS  and  cytomegalovirus-related 
appendicitis  (NF),  581 
AIDS  behind  bars:  Epidemiology  of  New 
York  State  prison  inmate  cases, 
1980-1988, 133 

AIDS  education:  Evaluation  of  school  and 
worksite  based  presentations,  129 
AIDS  is  affecting  women  at  increased  rates 
(NF),  480 

AIDS  legislation  needed  (LE),  163 
AIDS  morbidity  and  mortality  (LEN),  572 
Assessment  of  AIDS  knowledge  in 
selected  New  York  State  sexually 
transmitted  disease  clinics,  126 
Changes  in  AIDS  risk  behavior  among 
intravenous  drug  abusers  in  New  York 
City,  123 

Controversy  grows  over  parallel  track  for 
experimental  AIDS  drug  (NF),  169 
Deep  venous  thrombosis  in  patients  with 
AIDS,  159 

Disseminated  histoplasmosis  in  AIDS: 
Clinicopathologic  features  in  seven 
patients  from  a non-endemic  area,  234 
Disseminated  Pneumocystis  carinii 
infection  in  the  acquired 
immunodeficiency  syndrome,  155 
Dissemination  of  Pneumocystis  {ED),  121 
Erosive  arthritis,  atypical  psoriasis,  and 
Pneumocystis  car/n;7  pneumonia  in  an 
HIV-positive  man,  157 
Expanding  the  focus  of  human 

immunodeficiency  virus  prevention  in 
the  1990s  (ED),  116 
Extent  of  underreporting  of  AIDS 

documented  in  South  Carolina  (NF),  168 
Federal  funds  allocated  for  clinical  care  of 
AIDS  patients  (NF),  526 
Growing  role  of  bacterial  infections  in 
AIDS-related  morbidity  and  mortality 
(NF),  168 


HIV  infected  hospital  patients  in  New  York 
State:  The  development  of  longitudinal 
information  from  a hospital  discharge 
data  system,  238 

Increasing  role  of  primary  care  in  the 
management  of  HIV-infected  patients 
(ED),  119 

Large  pericardial  effusion  in  a patient  with 
human  immunodeficiency  virus  type  1 
(CR),612 

Lessons  from  New  York  City  on  HIV/AIDS 
in  adolescents,  143 
Long  term  study  of  AIDS  focuses  on 
disease  progression  and  therapeutic 
alternatives  (NF),  629 
Medical  student's  dilemma,  154 
Number  of  AIDS  patients  on  Medicaid  is 
increasing  (NF),  581 

Perinatally  acquired  HIV  infection:  AIDS' 
youngest  victims  (NF),  169 
Physicians  needed  to  work  with  AIDS 
patients  (LE),  163 

Position  paper  of  the  Associated  Medical 
Schools  of  New  York  on  HIV  testing  and 
access  to  treatment,  496 
Residential  and  home  health  care  for 
people  with  AIDS  and  HIV-related 
illnesses  (LEN),  43 
Seroprevalence  survey  for  human 
immunodeficiency  virus  antibody  in 
mentally  retarded  adults,  139 
Soluble  CD4:  A new  antiviral  treatment  for 
AIDS  (NF),  280 

Synthetic  protein  binds  AIDS  virus  and 
prevents  its  spread  (NF),  480 
Thoracic  lymphadenopathy  and 

disseminated  Pneumocystis  carinii  in 
AIDS  (CPC),  146 

Upper  airway  obstruction  due  to  Kaposi's 
sarcoma  in  the  acquired 
immunodeficiency  syndrome  (CR),  613 

Adenocarcinoma 

Adenocarcinoma  of  the  cervix  (ED),  535 
Primary  signet  ring  cell  carcinoma  of  the 
uterine  cervix  (CR),  559 

Adolescent  health 

Intervention  to  reduce  the  sale  of  cigarettes 
to  minors,  54 

Lessons  from  New  York  City  on  HIV/AIDS 
in  adolescents,  143 

Risk  factors  for  teenage  suicide  (NF),  46 
Student  participation  in  mixed  gender 
sports  competition  (LE),  76 


AdrenocortIcotrophIc  hormone  deficiency 
Isolated  adrenocorticotrophic  hormone 
deficiency  presenting  as  chronic 
hyponatremia  (CR),  210 

Aeromedical  emergency  services 

Aeromedical  emergency  trauma  services 
and  mortality  reduction  in  rural  areas, 
358 

Aging 

Growth  hormone  therapy  may  reverse 
some  age-related  bodily  changes  (NF), 
481 

New  Merck  manual  addresses  geriatrics 
(NF),  481 

Alaska 

Alaskan  community  health  aide  scheme:  A 
successful  rural  health  program,  61 

Alcohol 

Alcohol  and  public  health:  Implications  for 
New  York  State  (LE),  41 
Behavioral  risks:  Mother  knows  best  (ED), 
346 

Death  takes  a ride:  Alcohol-associated 
single  vehicle  fatalities  revisited,  349 
Effects  of  prenatal  alcohol  exposure  on 
child  development  (NF),  388 
Multiple  addictions:  Co-synchronous  use  of 
alcohol  and  drugs,  596 

Allergic  reactions 

Breakfast  cereal  produces  anaphylactic 
reaction  (NF),  629 
Study  refutes  symptom-provocation 
method  for  determining  food  allergies 
(NF),  527 

Alzheimer's  disease 

Alzheimer's  disease  is  not  a homogeneous 
genetic  disorder  (NF),  630 
Diagnosing  Alzheimer's  disease  with  a 
biochemical  assay  (NF),  432 
Hydergine  shown  ineffective  in  Alzheimer's 
disease  (NF),  526 

Amputation 

Open  supramalleolar  amputation  of  the 
infected  foot:  An  underutilized,  two- 
stage  procedure  (LE),  77 

Anesthesia 

Fetal  heart  rate  changes  during  general 
anesthesia  (LE),  272 

Angina 

Cervical  angina,  8 

Angiography 

Abdominal  aortic  aneurysmectomy  without 
preoperative  angiography:  A 
prospective  study,  176 


634  VOL  90  NO  12/NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Animal  experimentation 

Animal  experimentation  for  medical 
research  (LE),  214 

Antibiotics 

Antibiotics  and  other  drugs  may  inhibit 
effectiveness  of  oral  contraceptives 
(NF),  341 

Aortobronchlal  fistula 

Infected  aortitis  masquerading  as 
bronchogenic  carcinoma  (CR),  415 
Aplastic  anemia 

Disseminated  infection  caused  by 

Fusarium  solani  in  a patient  with  aplastic 
anemia  (CR),  609 

Appendicitis 

AIDS  and  cytomegalovirus-related 
appendicitis  (NF),  581 
Gallstone  appendicitis  (LE),  77 

Arthritis 

Erosive  arthritis,  atypical  psoriasis,  and 
Pneumocystis  car/r?// pneumonia  in  an 
HIV-positive  man,  157 
Lofgren’s  syndrome  (acute  sarcoidosis) 
sine  erythema  nodosum  mimicking 
acute  rheumatoid  arthritis  (CR),  463 
Low-dose  cyclosporin  reduces  joint 

inflammation  in  rheumatoid  airthritis  (NF), 
481 

Promising  new  arthritis  drug  awaits  testing 
in  humans  (NF),  281 
Salmonella  arthritis  (CR),  266 

Arthropathy 

Manual  labor  metacarpophalangeal 
arthropathy  in  a baker  (CR),  268 
Associated  Medical  Schools  of  New  York 
Position  paper  of  the  Associated  Medical 
Schools  of  New  York  on  HIV  testing  and 
access  to  treatment,  496 
Asthma 

Asthma  mortality  increased  in  1980s, 
especially  among  children  (NF),  630 
Crack  abuse  and  asthma:  A fatal 
combination  (CR),  511 
Metaproterenol  inhaler  taken  off  market 
(NF),  46 
Avicenna 

Avicenna,  problem  solving,  and  creativity 
during  sleep  (LE),  378 

AZT 

(see  Zidovudine) 

Bacteremia 

Growing  role  of  bacterial  infections  in 
AIDS-related  morbidity  and  mortality 
(NF),  168 
Baldness 

Experimental  anti-cancer  drug  may  prevent 
baldness  caused  by  chemotherapy  (NF), 
629 

Balloon  angioplasty 

Balloon  angioplasty  finds  application  in 
gene  therapy  (NF),  582 
Baltimore  Homeless  Study 

Health  problems  of  the  homeless  (NF),  226 
“Bartleby  the  Scrivener” 

Melville's  "Bartleby  the  Scrivener”  (LE), 
422 

Benzodiazepines 

Benzodiazepines:  Additional  effects  of  the 
triplicate  program  (LEN),  273 
Benzodiazepines:  Prescribing  declines 
under  triplicate  program  (LEN),  2 1 8 

Beta  blockers 

Side  effects  of  beta  blockers  in  patients 
with  migraines  (NF),  388 


Bezoars 

Intestinal  obstruction  secondary  to  bezoars 
(CR),  561 

Bicycle  Injuries 

Bicycle  injuries  (LEN),  426 
Promoting  bicycle  helmet  use  in  children 
(NF),  47 

Bile  duct  carcinoma 

Bile  duct  carcinoma  (ED),  53 
Bile  duct  carcinoma  simulating 
choledocholithiasis  (CR),  69 

Birth  outcomes 

Birth  outcomes  in  New  York  State  (LEN), 
619 

Birth  outcomes  in  New  York  State  (part  II) 
(LEN),  42 

Blindness 

Ivermectin  shown  effective  against  river 
blindness  (NF),  629 

Blood 

Blood  donors  will  now  be  tested  for 
hepatitis  C (NF),  432 

Blood  typing 

Dry  blood  typing  method  yields  instant 
results  (NF),  629 

Books  received,  annotations  of,  48, 343,  627 

Books  reviewed 

Anorectal,  Presacra!  and  Sacral  Tumors: 
Anatomy,  Physiology,  Pathogenesis  and 
Management  (LocaWo,  Eng,  and  Coppa), 
276 

Ask  Sir  James:  Sir  James  Reid,  Personal 
Physician  to  Queen  Victoria  and 
Physician-in-Ordinary  to  Three 
Monarchs  (Reid),  430 
Baby  Time:  A Grownup's  Handbook  to  Use 
with  Baby  {Brown  and  Brown),  477 
Biliary  Tract  Surgery:  Tactics  and 
Techniques  (Glassman),  385 
Birth  of  the  Family,  The:  An  Empirical 
Inquiry  {Lewis),  623 

Black  Families  in  Crisis:  The  Middle  Class 
(Coner-Edwards  and  Spurlock,  eds.), 

224 

Blood,  Sweat,  and  Cheers  {Fraser),  386 
Brief  Therapy  Approaches  to  Treating 
Anxiety  and  Depression  (Yapko),  576 
Bronchopulmonary  Dysplasia  (Bancalari 
and  Stocker,  eds.),  89 
Child  in  Our  Times,  The:  Studies  in  the 
Development  of  Resiliency  {Dugan  and 
Coles,  eds.),  477 

Child  Psychiatry:  A Primer  for  Those  Who 
Work  Closely  with  Children  (Coddington), 
576 

Clinical  Implications  of  Abnormal  Digestive 
Tract  Radiographs  {Morow'ttz),  523 
Complete  Book  of  Pregnancy  and 
Childbirth,  The  (Kitzinger),  622 
Computer  Applications  in  Psychiatry  and 
Psychology  {Baskin,  ed.),  577 
Day  Hospital  Qroup  Treatment  Program  for 
Anorexia  Nervosa  and  Bulimia  Nervosa 
(Piran  and  Laplan,  eds.),  523 
Drugs  and  the  Athlete  (Wadler  and 
Hainline),  222 

Dry  All  Night:  The  Picture  Book  Technique 
that  Stops  Bedwetting  {Mack),  478 
Encyclopedia  of  Phobias,  Fears,  and 
Anxieties  (Doctor  and  Kahn),  525 
Essays  on  the  Rise  and  Decline  of  Bedside 
Medicine  {AiXschuie),  479 
Evoked  Potentials  in  Clinical  Medicine 
(Chiappa,  ed.),  430 

Exercise  and  Sport  Sciences  Reviews 
(Pandolf,  ed.),  222 

Family  Fitness  Handbook,  The  (Glover  and 
Shepherd),  278 


“Feeling  Great!''  Wellness  Program  for 
Older  Adults  {We\s),  429 
Forever  Young:  20  Years  Younger  in  20 
Weeks.  Dr.  Berger's  Step-By-Step 
Rejuvenating  Program  (Berger),  279 
Guide  to  Clinical  Preventive  Services:  An 
Assessment  of  the  Effectiveness  of  169 
Interventions  {Fisher,  ed.),  79 
Gynecologic  Surgery  {Sanz,  ed.),  90 
Handbook  of  Psychiatric  Nursing,  A (Wells, 
ed.),  223 

Healing  and  Restoring:  Health  and  Medicine 
in  the  World's  Religious  Traditions 
(Sullivan,  ed.),  580 

Heart  Disease  in  Infants,  Children,  and 
Adolescents  {Adams,  Emmanouilides, 
and  Riemenschneider,  eds.),  385 
Heart  Factor  Food  Plan,  The:  A 
Comprehensive  Dietary  Plan  fora 
Healthier  Heart  {Oexrr\ann),  624 
House  Calls:  Memoirs  of  a Country  Doctor 
(Brown),  472 

Illustrated  Guide  to  the  Central  Nervous  Sys- 
tem (Sugiura,  Robinson,  and  Stuart),  221 
Jury  of  My  Peers:  A Surgeon 's  Encounter 
with  the  Malpractice  Cr/s/s  (Snider),  278 
Legal  Aspects  of  Medicine  (Vevaina,  Bone, 
and  Kassoff,  eds.),  224, 625 
Letting  6/ood(Platt  and  Platt),  525 
Make  Sure  You  Do  Not  Have  Breast  Cancer 
(Strax),  477 

M.D.:  One  Doctor's  Adventures  Among  the 
Famous  and  Infamous  from  the  Jungles 
of  Panama  to  a Park  A venue  Practice 
(Kean  and  Dahlby),  221 
Medicare 's  New  Hospital  Payment  System: 
Is  It  Work/ng?  (Russell),  428 
Mental  Health  Care  for  Allied  Health  and 
Nursing  Professionals  (Moffic,  Ruiz, 
Adams,  eds.),  476 

Merritt's  Textbook  of  A/euro/ogy  (Rowland, 
ed.),  384 

Modern  Perspectives  in  the  Psychiatry  of 
the  Neuroses  (Howells,  ed.),  223 
Morphine,  Ice  Cream,  Tears:  Tales  of  a City 
Hospital  {Sacco),  429 
Old  Men  of  the  Bowery:  Strategies  for 
Survival  Among  the  Homeless  (Cohen 
and  Sokolovsky),  476 
Organizing  Villagers  for  Self-Reliance:  A 
Study  of  Gonoshasthya  Kendra  in 
Bangladesh  (Ray),  626 
Otolaryngology:  Problems  in  Primary  Care 
(Upchurch,  ed.),  276 
Patenting  the  Sun:  Polio  and  the  Salk 
Vaccme  (Smith),  626 
Pediatric  Neurosurgical  Patient,  The:  A 
Cooperative  Approach  {\van,  ed.),  88 
Pediatric  Pulmonary  Disease  (Stocker,  ed.), 
88 

Perspectives  on  Animal  Research 
(Kaufman  and  Todd,  eds.),  524 
Practice  Made  Perfect:  The  Physician 's 
Guide  to  Communication  and  Marketing 
(Kaplan),  524 

Preventing  AIDS:  The  Design  of  Effective 
Programs  (Valdiserri),  622 
Rights  of  Patients,  TTre  (Annas),  386 
State  of  Health  in  Greenland,  The  (Misfeldt, 
Rancke-Madsen,  Hoick,  and  Pedersen) , 
625 

Strangers  at  Home:  Vietnam  Veterans 
Since  the  War (Figley  and  Leventman, 
eds.),  579 

Stress  Management:  An  Integrated 
Approach  to  Therapy  {Codon),  578 
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Theories  of  Carcmogenesis  (Iversen,  ed.). 
277 

Towards  National  Policy  on  Drug  and  AIDS 
Testing  (Fa\co  and  Cikins,  eds.),  276 
Toxicologic  and  Pharmacologic  Principles 
in  Pediatrics  (Kacew  and  Lock,  eds.),  89 
Trauma  and  the  Vietnam  War  Generation: 
Report  of  Findings  from  the  National 
Vietnam  Veterans  Readjustment  Study 
(Kulka,  Schlenger,  Fairbank,  Hough, 
Jordan,  Marmar,  and  Weiss),  579 
Trauma,  Transformation,  and  Healing:  An 
Integrative  Approach  to  Theory, 
Research  and  Post-Traumatic  Therapy 
(Wilson),  623 

Treatment  Planning  and  Dose  Calculation  in 
Radiation  Oncology  (Ben\e\,  Nelson,  and 
Noell),  429 

Truth  About  Herpes,  The  (Sacks),  384 
Unnatural  Causes:  The  Three  Leading  Killer 
Diseases  in  America  {MauWtz,  ed.),  568 
Work  and  Play  of  Winnicott,  The  (Grolnick), 
576 

Yankee  Surgeon:  The  Life  and  Times  of 
Usher  Parsons  1 788- 1868  (Goldowsky), 
277 

Your  Baby  and  Child:  From  Birth  to  Age 
F/Ve  (Leach),  622 

Brain  death 

Defining  brain  death  (LE),  517 

Brain  tumors 

Central  nervous  system  malignancies  in 
children  (EP),  601 

Breast  cancer 

Breast  cancer  detection  and  counseling 
program  (LEN),  85 

Breast  cancer  risk  related  to  long  term 
hormone  replacement  therapy  (NF),  630 
Breast  cancer  screening:  Changing 
physician  practices  and  specialty 
variation,  288 

Endometrial  carcinoma  in  five  patients  with 
breast  cancer  on  tamoxifen  therapy 
(CR),  207 

Is  lightscanning  a viable  alternative  to 
mammography  for  detecting  breast 
cancer?  (NF),  341 

Mammography  attitudes  and  awareness 
(LEN),  339 

Sarcoidosis  of  the  breast  coexisting  with 
mammary  carcinoma  (CR),  331 
Screening  for  breast  cancer:  Are 
physicians  doing  enough?  (ED),  285 
Time  trends  in  breast  cancer  incidence 
(LEN),  473 
Breast  disease 

Fibrous  disease  of  the  breast  In  juvenile 
diabetes,  356,  (LE),  617 
Granulomatous  mastitis  (ED),  287 
Sarcoidosis  of  the  breast  coexisting  with 
mammary  carcinoma  (CR),  33 1 
Campylobacter  pylorls 
Evaluation  of  methods  for  Identification  of 
Campylobacter  pylorls  \ntec\\on,  4 
Cancer 

Adenocarcinoma  of  the  cervix  (ED),  535 
Bile  duct  carcinoma  (ED),  53 
Bile  duct  carcinoma  simulating 
choledochollthlasis  (CR),  69 
Breast  cancer  detection  and  counseling 
program  (LEN),  85 

Breast  cancer  risk  related  to  long  term 
hormone  replacement  therapy  (NF),  630 
Breast  cancer  screening:  Changing 
physician  practices  and  specialty 
variation,  288 


Cancer  incidence  among  NYC  Hispanics 
1982-1985  (LEN),  44 
Carcinoma  of  the  colon  associated  with 
systemic  sclerosis  (CR),  73 
Carcinoma  of  the  lung  presenting  with 
spontaneous  pneumothorax  (CR),  611 
Cervical  cancer  in  New  York  State  (LEN), 
521 

Endometrial  carcinoma  in  five  patients  with 
breast  cancer  on  tamoxifen  therapy 
(CR),  207 

Experimental  anti-cancer  drug  may  prevent 
baldness  caused  by  chemotherapy  (NF), 
629 

Hypercalcemia  and  carcinoma  of  the 
esophagus  (NF),  387 
Is  lightscanning  a viable  alternative  to 
mammography  for  detecting  breast 
cancer?  (NF),  341 

Lung  cancer  rates  decreasing  for  young 
people  in  US  (NF),  46 
Ovarian  small  cell  carcinoma  (ED),  171 
Para-endocrine  hypercalcemia  and  ovarian 
small  cell  carcinoma  (CR),  206 
Primary  signet  ring  cell  carcinoma  of  the 
uterine  cervix  (CR),  559 
Screening  for  breast  cancer:  Are 
physicians  doing  enough?  (ED),  285 
Skin  cancer  prevention  (LEN),  520 
Small  cell  carcinoma  of  the  ovary:  A 
therapeutic  challenge  (ED),  1 72 
Time  trends  in  breast  cancer  incidence 
(LEN),  473 

Trabecular  (neuroendocrine)  carcinoma  of 
the  skin:  Report  of  four  cases  and  review 
of  the  literature  (CR),  35 
Capgras’  syndrome 

Capgras’  syndrome  (LE),  470 
Carbon  monoxide  exposure 

Cardiac  effects  of  carbon  monoxide 
exposure  (NF),  582 
Cardiac  foreign  bodies 

Hypodermic  needle  embolization  to  the 
heart  (CR),  368 

Uninvited  guests:  Cardiovascular  foreign 
bodies  (ED),  347 
Cardiovascular  disease 

Cholesterol  levels  and  ten-year  mortality 
among  men  with  and  without  preexisting 
cardiovascular  disease  (NF),  433 
Central  nervous  system  malignancies 
Central  nervous  system  malignancies  in 
children  (EP),  601 
Cerebral  edema 

Reversible  hypoxic  cerebral  edema  In 
severe  hemolytic  crisis  (LE),  518 

Cervical  angina 
Cervical  angina,  8 
Cervical  cancer 

Adenocarcinoma  of  the  cervix  (ED),  535 
Cervical  cancer  In  New  York  State  (LEN), 
521 

Primary  signet  ring  cell  carcinoma  of  the 
uterine  cervix  (CR),  559 
Cervical  tuberculosis 
Cervical  tuberculosis  (LE),  270 
Charles  Bonnet  syndrome 
Visual  hallucinations  as  grief  reaction 
without  the  Charles  Bonnet  syndrome 
(LE),  216 

Chemical  warfare 

Gas  warfare:  Military-medical 

responsiveness  of  the  Allies  in  the  Great 
War,  1914-1918  (HIST),  499 


Chemotherapy 

Experimental  anti-cancer  drug  may  prevent 
baldness  caused  by  chemotherapy  (NF), 
629 

Children's  health 

Asthma  mortality  increased  in  1980s, 
especially  among  children  (NF),  630 
Breakfast  cereal  produces  anaphylactic 
reaction  (NF),  629 

Central  nervous  system  malignancies  in 
children  (EP),  601 

Children  of  substance  abusers  in  New  York 
State,  179 

Effects  of  prenatal  alcohol  exposure  on 
child  development  (NF),  388 
Intervention  to  reduce  the  sale  of  cigarettes 
to  minors,  54 

Promoting  bicycle  helmet  use  in  children 
(NF),  47 

Student  participation  in  mixed  gender 
sports  competition  (LE),  76 
Toy  safety  (LEN),  166 
Choledochollthlasis 

Bile  duct  carcinoma  simulating 
choledocholithiasis  (CR),  69 
Cholesterol 

Cholesterol  levels  and  ten-year  mortality 
among  men  with  and  without  preexisting 
cardiovascular  disease  (NF),  433 

Choriocarcinoma 

Spontaneous  renal  hemorrhage  secondary 
to  choriocarcinoma  (CR),  418 

Chronic  Illness 

Maintaining  serenity  in  chronic  illness,  366 
Churg-Strauss  syndrome 

Churg-Strauss  syndrome  (CPC),  190 

Cigarettes 

(see  Smoking,  Tobacco) 

Circumcision 

Circumcision  of  the  newborn  (ED),  231 
Current  trends  in  routine  newborn  male 
circumcision  in  New  York  State,  243 
Clinical  Conferences  (series) 

Deep  vein  thrombosis  in  pregnancy,  309 
Cllnicopathologic  Conferences  (series) 
Churg-Strauss  syndrome,  190 
Congophilic  angiopathy,  64 
Thoracic  iymphadenopathy  and 

disseminated  Pneumocystis  carinii  ’m 
AIDS,  146 
Cocaine 

Cocaine  (LE),  39 
Crack  abuse  and  asthma:  A fatai 
combination  (CR),  5 1 1 
Crack  cocaine:  Ripples  of  a rock  In  a pond 
(ED),  487 

Prevalence  of  marijuana  (cannabis)  use  and 
dependence  In  cocaine  dependence, 

491 

Public  health  consequences  of  crack 
cocaine,  493 

Syphilis  among  parturients  at  an  Inner  city 
hospital:  Association  with  cocaine  use 
and  Implications  for  congenital  syphilis 
rates,  488 
Colon 

Carcinoma  of  the  colon  associated  with 
systemic  sclerosis  (CR),  73 

Commentaries 

(see  Editorial  Commentaries) 

Community  health  worker  program 

Community  health  worker  program  (LEN), 
519 

Computers 

Computers  aid  In  record  keeping  and  can 
lower  Insurance  costs  (NF),  225 
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Congenital  syphilis 

Rising  incidence  of  congenital  syphilis: 
Back  to  the  future  (ED).  485 
Syphilis  among  parturients  at  an  inner  city 
hospital:  Association  with  cocaine  use 
and  implications  for  congenital  syphilis 
rates,  488 

Congophlllc  angiopathy 

Congophilic  angiopathy  (CPC),  64 
Contact  lenses 

Critical  appraisal  of  contact  lens 
disinfection,  12 

Crack 

(see  Cocaine,  Drug  abuse,  Substance 
abuse) 

Creativity 

Avicenna,  problem  solving,  and  creativity 
during  sleep  (LE),  378 
Cross-cultural  research 

Utility  of  cross-cultural  health  research 
(ED),  439 
Cross-dressing 

Cross-dressing  successfully  treated  with 
fluoxetine  (LE),  566 

Cyclosporin 

Low-dose  cyclosporin  reduces  joint 

inflammation  in  rheumatoid  arthritis  (NF), 
481 

Cytomegalovirus 

AIDS  and  cytomegalovirus-related 
appendicitis  (NF),  58 1 
Deep  venous  thrombosis 

Deep  vein  thrombosis  in  pregnancy  (CC), 
309 

Deep  venous  thrombosis  in  patients  with 
AIDS,  159 

Diabetes 

Changing  concepts  of  the  pathogenesis  of 
diabetic  nephropathy  (EP),  185 
Fibrous  disease  of  the  breast  in  juvenile 
diabetes,  356,  (LE),  617 

Diagnostic  testing 

Diagnosing  Alzheimer’s  disease  with  a 
biochemical  assay  (NF),  432 
New  prenatal  test  yields  results  in  one  day 
(NF),  480 

Warning:  Rapid  strep  A tests  may  not  be 
reliable  (NF),  582 

Diphtheria 

Diphtheria  and  medical  therapy  in  late  19th 
century  New  York  City  (HIST),  256 

Disabilities 

Prevention  of  disabilities  (LEN),  87 
Disseminated  Pneumocystis  carinll 
Disseminated  Pneumocystis  carinii 
infection  in  the  acquired 
immunodeficiency  syndrome,  155 
Dissemination  of  Pneumocystis  {ED),  121 
Thoracic  lymphadenopathy  and 

disseminated  Pneumocystis  carinii  in 
AIDS  (CPC),  146 
Drug  abuse 

(see  also  Cocaine,  Substance  abuse) 
Changes  in  AIDS  risk  behavior  among 
intravenous  drug  abusers  in  New  York 
City,  123 

Children  of  substance  abusers  in  New  York 
State,  179 
Cocaine  (LE),  39 

Crack  cocaine:  Ripples  of  a rock  in  a pond 
(ED).  487 

Multiple  addictions:  Co-synchronous  use  of 
alcohol  and  drugs,  596 
Prevalence  of  marijuana  (cannabis)  use  and 
dependence  in  cocaine  dependence, 

491 


Public  health  consequences  of  crack 
cocaine,  493 

Substance  abuse  during  pregnancy  (LE), 
336 

Syphilis  among  parturients  at  an  inner  city 
hospital:  Association  with  cocaine  use 
and  implications  for  congenital  syphilis 
rates,  488 

Drug  nomenclature 

Trade  and  generic  names  of  drugs  (LE),  517 

Drug  testing 

Controversy  grows  over  parallel  track  for 
experimental  AIDS  drug  (NF),  169 

Drug  toxicity 

Use  of  free  phenytoin  levels  in  averting 
phenytoin  toxicity  (LE),  469 

Dysmenorrhea 

Primary  female  syndromes:  An  update,  295 

Editorial  Commentaries 

Acquired  immunodeficiency  syndrome: 

The  agenda  for  the  1 990s,  115 
Adenocarcinoma  of  the  cervix,  535 
Behavioral  risks:  Mother  knows  best,  346 
Bile  duct  carcinoma,  53 
Circumcision  of  the  newborn,  231 
Crack  cocaine:  Ripples  of  a rock  in  a pond, 
487 

Dissemination  of  Pneumocystis.  1 2 1 
Expanding  the  focus  of  human 

immunodeficiency  virus  prevention  in 
the  1990s,  116 

Fusarium and  the  immunocompromised 
host:  Liaisons  dangeureuses,  586 
Granulomatous  mastitis,  287 
Health  and  health  care  challenges  for  New 
York  City  in  the  1990s,  51 
Hypersensitivity  pneumonitis,  232 
Increasing  role  of  primary  care  in  the 
management  of  HIV-infected  patients, 
119 

Life,  liberty,  and  the  pursuit  of  happiness, 
393 

Mainstreaming  the  minority  and 
assumptions  of  rightful  place,  283 
Mycobacterium  tubercuiosis:  A disease  of 
growing  importance  in  urban  population 
groups,  585 

New  cover  for  the  New  York  State  Journal 
of  Medicine,  345 

New  York  State  Journal  of  Medicine  enters 
its  90th  year,  1 
Organ  donation,  394 
Ovarian  small  cell  carcinoma,  171 
Present  and  future  importance  of  mortality 
statistics,  440 

Reevaluation  of  physician  recredentialing, 
531 

Rising  incidence  of  congenital  syphilis: 
Back  to  the  future,  485 
Rural  obstetric  care  and  the  family 
physician,  533 

Screening  for  breast  cancer:  Are 
physicians  doing  enough?,  285 
Small  cell  carcinoma  of  the  ovary:  A 
therapeutic  challenge,  172 
Topical  low-dose  thrombolytic  therapy,  2 
Uninvited  guests:  Cardiovascular  foreign 
bodies,  347 

Utility  of  cross-cultural  health  research, 

439 

Women,  families,  and  academic  medicine, 
284 


Emergency  medical  services 

Aeromedical  emergency  trauma  services 
and  mortality  reduction  in  rural  areas, 
358 

Empire  State  Medical,  Scientific  and 
Educational  Foundation 
PRO  contract  (LE),  27 1 
Endometrial  carcinoma 

Endometrial  carcinoma  in  five  patients  with 
breast  cancer  on  tamoxifen  therapy 
(CR),  207 
Endometriosis 

Primary  female  syndromes:  An  update,  295 
Eosinophllla-myalgla  syndrome 

Eosinophilia-myalgia  syndrome  and  l- 
tryptophan  (CR),  512 

Eosinophilia  myalgia  syndrome  (LEN),  380 

Epilepsy 

NIH  consensus  paper  on  surgery  for 
epilepsy  (NF),  526 
Nintendo-induced  epilepsy  (NF).  387 
Errata,  78,518,  584,618 
Esophagus 

Hypercalcemia  and  carcinoma  of  the 
esophagus  (NF),  387 
Leiomyosarcoma  of  the  esophagus  (CR), 
371 

Essay  Reviews 

Country  doctor,  472 

Practicing  clinical  preventive  medicine,  79 
Unnatural  causes:  America's  three  leading 
killer  diseases,  568 
Essays  in  Pediatrics  (series) 

Central  nervous  system  malignancies  in 
children,  601 

Changing  concepts  of  the  pathogenesis  of 
diabetic  nephropathy,  185 

Estrogen 

Recall  of  about  ten  million  generic  estrogen 
tablets  (NF),  226 

Etidronate 

New  drug  to  treat  osteoporosis  increases 
bone  mass  and  reduces  fractures  (NF), 
480 

Family  physicians 

Primary  care  obstetrics  in  rural  Western 
New  York:  A multi-center  case  review, 
537 

Rural  obstetric  care  and  the  family 
physician  (ED),  533 

Fluconazole 

Two  new  infection-fighting  drugs  come  to 
market  (NF).  280 

Fluoxetine 

Cross-dressing  successfully  treated  with 
fluoxetine  (LE),  566 
Food  and  Drug  Administration 

Food  and  Drug  Administration  halves 
dosage  for  AZT  (NF),  168 

Foot 

Open  supramalleolar  amputation  of  the 
infected  foot:  An  underutilized,  two- 
stage  procedure  (LE),  77 

Foreign  bodies 

Hypodermic  needle  embolization  to  the 
heart  (CR),  368 

Uninvited  guests:  Cardiovascular  foreign 
bodies  (ED),  347 
Fungal  Infections 

Disseminated  infection  caused  by 

Fusarium  solani  in  a patient  with  aplastic 
anemia  (CR),  609 

Fusarium  and  the  immunocompromised 
host:  Liaisons  dangeureuses  (ED),  586 
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Two  new  infection-fighting  drugs  come  to 
market  (NF),  280 

Fusarlum  solani 

Disseminated  infection  caused  by 

Fusarium  solani  in  a patient  with  aplastic 
anemia  (CR),  609 

Fusarium  and  the  immunocompromised 
host:  Liaisons  dangeureuses  (ED),  586 

Gallstone  appendicitis 

Gallstone  appendicitis  (LE),  77 

Gardner-Dlamond  syndrome 

Gardner-Diamond  syndrome  (CR).  373 

Gary,  Nancy  E.,  md 

interview  with  Nancy  E.  Gary,  md,  a medicai 
schooi  dean,  321 

Gas  warfare 

Gas  warfare:  Military-medical 

responsiveness  of  the  Allies  in  the  Great 
War,  1914-1918  (HIST),  499 

Generic  drugs 

FDA  supports  generic  drug  use  (NF),  387 

Recall  of  about  ten  million  generic  estrogen 
tablets  (NF),  226 

Trade  and  generic  names  of  drugs  (LE),  5 1 7 

Gene  therapy 

Balloon  angioplasty  finds  application  in 
gene  therapy  (NF),  582 

Gene  therapy  ushers  in  an  era  of  hope  (NF), 
581 

Geriatrics 

New  Merck  manual  addresses  geriatrics 
(NF),  481 

Goiter 

Superior  vena  cava  syndrome  and  right 
pieurai  effusion  due  to  giant  goiter  (CR). 
467 

Growth  hormone 

Growth  hormone  therapy  may  reverse 
some  age-related  bodily  changes  (NF), 
481 

Hallucinations 

Visual  hallucinations  as  grief  reaction 
without  the  Charles  Bonnet  syndrome 
(LE).  216 

Harvard  Report 

Harvard  Report  highlights  (LEN),  338 

Hazardous  waste 

History  of  infectious  waste  iegisiation  and 
reguiation  and  their  impact  on  hospitals 
in  New  York  City,  400 

Health  care 

Allocation  of  scarce  medical  resources 
(committee  report),  552 

Current  hospital  crisis  in  New  York  City  and 
policy  options  for  resolving  it,  247 

Health  and  health  care  challenges  for  New 
York  City  in  the  1 990s  (ED),  5 1 , (LE),  565 

Heart  disease 

Baseline  survey  for  the  Healthy  Heart 
Program  (LEN),  164 

Heart  transplants 

He  had  a change  of  heart,  253 

Hemoptysis 

Use  of  a Swan-Ganz  catheter  and 
streptokinase  in  the  management  of 
massive  hemoptysis  (CR),  33,  (LE),  270 

Heparin 

Low-dose  subcutaneous  heparin  therapy 
(LE).  39 

Hepatitis  C 

Blood  donors  will  now  be  tested  for 
hepatitis  C (NF),  432 


Hernia 

Paraesophageal  hernia  (LE),  214 

Hickman  catheter 

Superior  vena  cava  syndrome  associated 
with  a Hickman  catheter  (CR),  208 

HIspanics 

Cancer  incidence  among  NYC  Hispanics 
1982-1985  (LEN),  44 
Mortality  in  the  Hispanic  popuiation  of 
Suffoik  County,  New  York,  442 
Present  and  future  importance  of  mortality 
statistics  (ED),  440 

Utility  of  cross-cultural  health  research 
(ED),  439 

Histoplasmosis 

Disseminated  histoplasmosis  in  AiDS: 
Clinicopathologic  features  in  seven 
patients  from  a non-endemic  area,  234 

History  of  medicine 

History  of  medicine  archives  in  New  York 
State,  23 

History  of  Medicine  (series) 

Diphtheria  and  medical  therapy  in  iate  19th 
century  New  York  City,  256 
Gas  warfare:  Miiitary-medicai 

responsiveness  of  the  Aiiies  in  the  Great 
War,  1914-1918,  499 
Henry  Keller,  md,  of  New  York  and  the  Alyn 
Hospital  in  Jerusalem,  201 
History  of  the  New  York  Society  of  Tropical 
Medicine,  450 

History  of  the  Ray  Brook  State  Tuberculosis 
Hospital,  406 

Home  health  care 

Residential  and  home  health  care  for 
people  with  AiDS  and  HiV-reiated 
iilnesses  (LEN),  43 

Homelessness 

Drug  resistant  tuberculosis  among  the 
homeless  in  New  York  City,  351 
Health  problems  of  the  homeless  (NF),  226 

Hormones 

Breast  cancer  risk  related  to  long  term 
hormone  replacement  therapy  (NF),  630 
Recall  of  about  ten  million  generic  estrogen 
tablets  (NF),  480 

Hospitals 

Current  hospital  crisis  in  New  York  City  and 
poiicy  options  for  resoiving  it,  247 
Eliminating  the  requirement  for  medical 
libraries  in  hospitais  (LE),  76 
History  of  infectious  waste  iegisiation  and 
reguiation  and  their  impact  on  hospitals 
in  New  York  City,  400 
Need  for  medicai  libraries  in  hospitais  (LE), 
420 

Prevaience  and  characteristics  of  violent 
patients  in  a general  hospital,  591 

Human  Immunodeficiency  virus 

Erosive  arthritis,  atypicai  psoriasis,  and 
Pneumocystis  carinii pneumonia  in  an 
HiV-positive  man,  157 
Expanding  the  focus  of  human 

immunodeficiency  virus  prevention  in 
the  1990s  (ED),  116 
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alcohol  and  drugs,  596 
Substance  abuse  during  pregnancy  (LE), 
336 


Suffolk  County 
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complicating  temporal  arteritis  (LE),  270 
Thoracic  lymphadenopathy 
Thoracic  lymphadenopathy  and 

disseminated  Pneumocystis  carinii  in 
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tryptophan  (CR),  512 

Eosinophilia  myalgia  syndrome  (LEN),  380 
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Descripticm:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vess^s  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (»)renergic)  activity.  It  is  to  be  noted  that  In  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  ^ects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  > is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindiotions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’  ’2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  T3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


HAWAII 

Jan  13-18.  Neuro  and  Musculoskeletal 
MR  Applications.  24  Cat  I Credits.  Hy- 
att Regency,  Kauai.  Contact:  Radiolo- 
gy Postgraduate  Education,  Room  C- 
324,  University  of  California  School  of 
Medicine,  San  Francisco,  CA  94143. 
Tel:  (415)  476-5731. 


AROUND  THE  WORLD 


AUSTRIA 

Jan  13-19.  General  Medicine.  Lech, 
Austria.  Contact:  Paul  N.  Chervin,  MD, 
Mediclinic  International  Conventions, 
604  Main  St,  Woburn,  MA  01801.  Tel: 
(617)  935-6923. 

BARBADOS 

Jan  12-19.  Ninth  Annual  Symposium, 
Clinical  Update  in  Anesthesiology.  Hil- 
ton International.  Contact:  Helen  Phil- 
lips, Department  of  Anesthesiology, 
Box  1010,  The  Mount  Sinai  Medical 
Center,  One  Gustave  L.  Levy  Place, 
New  York,  NY  10029.  Tel:  (212)  241- 
7467. 

CARIBBEAN 

Jan  5-12.  Caribbean  Cruise:  Magnetic 
Resonance  Imaging  at  Sea.  Jan  12-19. 
Caribbean  Cruise:  Breast  Imaging  at 
Sea.  Contact:  Caribbean  Cruise,  c/o 
Medical  Seminars  International,  Inc, 
18981  Ventura  Blvd,  Suite  303,  Tar- 
zana,  CA  91356. 

SWITZERLAND 

Jan  20-26.  General  Medicine.  St  Mo- 
ritz. Contact:  Paul  N.  Chervin,  MD, 
Mediclinic  International  Conventions, 
604  Main  St,  Woburn,  MA  01801.  Tel: 
(617)  935-6923.  □ 

One  of  the  best  ingredients 
for  your  savings  plan. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 

USAF  HEALTH 
PROFESSIONS 
1-800-423-USAF 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  — Internal  Medicine  — Emergency  Medicine 
Qualified  Physicians  Being  Recruited  For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for  Service  Income  Botential 
Professional  Liability  Insurance  — Excellent  Health, 

Life  and  Disability  Insurance  for  Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 
Glenn  W Farmer  Catherine  M.  Dawson 

Director  Assistant  Director 

1-800-527-2145 

EGSI  • 1717  Main  Street  • Suite  5200  • Dallas,  Texas  75201  • 214/761-9200 


PRACTICES  AVAILABLE 


ACTIVE  UROLOGICAL  PRACTICE  in  lower  West- 
chester available  for  sale.  Send  inquiries  to: 
S.  Tech.  405  Tarrytown  Road,  Suite  407,  White 
Plains,  NY  10607. 


EQUIPMENT 


REFLOTRON — $1900,  Excellent  condition,  like 
new.  Call  (518)  943-6660  or  write  RD  #1  Box 
57,  Athens.  New  York  12015. 


REAL  ESTATE  FOR  SALE 
OR  RENT 


MANHATTAN'S  EAST  SIDE,  133  East  73rd  St., 
N.Y.C.  Lexington  Professional  Center.  Inc.  Part 
time  & full  time  medical,  dental,  psychiatric  of- 
fice suites.  Furnished  & equipped.  24  hour 
answering  service:  receptionist.  Mail  service: 
cleaning.  X-ray  & clinical  laboratory  on  prem- 
ises. No  leases  necessary.  Rent  by  the  hour  or 
full-time.  (212)861-9000. 


MEDICAL  OFFICE  IN  MERRICK,  LONG  ISLAND 
FOR  RENT.  Furnished  or  unfurnished.  Part 
time  or  full  time.  Also  fully  equipped  medical 
laboratory  for  rent.  Medical  office  equipment, 
like  new,  for  sale.  (516)  868-4070. 


PROFESSIONAL  OFFICE  TO  SHARE,  Prime  Lo- 
cation. Luxurious  spacious  and  fully  equipped 
office  in  new  professional  building,  suitable 
for  medical  or  surgical  specialist.  Located  in 
Cedarhurst,  New  York,  one  of  the  prestigious 
Five  Towns  of  Long  Island’s  South  Shore.  Con- 
tact Office  Manager  at  (516)  791-1900. 


GLEN  COVE  L.l.  NORTH  SHORE— Brick-Stone 
ranch  home  with  5 room  professional  office 
A/C — corner  location  in  desirable  neighbor- 
hood. Residence  has  3 bedrooms,  2'k  baths, 
den,  living  room/fireplace,  dining  room,  E.I.K., 
laundry  room,  center  hall  & inclosed  patio. 
Reasonably  priced.  Owner — M.A.  Cavuoti. 
M.D.  516-671-1492. 


REAL  ESTATE  FOR  SALE 
OR  RENT— CONT’D 


PROFESSIONAL  HOME/OFFICE  COMBINATION, 

Monroe.  NY.  4,000  sq.  ft..  1.2  acres,  1/2  mile 
from  center  of  town.  Oak  floors,  completely  re- 
furbished kitchen,  redwood  exterior,  new  large 
deck,  custom  built  fireplace.  2 full  baths,  3 half 
baths,  central  air.  Asking  $274,000,  call  (914) 
783-0473  leave  message. 

SUBLET  NORTHERN  WESTCHESTER  — new  fully 
equipped  office,  new  building,  prime  location. 
Specialist  only.  Reply  Dept.  499  c/o  NYSJM. 

BENSONHURST— G P.  has  fully  furnished  space 
available  1 ,000  sq.  ft.  to  share,  with  any  special- 
ty. Call  (7 1 8)  983-7780  or  (7 1 8)  8 1 6-5 1 66. 

PROFESSIONAL  MEDICAL  OFFICE  SPACE  FOR 
LEASE.  Prime  areas  in  prestigious  Suffolk 
County.  Will  renovate  to  your  specs,  400  to 
3300  square  feet.  Contact  Margot  Robinson  at 
(516)  462-9853. 

PROFESSIONAL  CONDOMINUM,  GARDEN  CITY 
AREA,  for  sale  or  rent,  850  sq.  ft.,  fully  fur- 
nished. Suitable  for  Medical,  Dental,  or  other 
Professional.  Available  late  December,  1990. 
Call  (516)  248-9355. 

MANHATTAN  WEST  79  STREET,  Museum  block. 
Professional  and  living  office.  Great  location. 
Private  street  entrance,  about  1 300  square  feet. 
Q'k  rooms.  2'k  baths.  Will  rent  or  with  option  to 
buy.  Terms  negotiable,  no  fee.  Suitable  for 
any  medical  professional.  Immediate  occu- 
pancy. Tel.  (212)  724-3906. 

FOR  RENT — 1200  sq.  ft.  office  in  modern  profes- 
sional bldg. — Ideal  for  specialty — Brentwood, 
Long  Island,  New  York — 516-273-3236. 

PROFESSIONAL  OFFICE  SPACE  AVAILABLE  in 

Medical  Center  on  busy  RT.  22,  Brewster,  NY. 
Space  for  medical  emergency  walk-in  center 
also  available.  Call  (914)  896-7330. 

RENT  PROFESSIONAL  APARTMENT,  First 
Floor,  separate  entrance,  S'k  rooms,  Jackson 
Heights,  Queens,  Available  December  first 
1990,  negotiable  lease,  excellent  location 
(73rd  Street  and  Broadway).  Call  (718)  779- 
0840,  Doctor  Garcia. 


SELLING  YOUR  PRACTICE? 
NEED  A BUYER  NOW? 

Countrywide  can  provide  you  with  the  largest 
network  of  qualified  buyers  and  a transaction 
to  secure  the  best  possible  price  and  terms  for 
your  practice.  Countrywide  has  helped  hun- 
dreds of  your  colleagues  buy  and  sell  their 
practices.  To  learn  how  we  can  do  the  same 
for  you,  call  us  today  at  (800)  222-7848. 
Countrywide  Business  Brokerage,  Inc. 
319  East  24th  Street,  Suite  23-G 
New  York,  NY  10010 


MISCELLANEOUS 


PROFESSIONAL  CONDUCT  EXPERT.  Robert  S. 
Asher,  J.D.,  M.P.A.,  In  health,  former  Director 
Professional  Conduct.  N.Y.S.  Board  of  Regents, 
now  in  private  legal  practice.  15  years  health 
law  experience  concentrating  on  professional 
practice,  representation  before  government 
agencies  on  Disciplinary,  Licensure,  Narcotic 
Control,  Medicaid.  Medicare  of  Third-Party  Re- 
imbursement matters  and  professional  business 
practice.  Robert  S.  Asher,  Esq.,  295  Madison 
Ave. . Suite  700,  NYC.  (2 1 2)  697-2950  or  eve- 
nings (914)  723-0799. 


SAT.,  SUN.,  MARCH  23,  24, 1991.  Neurology  for 
Non-Neurologists.  13th  Edition  of  Intensive 
Clinical  Neurology  Course  (ICNC)  by  Lawrence 
P.  Levitt,  M.D.  and  Martin  A.  Samuels,  M.D.  10 
hours  AMA  Category  I credit.  For  information 
contact  Dr.  Levitt,  1210  S.  Cedar  Crest  Blvd., 
Allentown,  PA  18103  (215)  776-8420. 


LIFSHUTZ  & POLLAND,  P.C.  The  law  firm  that 
specializes  in  health  care  representation.  Our 
experienced  staff  of  attorneys  have  successfully 
represented  physicians  and  other  health  care 
professionals  in  such  matters  as  establishment 
of  medical  groups,  counseling  professional  so- 
cieties and  hospital  medical  staffs,  hospital  priv- 
ileges, defense  of  medicaid /medicare  abuse 
allegations,  third-party  beneficiary  termination, 
peer  review,  challenging  legislative  and  regula- 
tory enactments,  leasing  and  subleasing  of 
medical  office  space,  tax  and  pension  plan 
structuring  of  professional  corporations,  estate 
planning,  litigation  of  rights  and  interests  of 
clients  including  equitable  distribution  of 
physician's  licenses  in  matrimonial  actions. 
Lifshutz  & Polland,  P.C..  Attorneys  at  Law, 
One  Madison  Avenue,  New  York,  N.Y.  10010. 
212-213-8484. 


GERALD  GOLDBERG,  CPA-ATTORNEY,  formerly 
with  IRS,  announces  his  availability  to  prepare 
taxes  and  plan  under  changing  tax  environ- 
ment, accounting,  tax  appeals.  Professional 
Corporation  set-ups  and  dissolutions,  legal 
representation  on  practice  transfers,  employ- 
ment and  partnership  agreements.  Manhattan 
and  Nassau  offices.  (212)  967-1404  & (516) 
565-6260. 


CONCISE  DICTIONARY  & HANDBOOK  OF  ECO- 
NOMICS, FINANCE  AND  STATISTICS  FOR 
HEALTHCARE.  Many  1000s  of  terms,  con- 
cepts, tables,  charts,  formulae,  and  a wealth  of 
economic  and  statistical  data  (w/optional  an- 
nual updates).  An  economic  and  financial  con- 
sultant on  your  desk.  $66  (inc.  UPS  & Hndig). 
Professional  Horizons  Press,  303  East  Pan  Am 
Bldg — 200  Park  Ave.,  P.O.  Box  1278,  Grand 
Central  Station,  New  York,  N.Y.  10163-1278, 
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The  1988  Joint  National  Committee  Report 

1988  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that 
blood  pressure  be  controlled: 

. . with  the  fewest  drugs  at  their  iowest 
dose...r 


• Consistent  with  the  1988  JNC  report 

• A recommended  dose  for  Initial  therapy* 

"Initiate  therapy  with  180  mg  of  sustained-release 
verapamil  HCI,  Calan 


-Calan  SR  DOSAGE  AND  ADMINISTRATION  section, 
1990  Physicians'  Desk  Reference. 


SUSTAINED-RELEASE  CAPLETS 


HIGH  SINGLE-AGENT  EFFICACY  IN  A LOWER  DOSE 


References:  1. 1988  Joint  National  Committee:  The  1988 
report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure-  Arcti  intern 
Med  1988,148:1023-1038  2.  Physicians'  Desk 
Reference,  ed  44.  Oradell,  NJ,  Medical  Economics  Company  Inc, 
1990. 


BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings},  hypotension 
(systolic  pressure  < 90  mm  Hg|  or  cardiogenic  shock,  sick  sinus 
syndrome  (if  no  pacemaker  Is  present),  2nd-  or  3rd-degree  AV  block  (if 
no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil 
Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV 
dysfunction  (eg,  ejection  fraction  < 30%)  or  moderate  to  severe  symp- 
toms of  cardiac  failure  and  in  patients  with  any  degree  of  ventricular 
dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart 
failure  with  optimum  digitalization  and/or  diuretics  before  Calan  SR  Is 
used.  Verapamil  may  occasionally  produce  hypotension.  Elevations  of 
liver  enzymes  have  been  reported.  Several  cases  have  been  demonstrat- 
ed to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in 
patients  on  verapamil  is  prudent.  Some  patients  with  paroxysmal  and/ 
or  chronic  atrial  flutter/fibrillation  and  an  accessory  AV  pathway  (eg, 
WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade  con- 
duction across  the  accessory  pathway  bypassing  the  AV  node,  producing 
a very  rapid  ventricular  response  or  ventricular  fibrillation  after  receiving 
I.V.  verapamil  (or  digitalis).  Because  of  this  risk,  oral  verapamil  is  con- 
traindicated in  such  patients.  AV  block  may  occur  (2nd-  and  3rd-degree, 
0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd- 
or  3rd-degree  block  requires  reduction  in  dosage  or,  rarely,  discontinua- 
tion and  institution  of  appropriate  therapy.  Sinus  bradycardia.  2nd-degree 
AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypotension 
were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy 
who  were  treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of  the 
normal  dose)  or  impaired  renal  function,  and  patients  should  be  moni- 
tored for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of 
overdosage.  Verapamil  may  decrease  neuromuscular  transmission  in 
patients  with  Duchenne's  muscular  dystrophy  and  may  prolong  recovery 
from  the  neuromuscular  blocking  agent  vecuronium.  It  may  be  necessary 
to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular 
transmission.  Combined  therapy  with  beta-adrenergic  blockers  and  ve- 
rapamil may  result  in  additive  negative  effects  on  heart  rate,  atrioventric- 
ular conduction  and/or  cardiac  contractility:  there  have  been  reports  of 
excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The 
risks  of  such  combined  therapy  may  outweigh  the  benefits.  The  combi- 
nation should  be  used  only  with  caution  and  close  monitoring.  Decreased 
metoprolol  clearance  may  occur  with  combined  use.  Chronic  verapamil 
treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients 
with  hepatic  cirrhosis,  verapamil  may  reduce  total  body  clearance  and 
extrarenal  clearance  of  digitoxin.  The  digoxin  dose  should  be  reduced 
when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
Will  usually  have  an  additive  effect  In  patients  receiving  blood-pressure- 
lowering  agents.  Disopyramide  should  not  be  given  within  48  hours 
before  or  24  hours  after  verapamil  administration.  Concomitant  use  of 
flecainide  and  verapamil  may  have  additive  effects  on  myocardial  con- 
tractility, AV  conduction,  and  repolarization.  Combined  verapamil  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should 
be  avoided,  since  significant  hypotension  may  result.  Concomitant  use 
of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels 
or  increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be 
monitored  carefully.  Verapamil  may  increase  carbamazepine  concentra- 
tions during  combined  use.  Rifampin  may  reduce  verapamil  bioavailability. 
Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics 
and  calcium  antagonists  needs  careful  titration  to  avoid  excessive  car- 
diovascular depression.  Verapamil  may  potentiate  the  activity  of  neuro- 
muscular blocking  agents  (curare-like  and  depolarizing):  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been 
performed.  One  study  in  rats  did  not  suggest  a tumorigenic  potential, 
and  verapamil  was  not  mutagenic  in  the  Ames  test.  Pregnancy  Category 
C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if 
clearly  needed.  Verapamil  is  excreted  in  breast  milk:  therefore,  nursing 
should  be  discontinued  during  verapamil  use. 

Adverse  Reactiorts:  Constipation  (7.3%),  dizziness  (3. 3%).  nausea 
(2.7%),  hypotension  (2,5%),  headache  (2.2%),  edema  (1.9%),  CHF,  pul- 
monary edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%),  bradycardia:  HR 
< 50/min  (1.4%),  AV  block:  total  1°,2°,3°  (1.2%),  2°  and  3°  (0,8%), 
rash  (1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following 
reactions,  reported  in  1.0%  or  less  of  patients,  occurred  under  conditions 
where  a causal  relationship  is  uncertain:  angina  pectoris,  atrioventricular 
dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  dis- 
tress, gingival  hyperplasia,  ecchymosis  or  bruising,  cerebrovascular  ac- 
cident, confusion,  equilibrium  disorders,  insomnia,  muscle  cramps,  par- 
esthesia, psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and 
rash,  exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria, 
Stevens-Johnson  syndrome,  erythema  multiforme,  blurred  vision,  gy- 
necomastia, increased  urination,  spotty  menstruation,  impotence. 
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SEARLE 


G.D  SearleA  Co 

Box  5110.  Chicago.  IL  60680 


'lower  initial  closes  of  120  mg  may  be  warranted  in  patients  who  may  have  an  increased  response  to  verapamil  (eg,  the  elderly 
or  people  of  small  stature).  Total  daily  dosages  above  240  mg  should  be  admihistered  ih  divided  doses.  Caiao  SR  should  be 
admihistered  with  food. 

Cohstipatlon,  which  is  easily  managed  in  most  patients,  is  the  most  commohly  reported  side  effett  of  Calan  SR. 


Address  medical  inquiries  tc: 
G.D.  Seade  & Co. 

Medical  & ScienttHc 
Information  Department 
4901  Searle  Parkway 
Skokie,  IL  60077 


©1990,  C.D.  Searle  & Co. 
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Why  me. 
Mommy? 

Children  often  ask  hard-to- 
answer  questions.  And 
parents  don't  always  have  the 
right  answers.  But  how  do 
you  explain  cancer  to  your 
child? 

The  doctors  and  scientists 
at  St.  Jude  Children's 
Research  Hospital  have  been 
trying  to  answer  this  "why 
me"  since  1962.  We've  found 
many  cures;  we're  working  on 
a cause. 

Our  hope  is  that  once  a 
cause  can  be  found,  a preven- 
tion might  not  be  too  far 
behind.  Until  that  time; 
however,  St.  Jude  Hospital's 
work  must  continue  . . . for 
the  sake  of  all  children. 

To  find  out  how  you  can 
help  St.  Jude  answer  the  ques- 
tions of  childhood  cancer, 
write  for  your  free  brochure, 
or  call  1-800-238-9100. 


if 


St.  Jude  Children's 
Research  Hospital 

^ 505  North  Parkway 

Memphis,  77V  38205 


MISCELLANEOUS— CONT’D 


PHYSICIANS  SIGNATURE  LOANS  TO  $50,000. 

Take  up  to  7 years  to  repay  with  no  pre-pay- 
ment penalties.  Competitive  fixed  rate.  Use 
for  taxes,  investment,  consolidation  or  any 
other  purpose.  Prompt,  courteous  service. 
Physicians  Service  Association,  Atlanta,  GA. 
Serving  MD's  for  over  10  years.  Toll-free  (800) 
241-6905. 


WOOD  & SCHER,  ATTORNEYS  AT  LAW.  Former 
Chief  Enforcement  Officers  for  the  Office  of  Pro- 
fessional Discipline,  now  representing  licensed 
professionals  in  matters  of:  Professional  mis- 
conduct proceedings,  License  application /res- 
toration, Controlled  Drug  Proceedings,  Medic- 
aid/Medicare Proceedings,  Hospital  Privileges, 
Malpractice  Defense.  Call  for  a consultation. 
(914)  SCarsdale  3-3500  or  (212)  Butterfield 
8-9720. 


PORTABLE  RADIOLOGY  SERVICE:  abdominal 
-I-  pelvic  ultrasound,  cardiac  echos  including  2D 
-I-  m-mode  and  portable  osteoporosis  bone 
densitometry  screening.  NYC  and  suburbs. 
Schedule  weekly/ bi-weekly  in  your  office. 
New  portable  hi-tech  equipment.  Hi-quality 
like  standard  office  images,  far  superior  to  hos- 
pital portable  images.  (212)  534-3669. 


SHAPIRO  & BYRNE,  ATTORNEYS  AT  LAW. 

Daniel  M.  Shapiro,  M.D.,  J.D.  Professional 
misconduct  representation  including  disciplin- 
ary proceedings,  medical  staff  problems  and 
hospital  privileges,  peer  review  proceedihgsand 
other  matters  affecting  the  professiohal  life  of 
physicians.  55  Mineola  Blvd.,  Mineola,  N.Y. 
(212)  514-5755,  (516)  877-1055. 


AVOID  COSTLY  QUALIFIED  PLAN  RESTATE- 
MENT PROCESS — Annual  Plan  Administration 
Services  and  Actuarial  Certifications.  Pre- 
approved Pension,  Profit  Sharing  and  Retire- 
ment Prototype  Plans.  No  insurance  required. 
Former  I.R.S.  pension  plan  specialist  and  reve- 
nue agent.  Coordinate  pension  distributions 
with  estate  planning.  I.R.S.  approval  for  plan 
terminations.  Professional  practice  agree- 
ments, partnership  agreements,  estate  plan- 
ning and  probate.  References  upon  request. 
Wachstock  & Dienstag  Attorneys  at  Law,  122 
Cutter  Mill  Road,  Great  Neck,  New  York  1 1021 
(516)  773-3322. 

LEGAL  MEDICAL  PROBLEMS.  We  represent 
medical  providers  in  the  defense  of  medical  alle- 
gations such  as  overbillihg,  suspension.  Article 
78  proceedings  and  all  related  matters  dealing 
with  NYS  Dept,  of  Social  Services,  Medicaid. 
Reasonable  fees,  free  consultation.  Bushin 
and  Rosman,  Esqs.,  3472  Broadway,  New 
York,  NY  10031.  (212)  368-0002. 

COUNSEL  FOR  OFFICE  OF  PROFESSIONAL 
MEDICAL  CONDUCT  MATTERS— Advocacy 
in  most  professional  conduct  matters  requires 
an  understanding  of  medicine  and  the  nuances 
of  the  daily  practice  of  medicine.  Don't  rely 
upon  a lawyer  friend  or  an  attorney  handling 
your  general  business,  real  estate  or  tax  mat- 
ters. We  regularly  defend  physicians  in  medical 
malpractice  actions  at  the  request  of  three  of 
the  largest  medical  malpractice  insurance  com- 
panies in  New  York.  Feldman  & Kleidman, 
Esqs.,  153  Main  Street,  Fishkill,  New  York 
12524  (914)  897-5199. 


MISCELLANEOUS— CONT’D 


IS  ACTION  BEING  TAKEN  AGAINST  YOUR  LI- 
CENSE TO  PRACTICE  MEDICINE?  If  affir- 
mative, contact  Susan  Kaplan,  Attorney-at- 
Law,  (212)  877-5998.  Practice  limited  to 
assisting,  advising  and  defending  physicians 
in  professional  misconduct  (licensure)  pro- 
ceedings before  the  Office  of  Professional 
Medical  Conduct,  issues  relating  to  chemical 
dependence  and  restoration  of  medical  li- 
censes— with  extensive  trial  and  administra- 
tive experience — formerly  Assistant  Chief  of 
Prosecution  and  Deputy  Director  of  Prosecu- 
tion for  New  York  State’s  Office  of  Profession- 
al Discipline  (the  state  agency  responsible  for 
regulating  NYS’s  31  licensed  professions), 
and  as  an  Assistant  District  Attorney  in  Nas- 
sau County. 


GOLDBERG  & INGBER,  P.C.,  ATTORNEYS  AT 
LAW.  Currently  expanding  its  tax,  probate, 
pension  plan  and  collection  litigation  practice  to 
include  medical  collections.  Senior  partner  has 
written  and  lectured  extensively  for  the  legal, 
accounting  and  medical  profession.  666  Old 
Country  Road,  Suite  306,  Garden  City,  New 
York  11530,  (516)  222-0422. 


PROFESSIONAL  MISCONDUCT  ADVOCACY 

with  dignity  and  concern.  George  Weinbaum, 
Esq.  former  deputy  director  of  the  New  York 
State  Attorney  General's  office  for  Medicaid 
Fraud  Control  and  also  former  Director  of  Medi- 
care and  private  insurance  investigations  for 
Empire  Blue  Cross/  Blue  Shield  is  pleased  to  an- 
nounce the  opening  of  his  office  for  the  practice 
of  health  law.  Attention  is  devoted  to  miscon- 
duct avoidance,  disciplinary  proceedings,  reim- 
bursement maximization,  controlled  drug  issues 
and  medical  staff  representation  among  other 
physician  needs.  George  Weinbaum,  Esq.,  3 
Barker  Avenue,  White  Plains,  New  York 
10601.  Telephone  (914)  686-9310  office 
hours,  (212)  621-7776-24  hours. 


ADVICE,  COUNSEL  & REPRESENTATION  of 

physicians  and  other  health  care  professionals 
in  licensure  and  professional  conduct  matters, 
audit  preparations,  reimbursement  issues  and 
practice-related  litigation.  David  E.  Ruck,  Esq., 
former  Chief,  Criminal  Division,  Office  of  the 
New  York  State  Special  Prosecutor  for  Medic- 
aid Fraud  Control  and  Alain  M.  Bourgeois,  Esq., 
former  Acting  Justice,  Supreme  Court  of  the 
State  of  New  York.  Bourgeois  & Ruck,  230 
Park  Avehue,  Suite  2830,  New  York,  New  York 
10169.  Telephone  2 1 2-66 1 -8070. 


POLATSEK  AND  SCLAFANI— Specializing  in 
Professional  Misconduct  Proceedings,  Initial  Li- 
censure Applications,  Medicare  and  Medicaid 
Proceedings,  Narcotics  Control  Litigation  and 
Hospital  Privilege  issues.  Neal  S.  Simon  of  the 
firm  Is  a former  prosecutor  with  the  New  York 
State  Office  of  Professional  Discipline  and  Med- 
ical School  General  Counsel.  Leonard  A.  Scla- 
fanl  of  the  firm  is  former  Deputy  Chief  of  the 
United  States  Attorney's  Office  for  the  Eastern 
District  of  New  York.  For  a consultation,  please 
contact  Neal  S.  Simon  at:  275  Madison  Ave- 
nue, Suite  903,  New  York,  New  York  10016, 
(212)  696-9880, 
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Medicine  promises  to  provide  timely  and 
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SPECIAL  OFFER: 

Unsure  as  to  which  products  are  for  you?  Call  to  speak  with 
one  of  our  Financial  Counselors  or  to  obtain  our  Free 
Investment  Focus  brochure  - a step-by-step  guide  to  assist 
you  in  selecting  the  investment  products  that  match  your 
objectives. 


* Professional  Management 

* Low  Minimum  Investment 

* Free  Exchange  Privileges 

* No-fee  Retirement  Plans 

* No-fee  IRAS 

* Free  checkwriting  (money 
market  funds  only) 

* Automatic  Investing  Plans 
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To  obtain  a free  prospectus  containing  more  complete  information  including 
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tie  prospectus  before  you  invest  or  send  money. 


Doctor . . 


Do  you,  or  a physician  you  know, 
have  a problem  with  alcohol, 
drugs,  or  emotional  illness? 

If  so,  please  contact  the  Medical 
Society  of  the  State  of  New  York's 
Committee  for  Physicians'  Health, 
whose  function  is  to  assist,  confi- 
dentially. 

Telephone:  800-338-1833. 
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